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. THE DIVISION OF HEALTH OF MISSOURI .-
FLED FEB 2 1950  STANDARD CERTIFICATE OF DEATH - Stare File NQ'ES ........... ‘

"BIRTH NO. REG. DIST. NO. _[eff PRIMARY REG. DiST. NO-M Reax':rrar':Na......z.. ........................ .

i. PLACE OF DEATH 2. USUAL RESIDENCE (Wherc d d lived. 1f § jon: residence before
a. COUNTY ! a. STATE b. COUNTY, nliizian),
. Mo CHRAR AN
b. CITY (I outeid purate limite, write RURAL nad gi ¢. LENGTH OF c. CITY m taide corposate limits, write RURAL acd give townahi; .
o cormats Tt mwvn‘-hip) STAY (in this plnee) OR e . * N o) 0 (‘ o
TOWN . e v
d. F}!-l"OJS-P,Iq 'IBAT_EOOF (I not in hospital or iastitution. give atreat address or locstion} dA%TI;RFEEEg‘S (If rural. give location) V
INSTTUTION 9 2 7. (3 AN/ I-L/p- % 227- LENTER- 8T
3. NAME OF a. (First b. {(Middle C. {Lnst)
DEE OF, (First) ¢ ) ( 4. DATE (Month)  (Day) (Year)
(vpeor ity [ FRTTE S WEAT MAN pERH T p - VS LI AN
5. SEX \6. COLOR OR RACE | 7. MARRIED, NEVER MARRIED, | 8. DATE OF BIRTH 9, AGE (in yesrs] IF UNDER 1 YEAR | F 6xDER M wis.
) WIDOWED, DIVORCEDpecit?s "y + birtday) Monm, Hours | Min.
5 | L7 ; b |
10a. USUAL OCCUPKTION (Give kind of work 10b. KIND OF BUSINESS GR_IN- | 11. BIRTHPLACE (3tate or foreign nauntry) 12 CITIZEN OF WHAT
done during mmurwo,uuu...unumimd) _ DUSTRY - ’ /O COUNTRY?
HousSE s F _ - HEYTESULLE ~ mo u.3. 4.
3a. FATHER'S NAME ) 13b. MOTHER™S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
BAN - WNipui M | MANER 1A -TANE- WooDS -SwE
5. WAS DECEASED EVER [N U.5 ARMED FORCES? | 16. SOCIAL SECURITY | 17. INFORMANT'S SIGNATURE OR NAME ADDRESS
(Yes, B0, or unkoown) | (I yes, xive war or dates of service) N ", E' ND. ) 5 é’
e . oA R BERTA- PAGE- /1'5 YEESUILL Eorm
18. CAUSE OF DEATH : MEDICAL CERTIFICATION Igggu BI-.'I‘WEEN
. AND DEATH
 Enter only onesauseper | 1. DISEASE OR CONDITION _ .
Jine tor o, (o, and (@) | DVRECTLY LEADING TO DEATH'(q) %1 3= 0 2r oz 2 77_'/57,, a2 bt St g
“Thiz does not mean ANTECEDENT CAUSES
the mode of dying, suck | Morbid conditions, if any, gising PUE TO (b}
ar heart feilure, esthenia, | rite to the above cause (o} W‘W L LA U] [N
cte] It-means the dis-- the und:r!yinc cause lasd. - - - Lo . f B N
ease, infury, of complica- - DUE TO (C) /4“)“ ig )"//) Kolfal /F’ >a2 8 I <
tion which caused death. I] OTHER SIGNIFICANT CONDITIONS” o L ‘. o
Conditions mtnm:natothcdmh butd not - 4#
related to the diseate or condition causing death, £ e . A o . 24'\
192, DATE OF QPERA- | 180. MAJOR FINDINGS OF OPERATION . L e . .. ~|'20. auTOPSY?
. TION . . .
YES D NO

21a. ACCIDENT ° ° ' tBpecity) . 21b. PLACEOF INJURY te.4..inorabont’ | 2lc. (CITY, TOWN, OR TOWNSHIP) ° (COUNTY) (STATE)
SUICIDE T hom. farm, fastory.street, office bidk..ev0.) . R . . B . .
HOMICIDE . _ .. - )
21d. TIME " {Moatd) -(Dap) Year) m‘m) 2le. INJURY OCCURRED ®| 21f. HOW DID INJURY OCCUR?
oF ) o : | WHILEAT NOT WHILE 7 -
INJURY . = | " work AT WORK : :

21 herebu certify that I atlended the deceased framﬁ% 19.4¢,lo _,LL_‘?__ 19.4..(2 that I last saw the deceased
alive on _LL?_ 1902 and that death occurred _nZ.M , from the causes and on the date staled above.

WRITE PLAINLY—USING UNFADING BLACK INE—MAEKE A PERMANENT RECORD

23, S, IR B , E (Degrop-or L T(e) 23b. ADDRESS Z3c. DATE SIGNED

Il Ma -\ yoos

.24d. LACATION (City, town, or county) -{Stéte)
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STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me, r—by=t oo

................. - , Student Embalmer %No.

working under my persona! supervision.

a0 oo Siemd, 2/ 7] ﬁwW _________

Student Embalmer
Licensed Embalmer No.. J’

P. 0. Add:;:z A
Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN % (Failure to comply with
the above constitutes grounds for revocation of license.) -

H this body ir not embalmed, fact should be so stated ;b:);f:el
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