| THE DIVISION OF HEALTH OF MISSOURI

o b ’ FILED JAN 251950  STANDARD CERTIFICATE OF DEATH Stte File Nov. ,
" " BIRTH KO =~ R 'REG."DISY. NO, ‘ 3 I PRIMARY REG. DIST. NO. 30 L cha.rlmr'?No.....R’Lt evtearnaen
0(@ 1. PLACE OF DEATH 2. USUAL RESIDENCE. (Where d d lived. If lLosti Jge——" befars
-— a., COUNTY a, STATE m A . b, couxr{ adinimion).

townehip}| STAY (ino thie plrce)

Towu O LA g §; e TOWN QR ’ m

AN

b, CITY (If enteide corpurate hm.c,‘. write RURAL and give ¢. LENGTH OF c. CIC;I'Y (I outaide mmr-u limits, write RURAL and give township) 2‘
o 2

-d. FULL NAME OF (If not in hoapital or Institution, give strect address or location) d. STREET {If rural, give location) ; 1!.‘»‘-—
HOSPITAL OR ADDRESS .
INSTITUTION . )&/_Q_ M E BAN A e W
3. NAME OF a. (First) b. (Middle) c. (Last)
DECEASED _ 4 DATE  (Month)  (Dey)  (Year)
(Typeor Print) 0 R, -, Don DEATH —( -850
5. SEX " ~~6, COLOR OR RACE | 7. MARRIED, NEVER MARRIED, 9. DATE OF BIRTH 9. AGE (In yeaf$| ¥ UNDER 1 YEAR | F UNDER M Wi,
) . / “ WIDOWED, CIVORCED (Hpecify) W Laat birthday) Mnm.l Days | Houm | Min.
Mals "GN | Maanniad. /7 13e8.n%ARaG 55 i l
10a. USUAL OCCUPATION (Ghekind of work | 10b. KIND OF BUSINESS OR IN- | 1. BIRTHPLACE (State or forelgn mnuv) 12. CITIZENOFWHAT
- - —[|— donedaring most of working life. even if rettred)-] — —- — — —...—. DUSTRY-|—._. —t- NTRY? -
AV A Cidg Q7 Q__LAA W\W‘\-&- U S A A
i 138, FATHER'S NAME 13b, MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
(O VR VEL 0% 8 - - €00 a. Malim B TR
i5. WAS DECEASED EVER IN U.5 ARMED FORCES? | 16. SOCIAL SECURITY | 17. INFORMANT'S SIGNATURE OR NAME ADDRESS
{Yea, 8o, 07 unknown) | (I yos, Kive war or dates of service) NO.
- “W\;.QQ“;C.:.Lgndtegd“g&n%a
18, CAUSE OF DEATH MEDICAL CERTIFICATION INTERVAL BETWEEN
Enter only onecauseper | [+ DISEASE OR CONDITION ONSET AND DEATH

lino for (a), (b), and (¢ | P'PECTLY LEADING TO DEATH?(,) M.M_MQ_Z___ LVSTANT

*This does ot mean ANTECEDENT CAUSES

tAc mode of dying, tuch | Afortid conditions, if any, giving DUE TO (B)
s heart fallure, asthenia, rize to the abope cause (o) doting _ 7 o
dtz. It means the dis- the underiping cause last.- Lo -~ .- L - - - - B

case, fnjury, or complica- DUE TO (c} _
tion which caused death. | 11 OTHER SIGNIFICANT CONDITIONS * - .7~ B LN E
Conditions ibuting to the death but not
uzmﬁ fo m%':m :Jf:vwndilio:x anun‘u: death. 917 (9 X
192. DATE OF QPERA- | 19b.- MAJOR FINDINGS OF OPERATION .o -} 2. aUTOPSY?
TION |
. ves [ w0 04
21a. ;UO%FIEET " (Bpecify) 21b. PLACE OF INJURY (s.g.. tnorabout | 21c, (CITY, TOWN, OR TOWNSHIP) (COUNTY) (STATE)
bome, farmm, fagtory, strest. ofice bldg., ete.) -
HoMicioe SUIC/DE HOME CLINTON  MHENRY Ma
214. TIHE _ tMoath) u)m (Year) (How) | 2)e. INJURY OCCURRED | 21t. HOW DID INJURY OCCURY
wiliee JAN 1S 1950 115 et ) Gaee 0| - Sl F /NELICTED  p 2L
2. I hereby éertify that I atiended the deceased from , 19 , lo , 18 , that I last saw the deceased
alive MJAAL_ZS.__ 1 9& and that death occurred at £ /5 Om ., Jrom the eauses and on the date stated above.
2a. SIGNATuz DO {Degroe or title) | 23b. AGDRESS Zc. DATE SIGNED
]
B oloor Lo, P /8 Ve 1956

WRITE PLAINLY—USING UNFADING BLACK INK—MAKE A PERMANENT RECORD

2a. aumnucnmn. 24b. DATE 2éc. NAME OF CEMETERY OR CREMATORY | 23d. LOCATION (City, town, or county) ~  (State)
s Sty 17, / M 5

: -7 -dv P
DATE REC'D avgi..ocu. REG S SIGNATURE < g I3 R'S 51GHATURE ADDRESS '
arlySy Qs




" JECEVED
* D‘lstr'ict Healty Oificer Now 7,
S@ o.me Eilé Nﬁmbcr...l.lg...fé_./

- gars Ellsd ;:::nd-.'.u‘f-?-/’f...;—f:’:{

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, 0r by e

.................. Student Eabalmer No.

working under my persona! supervision.

Student ....... Nessansesnrss e resannasn
Student Embalmer

. P. 0. Address. £.£. N WA
Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply with
the above constitutes grounds. for revocation of license.)

" If this body is not eﬁl;almed. fact should be so stated above.

“ - oo t.. . =




