FILED MAR ¢ - 1350  THE DIVISION OF HEALTH OF MISSOURI ' : 4,?,.; o

e | STANDARD CERTIFICATE OF DEATH" s e 2 0.
'BIRTH m’j Tl P ST REG. DIST. wO. /Y7 PRIMARY REG. DIST. MO. /oa'—g,g,,,,a,,N, N 502_
1. PLACE OF DEATH 2. UsSuAL RESIDENCE {Whern decowsed lived.” If ingtitution: residedce befors
a. COUNTY a. STATE

Jd A K SoN (Ssoumy "M JaRNSEN

b. CITY (If outnide corperate limite, write RURAL and give

c. LENGTH OF c. CITY (If outside oor-pot-l- Limits, write RUBAL lnd £ive township)
. wownship) | STAY (1o chis place) OR /( %
TOWN -0AYS TOWN ANsas (Gzy .7}
. FU ME DF hoanital 3 5 . AA ¥, £ B R
. d HCI)-‘SLPPTAAL o (I oot ia or 2, give streot ) ar ) d A%TDREE&T 3¢ mnl ® location} ’5 I p
INSTTUTION S 7, L i WS FlosSPrTm bk é07 /13acEs VENU
3. NAME OF a. (First) _ ' b. (Mld.dle) ¢ (Last l 4 DATE {Month) (nm (Year)
(Twpe or Print) WILLIAM /WI(!HA EL,  YIANNI STr&ER DEAH Lrmg- X-/F5°0
5. SEX 6. COLOR OR RACE | 7. MARRIED, NEVER MARRIEDS# ! 8. DATE OF BIRTH 9. AGE (1o years| IF GWoER | YEAR | ' tnoem ut HES.
/ ) . — WIDOWED, DIVORCED {Sg—eﬂy)/ J last birthday} | Months , Days | Houns | Min
& £ Never/Marnien |JAN-/7-1950 74 |
102, USUAL OCCUPATION (Givekindof work | 10b. KIND OF BUSINESS OR IN- | 11. BIRTHPLACE (Btate of forelga countey) | 12_CITIZEN OF WHAT
doneduring most of workiag lifa, sven if retired) DUSTRY . * COUNTRY?
Nowe Yone ANSASs Cr7y, Wissdomr | U, 5.4,
13a. FATHER S NAME 13b. MOTHER'S MAIDEN NAME - 14, NA‘IE OF HUSBAND OR WIFE

M aam:BANlermﬁ Lugeta NATHLEEY Zﬂg;g&n_ N oNEF.

15, WAS DECEASED EVER [N U.5. ARMED FORCES? | 16. SOCIAL SECURITY | 17. INFORMANT'S SIGNATURE OR NAME !“7 ﬁDDRJEsjVE '

(Yes, 0o, or unknown} | (If yes, wive war or dates of service} NO. E
) ) --- New£E Aptes Epwa
18, CAUSE OF DEATH- . - : MEDICAL CERTIFICATION . INTERVAL BETWEEN

, Enter only onacause 1. DISEASE OR CONDITION . ——— ONSET AND DEATH
tino for (a), (b). ad ‘(f; DIRECTL Y LEADING TO DEATH® (5) V: 209% ra ZZ,,.( S osecAew

«This docs mat mean | ANTECEDENT CAUSES -
the made of dying, such Mmtb‘dmwbg;m if ,_}ng ;ﬁ:’:n’ DUE TO (b} C " ‘/‘14«2-&4 D—‘ﬂt)f / W e"" .
as heart fallure, asthenie, | rise to the above couxe (o ng ' —_— W—
oa hear fmm the dis. | ‘he underlying cause laat, *- /{4‘4‘-‘73 7
ease, infury, or complics- DUE TO (¢). .

tion which coused death. | 11. OTHER SIGNIFICANT CONDITIONS 7 57 3

Conditions contributing to the death but not
related to the disease or condition cousing death. .

NLY—~USING UNFADING BLACK INK—MAEKE A PERMANENT RECORD Q\

Wer=BATETIFOPERA. | 190, JAAJORRIOINGS OR-CRERNFHON f ’ ' CT 20, AUTOPSY?
TN A_.; ‘:g',‘.‘_
: YES NO D
21a. ACCIDENT {Bpecity) 21b. PLACEOF INJURY tag..inorabens | 2l¢. (CITY. TOWN, OR TOWNSHIP) (COUNTY) (STATE)
SUICIDE —3ep boma, farm, fagtory, sirest, office bids., e10.) :
HOMICIDE
21d. TIME (Montk) (Day) {(Year) (Hour) 21e. INJURY OCCURRED | 2if. HOW DID INJURY OCCUR?
oF WHILEAT [ NOTWHILE Zyp .
INJURY L B WORK AT WORK
22-1 hereby-certify that I aitended the deceased from , 18 EY-d , lo _ﬁé‘ L 19& that I last saw the deceased
= alive on £~ L7 £ /" Z  195¢ so , and that death ¢ ! decurred at _u , from the causes and on the date stated above.

.5 |[zesie Damom-u. [ #(Pegres or title) | 23b. ADDRESS i& DATE SIGNED
] / MW . | 233 Flagafprilied L= L3 5o
E BURIAL, CREM 24b. DATE 24c. NAME OF CEMETERY OR CREMATORY 24d. LOCATION (City, town, or county) (Btate)

P REMOVAL stvoets L, 75 M .

g RaNRYAL Es-3-/950 — o N _MNissoup)
DATE REC'D BY LOCAL{ BAR'S SIGNATURE - 75, FUIIEIIAI.. DIIIECTOR 8 SIGNATURE

REG, IJ’J/Jer.w cawrc.wa

{ [ Toensed Embalmetl Sum-ngn: on Reverse Slde)




-

STATEMENT BY LICENSED EMBALMER

I hereby certiiy that the body whose name is recorded on the reverse side of this certificate was cmbalmed by me, or by —ciceeee

Student Embalmer No,

working under my personal supervision,

: s,@.m

Student c..eus tessaavscsdsesrsusnarnensa P

Student [nbalnor . Li ns{Embalm Ns&?gf

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his O 3 ith
the above constitutes grounds for revocation of license.) )
If this body is not embalmed, fact should be so stated above.




