. Mo. 300
. 10.48

ALED APR 8 950  THE DIVISION OF HEALTH OF MISSOUR ' 8578

¥

STANDARD CERTIFICATE OF DEATH . L
[}
BLRTH NO. : REG. DIST. NO. _LZZ__anmv REG. DIST. WO. ABDA—w Registrar’s No 13039
1. PLACE OF DEATH 2. USUAL. RESIDENCE (Where deceased livaed. If institytion: residence befors
a. courm'Lj_. ‘ a. STATE . b. courrrU__z ) adaision).
G /T Slo M, - srSowri citlr..rgvt ;
b. CITY (If outside cgrpurate limits, write RURAL and give ¢. LENGTH OF ¢. CITY (1f outalde corporate limits, write RURAL and give towaship)
TOW @ townahip) SI‘ Y {in this place) OR
NAlapsas Créy O qry, | TOWK ,m.r_& L9 4 9
d. F#&LP?T{\AB?.EOORF (I not in hospital or lu&mon Live stroct address or I‘uﬂon) dASJI'JRREEEgS (If rural, give 3 0 w
iNstiTuTioN /2 7 W5, M(Cg /73 J L]}Ife 0
3. c’?'é?:"&ﬁs%% a. (First) b. (Mldd_le) (; ¢ (Lﬂst) 4. DSEE (Month)  (Day) (Y:ar)
(e bint) /= S e o s g Ao doeam J  Ro Se
5.5EX | 6. COLOR OR RACE | 7. mﬁn}% ":‘:ﬁ‘féﬁc“éé“?.‘ DATF OF BIRTH 9. AGE (Ind:es;n o oo YEAR | F UNDER u wRs.
\ . (Becify) ¥, onths| Days | Hours | Min.
E‘m_a l'e w‘/te s7ayrvied /’//f/fﬁ; l I
105, USUAL OCCUPATION (Give kind of work | 10b. KIND OF BUSINESS OR IN- | T1."BIRTHPACE (5tate or forelgn oeuntsy) . 12. CITIZEN OF WHAT
done during most of working Ufs, even if retired)} DUSTRY . COUNTRY?
Pude oiFe Zre /a.‘-»o/ LL'
13a. FATHER'S NAME - .. 113b, MOTHER'S MAIQEN NAME 14. NAME oriuuss R WIFE
L!oAh A/a;;:r.y Y n a9 9¢erCy Fg.:‘nc/r os-m.q);am
I5. WAS DECEASED EVER [N U. g0 ARMED FORCEST [ 16, SOCIAL SECURI (7. INFORMANT' 5 sI GNATURE OR NAME 7/ ADDRESS
(Yes, 8o, or unknown) | (If yes, xi ar or dates of servies) /I/ NO. ﬂ A
- o Ar e (ova 9han //J.rwkme
. CAUSE OF DEATE ; 1ICAL CERTIFICATION -/ INTERVAL EETWEEN
Enteronly onecauseper | |. DISEASE OR CONDITION = o
Lo ter o by and (g | DIRECTLY LEADING TO DEATH® (5) Y ) .
oThiz does mot mesn | ANTECEDENT CAUSES ) /7/ g
the mode of dying, such | Aorbid conditions, if any, giving DUE TO ()
|| .a# heart faiiure, asthenia, |- rise to the above couse.(0) dlating. . ... .. . L eee du . vas ema .:U-_ - %] BT ,_.:‘ﬂ_
. It means the dis- the underlying couse last.”

caxe, injury, or complica- . ,DUE TO () —— — T
tion which crused death. | 11. OTHER SIGNIFICANT CONDITIONS ~—** = - o e e

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

Conditions contributing to the death but not .
related Lo the disease or condition cauring death. N
192, DATE OF OPERA- | 19b. MAJOR FINDINGS OF OPERATION N e T N 20. AUTOPSY?
TION l,
g . e . ves L] wo [
21a. ACCIDENT (Bpacity) 21b. PLACEQF INJURY (e.x.. inerabent | 2]c. (CITY, TOWN, OR TOWNSHIP) | (COUNTY) (STATE)
SUICIDE homa, arm, Iagtory, wtreet, office blds., e1e.) A Y T e L Lot
HOMICIDE )
21d. TIME ~ {(Moath) (Day) (Year) (Hour) 21e. INJURY QCCURRED 21f. HOW DID INJURY OCCUR?
. WHILEAT[] NOT WHILE
TNJURY : = | woRK AT WORK - soeeeee
2. I hereby cem_f%\‘AI- attended the deceased from _ML?., IQ_ZQ, to M, 19-@ that I last saw the deceased
alive on ‘3\ 19 and that death occurred at _____ m., from the causes and on the date stated above.
2a. snsmvru@ Kj()} D 1"0 (Desreo of title) _|. 230, ADDRESS 2. PATE SIGNED
Z V- 45/8c 3 ,;1/ 50
24n. BlR}ERMl.f)A\}ALc {{ 24b, DATE 4(: NA'\‘.E OF CEMETERY OR CREMATORY - |-24d. '&"ON (C! town. or county) . .+ (Btate) -
Pexpa ) |3 f23/ T 0 & MM axrys C’e'metetf sans L1 /7, JJau..v-:
DATE REC'D BY L%EAL REGISTRAR'S SIGNATURE ! Z5. FURERAL (01 RE ATORE AbO
3-2L 50 " , -

(Licensed s Stat on Reverse Side)




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, or by

et vee St et e e et et ee e e e s e eeen ,  Student Embatwer No.

working under my persona! supervision.

Student Embalmer ; ;

Student aueierencssasvasnssnsacarenasanann
Licenzed Embalmer’ No‘/ ....................... S

P. O. Address )1/ Codaw o

Note: The above MUST BE SIGNED BY 'I'HE LICENSED EMBALMER in his OWN HANDWRITING. (leum to comply with
the above constitutes grounds for revocation of license.)

If this body iz not embalmed, fact should be so stated above.




