WRITE PLAINLY—USING TUNFADING BLACK INE—MAEKE A PERMANENT RECORD
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1. PLACE O DEATH 2. USUAL RESIDENCE {Whare d lived. If & i before
a. COU a. STA . » b. Y ad.oimion?.
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18, CAUSE OF DEATH DICAL CERTIFRfCATION p lmnv:nﬁamau
| Enter only onecsmaper | |. DISEASE OR CONDITION o D DEATH
1ine for (a}, (b}, sud (c) DIRECTLY LEADING TO m':"""l"'l'(n.) !_44 e W o B TS ,_‘_-‘.‘*’. .

*This doer not mesn ANTECEDENT CAUSES

the mode of dying, such | Morbid conditions, if eny, Mny DUE TO (b}
an heart faflure, asthenia, rize to the above cotze (a} stating . .
ce. It tacans the dis- .-the underiying cause lost. s . - Lo L PR .- T

care, injury, or complice- DUE TO (c) i
tion which caused death. | 11. OTHER SIGNIFICANT.CONDITIONS . .~ + =~ 77 - b 3 , x

Conditions contributing o the death but nol
related to (he disease or condilion causing death,

19a. DATE OF °Pﬁ“0§j 19b MAJOR FINDINGS OF OPERATION ,. - -.; - ° . S .o | 0. AaUTOPSY?
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21a. ACCIDENT " (Bowcity) 21b. PLACEOF INJURY (.. tnorabout | 21c. (CITY, TOWN, OR TOWNSHIP) (COUNTY) (STATE)
ﬁgﬁlglEDE boma, farim. {actory, strest. office bldg..at0.) ) T Lo .

21d. TIME (Mowth) (Day) (Year) (Homr} 2le. INJURY OCCURRED | 2it. HOW DID INJURY OCCUR?
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2. I hereby cerquy that I attended the deceased from %L_ 9.880___7 19_3"Sthat I last saw the deceazed
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Reeelved cacmer-omem :
laclede County Health Uni

File Bo. --_-f:.fﬂ-'.afé:.——-
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STATEMENT BY LICENSED EMBALMER

I hereby certify that the bady whose name is recorded on the reverse side of this certificate was embalmed by me, or by—

__________ . . Student Embalmer No.
working under my persona! supervision.

Student seeecenrsvectrancntsstnasnrearcnnan
Student Embalmer

Licenzed mbaimer No.. g 2 22} ...................

‘P. 0. Addreasmm,m

. ‘Note: The _above MUST BE SIGNED BY THE LICENSED EMBALMER in his QWN HANDWRITING. (Failure to cnmply with
the above constitutes grounds for revocation of licénse.) "

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



