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5. WAS DECEASED EVER IN U.S.ARMED FORCES? | 16 SOCIAL SECURITY | 17. 1 ORMANT'S SIGNATURE OR NAME ADDRESS
{Yos.no.or unknown) | (Il yea. xlve war or dates of narvios) )7 . .
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. Enter only onecauseper | I. DISEASE OR CONDITION

INTERVAL BETWEEN
ONSET AND DEATH

O Lorepe’

18. CAUSE COF DEATH MEDICAL CERTIFICATI

line for (a), (b}, and {¢) DIRECTLY LEADING TO DEATH (a)

*This dges mot mean ANTECEDENT CAUSES

the mode of dying, such | Aforbic conditions, if any, giring DUE TO (b} -
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Conditions contributing to the death but 70t / ‘&’)
related to the disense or condition causing death, ya ’
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DIVISION CF HEALTH CF MO,
District No. 5 - Springfieid

RECEVED  AUG 14 1959
Dist. Fite 228~ ¥S0-975

Date Filed Y —LS.50

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, by i

Student Embalmer No. ... vs

]

vorking under my personal supervision.

Student ,..iversnacrsoanmusseacannnannasss
Student Embalmar

Licensed Embalnler No

P. O Addrcss‘? : .
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 embalmed, fact should be so stated above.




