FLED NOV 8

BIRTH No. I B2 P T e 5>

THE DIVISION OF HEALIH OF MISOURI

1950

STANDARD CERTIFICATE OF DEATH
REG. DIST. MO, 34 PRIMARY REG. DIST. MO. 3_9_0_(9_. Registrar's No

State File N;.szﬁj—z..,_m,.
275

10a. USUAL OCCUPATION (GZHM of work
done

during most of working llte, aven If retired)

0b. KINDY OF BUSINESS OR [N-
DUSTRY

S

1. PLACE OF DEATH 2. USUAL, IDENCE (Whers deceased fived. If instisation: residecce before
a. COUNTY a. STATE [ / b COUNTY 2 adinisslon).
b, CITY Hzml -r: RURAL and gt . LENGTH OF ¢. CHTY limita, URAL township)

Ry ) vownatip)| STAY fin this ptace’ OR @l prtie AURAL sor e /D }/
: TOWN 4
d. FULL NAME OF (I not i hoapital or | glve o addres or d. STREET
HOSPITAL © ADDR
INSTITUTION. hma_)/gm w 20 ,{ M

3. NAME OF 8. (First) (Mfadle) W ¢, {Last). 4. DATE (Month)  (Day)
DECEASED — 7)  (Year)

{ Type or Print) L/)Vﬁﬁ /é R/GH( DEATHMJM l?n

5. SEX ﬁ 6. COLOR OR RACE | 7. MARRIED, NE\YEOR MARRIED, 8. DATE OF BIRTH 9. AGE unn)n- ‘: VXDER 'ﬂ o DNDER M MBS

{Bpadiiy} } Hours | Min.
s suier a7l b LV el 4 o W By ““"a |
10b.

11. BIRTHPLACE (Btate or forelsn mnlr.rl 12, CITIZEN OF WHAT

a

{¥es. o, or unknowa)

13b. MOTHER'S MAIDEN.-.

. WAS DECEASED EVER N U.$.ARMED FONCES?
(If yos, xive war or dates of servies)

16. SOCIAL SECURITOY

18. CAUSE OF DEATH
. Enter only onecause per
line for {a}, {b), and (c}

*This does not mean
the mode'of diing, such
a# heart failure, asthenda,
ce. It means the dis-
ease, injury, or complica-
tion which caused death.

I, DISEASE OR CONDITION
DIRECTLY LEADING TO DEATH® (5)

ANTECEDENT CAUSES

Morbid conditions, if ang,
me lo the above cause {a)

nderlying couse land

. MEDICAL CE@TIFICATION iE

NAME 14. NAME or HUSBAND OR WIFE
il I PR o
17. INFORMANT'S SIGNATURE OR NAME ADDRESS
Mua, Q&Al\lg_ P
INTERVAL BETWEEN

ONSET AND DEATH,

m DUE TO (b)

DUE TO ()

11. OTHER SIGNIFICANT CONDITIONS

AT WORX

Conditions contributing to the death but not
related to the disease ‘::,wndulon cansing death. 7 7:1 h
19a. DATE OF OPERA- | 19b, MAJOR FINDINGS OF OPERATION " 20.AUTOPSY?
TION ' ‘
: w(] wiX
21a. ACCIDENT {Bpecily} 21b, PLACE OF INJURY (e.x..fnorabous | 21c. (CITY, TOWN, OR TOWNSHIP) (COUNTY) {STATE)
SUICIDE boma, farm. fastory, virest, cfies bidg.. oea)
HOMICIDE :
21d. TIME (Month) (Day) (Ywar) (Hour 2la. INJURY OCCURRED | 21f. HOW DID INJURY OCCUR?
oF WHILE AT[—] NOT WHILE
INJURY o | oone

2. [ hereby getify that I attended the. deceased from
alive 195 () and that death occurred at

, IséElo _MJ__. 19.@”1&1 I last saw the deceased

m., from the causes cnd on the date staled above.

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

N4 195D

! E E g a ‘,m /

2. SIG M( ory <7 Anoazs . I Bc. DATE SIGNED
C} . B 7n»um.{.ﬂ aLLL@
2n. BURIAL CREMA- *m OATE e, NAME OF CEMETERY OR CREMATQRY {State)
N - o[98 d (4.t ﬁﬂz
DATE REC'D BY LOCAL | REGISTRAR'S SIGNATURE EY] .




L5 0
RECEIVED/”¥9
DISTRICT HEALTH QFFICE No. <
District File Number .- e
Date Filed A =

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-oebya.
Y

-

. : ) .. Stud b cetsessenaas
working under my personal supervision. . udent Embalmer No
* ‘.,P -

Signe

371gN0d.cisanriansartciancennsrarrarranns .. . «
Student Embaimer '

P. O. Address.

Note Tﬁe above MUST BE SIGNED BY THE LICEN'SED EMBALMER in his OWN HANDWRITING. (Fa:lure to compl
the above constitutes groutids for revocation of License.)

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




