. Mo, 300
. 10.48

1736

WRITE PLAINLY—USING UNFADING BLACK INE--MAKE A PERMANENT RECORD

ALED JAN 5 1951

THE DIVISION OF HEALTH OF MISSOURI
STANDARD CERTIFICATE OF DEATH

41610

S1ate Filt No. o icinimmimtsressvrasers sesasmes -
BIRTH MO, mec. oist. wo. _ 247 paimany age. 01st. W0, T 3LL  povirars Now Y-
1. PLACE OF DEATH ) ’ 2. USUAL RESIDENCE (Whers decosssd lived. If institutlon:, residence before
a. COUNTY a. STATE . . b, COUNTY adinimion).
NewT on : MiSSow R, ANewZ gnr 67323
b. CITY (If outcide corpurate Hmita, write RURAL and give ¢. LENGTH OF ¢. CITY {1f cutalds varporste limits, write RURAL and give townahip)
OR tawrahip) - STAY (in this place) ’ 2]
Tom /) g by S W A enshdo
d. FULL NXME OF (If not {a boapital or Instivation, give strect address or location) d. STREET (If raral, give location)
HOSPITAL OR ] . ADDRESS /9/
INSTITUTION. Ty Mo S Ti/ ROL Losr cfoRy -
3, l:l;lEl?:ME or, a. (Flrst) b. (Middle) e (Last) 4. DATE (Month)  (Day) (o)
(Typeor Print) 1~/ 5 RRY £ C AV IR DEAH TfDec )] /935D
b. SEX 6, COLOR OR RACE | 7. MARRIED, NEVER MARRIED 8. DATEGF BIRTH 9, AGE (In yeans| w iR [ AR | ¥ ODR W HxS.
c . IMWED ORC - last ) Mozh’ Days !!ounl Mia,
Male W4 T - 3 /7
10a. USUAL OCCUPATEION (Giwekind of werk- | 10b. KIND OF BUSINESS OR IN- | 1. Bl PLACE (State or foreign country} 12. CITIZEN OF WHAT
most of workiag Lif, 1t retired) DUSTRY COUNTRY?
TeTrfhe Mechenic dor/in' Iissowri AW,

13a.
Lt W AT AN A )}

FATHER'S NAME

LINLEN VY.

13b, MOTHER'S MAIDEN NAME

14. NAME OF HUSBAND OR WIFE

5. WAS DECEASED EVER IN U.S, ARMED FORCES?
(Yoo, 00, crunkpown} | (If yes, xive war or dates of service)

Ao N D

]15 SOCIAL SECURITY 17. INFORMANT'S SIGNATURE CR MNAME

Mﬂﬁzéé%%
ADDRESS
Ne ooty

W2

. Enter only oneceuso per

.a# heart follure, asthenda, .

18. CAUSE OF DEATH
I. DISEASE OR CONDITION

- M
DIRECTLY LEABING TO DEATH® (g Wﬂ(

line for (a), (b}, and (c)

“Thiz does not megn | PNTECEDENT CAUSES

EDICAL CERT, F‘iCATION : mﬁ g‘f.;:‘g‘
(°ﬁ/t.v64 &IQ‘ Y Dhys,

the mode of dying, such | Adorbid conditions, if any, aﬁ:im DUE TO )
rise to the above cause (a) stating .

de. It means the dis- ‘the underlying cause last.

EY)

eqse, fnfury, or complica- .DUE TO {c). 4,‘
tion twhich caused death. | 11. OTHER SIGNIFICANT CONDITIONS'
Conditions contributing to the deoth but

related (o the dizease or condition mtufng death.

19a. DATE OF OPERA- | 19b. MAJOR FINDINGS ‘OF OPERATION 2, AUTOPSY?
b TION [E/
, o , L T ARE™
21a. ACCIDENT (Bpacity) 21b. PLACEOF INJURY (eg..tnerabous | 21c. (CITY, TOWN, OR TOWNSHIP) . @UNTY) , ’ © (STATE)
SUICIDE bome, farm, isstory, sireet, offics bldg.. sx0.) )
HOMIC!DE -
214. T([)RFIE (Month) (Day) (Yewrd (Bour) 2le. INJURY OCCURRED | 21t, HOW DID INJURY OCCUR? ‘
WHILEAT—) NOTWHILE —_—
INJURY o m. | work AT WORK - 5 e
2. I hereby certify that I attended the deceased from X~ 7 9 19}_/2, to_Dee // | 19 S0, that I last sawo the deceased
alive on , 19550, and that death oceurred al 7220 'in., from the causes and on the date stated above,
. SIGNA RE - { or title) | Z3b, DRESS zac DATE SIGNED
, 5 oo I Ly B By Mo 5glly bin] 12 550
24a. BURTAL, CREMA- | 24b. DATE Z NAME OF CEMETERY OR CREMATORY 24d. ﬂqt:ATION (Olty, wwn:oroounty) (Btale)
T]ON OVAL (Bpedty)
u R:ialt/ o /3-an | @ak\Weed Conm Trdifes \We 4
DATE REC'D BY I.OC.AL REGISTRAR'S SIGNATURE Q 2 25. FUNERAL DIRECTOR'S SIGMATURE ‘ADDREAS
2 [7: o__lclank- HM

i

S 7

Embdm'SummRmSidc)




*

TECEIVED

lnstrict Health Offieer No. é. 7
listrict File HNumb ,
Date Filed. ; Z / 5 /

Reed /:1/; 7/50

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, 0f bYmmeeee e i

Student Embalaer No.

working urder my personal supervision.

SLUdENt .iciivnarsasnsasarsrrsrsrssanrasanes Slg‘ned. ...‘.é./_/“"" 6()%/

Student Enbalnor
LlCCl’laCd Embalmer No (7/2' 9/0

P. 0. Address /l/@e)@,w

Note: The above MUST BE SIGNED BY- THE LICENSED EMBALMER in kis OWN HANDWRITING. (Failure to comply with
the above constitutes grounds for revocation of license.)

If this body is nor embalmed, fact should be so stated above.




