-5, Mo.300

LY.

73 ; 3
WRITE I?IJAINLY—USING TUNFADING BLACK INK—MAEE A PERMANENT RECORD
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j'LEn JAN 17 1951

THE DIVISION OF HEALTH OF MISSOURI
STANDARD CERTIFICATE OF DE_ATH

REG. DIST. NO. 92’2 PRIMARY REG. DIST. No.si_d)?i. Regisirar’s No

Ktate File No

1. PLACE OF DEAF 2, USUAL RESIDENCE (Whert deconssd lived. 1l institation: residencs before
a. COUNTY a. STATE . b. COUNTY adinimion).
01(/( )  Masourt Greene
b. CATY (1! outcids te Limits, writa RURAL and give g_r AI?ENGTH OF c. C‘ing (1% ourald, eormur ita, BURAL agJ give township)
township) {ln thia place) "
vown o bsTex Lyoves TOWN ,;,-S—f"\’({{ \’:z . 43 f &
d. FULL NAME OF (H ot ia hospital or lnstisution, cive street hddrees or lotstion) || d. STREET (1t Biral, ghvo location),
HOSPITAL OR N ADDRESS
INSTITUTION @.IQ AW N
o |
BDNE‘AC%ESOE';) irst) | b. (Middle) OC (Lnst) 4. DATE onl'.h) (DB!’) (Year) :
{ Type or Print) Kl')TD DEATH /‘?’S‘/
5. SEX 6. COLé OR RACE | 7. %‘I’EB NEVER MARRIED, <} 8. DATE OF BIRTH 9. AGE (s ru‘ ¥ l:m 1YEAR | OF UNDER W wRS.
M E . DIVORCED (8pecify) & 2 Y ’S/g / last w:) Months , Days | Hours I Mis.
10a. USUAL OCCUPATION (Givekindof work | 10b, KIND OF BUSINESS OR IN- | 11, BIRTHPLACE (State or forelgn country) 12, CITIZEN OF WHAT
dﬁdm’m‘ most orking life, sven if retired) D DUSTRY J 7 COUNTRY?
aymey alry Kobe ,Japan
13a. F.mu:n S NAME 13b. MOTHER'S MA1DEN NAME . 14. NAME OF HUSBAND OR WIFE
Unknown _______1D N, Okino
15. WAS DECEASED EVER IN U.S5 ARMED FORCE‘57 16. SOCIAL SECURITY | 17. INFORMANT' 'S5 SIGNATURE OR NAME © ADDRESS
(Y. no, or unknown) | {If yes, give war or dates of service) . J -
o e - none Miss Jae Okino S Mo
18. CAUSE OF GEATH MEDICAL CERTIFICATION INTERVAL BETWEEN
) 1. DISEASE OR CONDITION » ONSET AND DEATH
- fater only onecauepet | "DIRECTLY LEADING TO DEATH® ) f,(\’d?_ Wil

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

*This dges not mean ANTECEDENT CAUSES

the mode of dying, such

Cc vebad axﬁéﬁpsdews)s

Morbid conditions, if any, gising DUE TO (b}
rise {0 the above cquse (o} datiuﬂ

at heart fatlure, asthenia,
art falluse, osthenic .-the underlying cause lost.

“ete. "It méans-the dis-
eaae, infury, or complica-

DUE TO (¢)

o

- -

11, OTHER SIGNIFICANT CONDITIONS &7, -+

Conditions contribuling to the death but ol
related to the disease or condition cousing death,

tion whick caused dcath

192~ DATE OF OPERA- | 19b. MAJOR FINDINGS OF OPERATION = « _ .- -7 N A I 20. AUTOPSY?
- : TION : 3 3 Lf )(
e . YES D NO D
21s, ACCIDENT ~ ° (Boedityy 21b. PLACE OF INJURY to.x.,inarabout | 2Ic. (CITY, TOWN, OR TOWNSHIP) (COUNTY) (STATE)
SUICIDE bome, farm, tastory. strest, office bldg., ato.} P r . .
HOMICIDE _ : .
21d. TIME ..'(nimh)‘ (Day}  (Yemn)y (Houwn™ | 2le. INJURY OCCURRED | 21f. HOW DID INJURY OCCUR?
. Vool Y. WHILE AT NOT WHILE
HUJURY h AR 1.‘. =. WORK AT WORK . . ceea . .. .
2.1 hereby zjy that I atiended the deceased from bi(,._:lL 1880, to W, 19#, that I last sow the deccased
) , 1987] | ond ihat death accurred at _YiSe P m., frim the cadues and on the date stated above.

alive on *

{Degree or title)

m-.D

:z;..yslﬁh!ﬂfﬂ"ﬁﬁt -3 pl-,& &Q . .K/%“ t’.‘;’;"l

Zc. DATE SIGNED

a@ﬁz; .Sa_méazém Y 4, /957

24a. BURIAL, CREMA; | 24b, DATE

TION, REHOVALW 1_5-51

| 24:. NAME OF CEMETERY OR CREMATORY

24d. LOCATION (Clty, t.o\n:.or county)  “(Siate)
Snrin eld, 1 %4 58 ourl

e L

Ll pTT e ok

ATURE ‘ADDRESS

(Licemsed Emhlmrl Sunmm “on Reverse Sidel

4700 Washington
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STATEMENT BY LICENSED EMBALMER
I hereby certify that the body whose name is recarded on the reverse side of this certificate was cmbalmed by me, of by S .
working under my personal supervision

" Student Embalaer No.
Student

»
b AN eI I SS I ReNTaS A RREsnanae

Signed W‘:’%
Student Enbalmor \‘ ‘ T

T Licensed Embaimer Nowo A a

A .
: C P. 0. Addreas_,ﬂ *
. Note: The above MUST. BE\SIGNED BY THE LIC&ENSED EMBALMER in his OWN
the above constitutes grounds fm- revoﬁmon of license.)

"Licensed ,Embalmer No

If dm bocly is noti etnbalmed. fact ‘should be so stated above.

HANDWRITING (Fm'.lure to comp[y with




