3 -

WRITE PLAINLY—USING 1UINFADING BLACK INE—MAEE A PERMANENT RECORD

THE DIVISION OF HEALTH QOF MISSOURI

l FILED APR 24 1951

" BIRTH MO,

STANDARD CERTIiFICATE OF DEATH

REG. DIST., NO. : 0 PRIMARY REG. DIST. MO.

" State Fite No,

/RS

A1926 .

Registrar's N o.......[é.. _____ .

I. PLACE OF DEATH Z. USUAL RESIDENCE (Whbers decsssed tived. It tution: reaidepcs before
a. COUNTY a, STATE m b. COUNTY adsisioal.
b. CITY (I outeide corpurate limita, write RURAL and give c¢. LENGTH OF €. CITY (1 cutsldg gorporate Limits, write RURAL and give townshin)
OR . townstiip)| STAY (in this place)|| OR o o
TOWN TOWN aA23 0
d. FULL NAME OF (if not in hospital or tnstitutlon, street 0dd loentlon} d. STREET (I rural, give location)
HOSPITAL QR | oot \2 hosplial ar fastivutlon. elve reas o Toe ADDRESS <
INSTITUTION T
3. NAME OF 8. Fim b. Middie) ¢, (Last)
N ( ) ( 4. DS}'E (Montl_:) (Day)  (Year)
{ Pype or Pring) . [»] h” S oN DEATH J ?6-’
[* 5, SEX 0 6. COI..OR QR RACE | Z.{MARRIED, NEVER MARRIED, B. DATE OF BIRTH 9. AGE (I yee. * UNDEN 1 RS,
IDOWED. DIVORCED {8pecity) : I-y;\gn) nau-, Min.
omale. lwho J2-1865
102, USUAL OCCUPATION (Give kind of work | 10b, KIND OF BUSINESS OR IN- PLACE (Btata or farelgn country} 12. CITIZEN OF WHAT
DUSTRY UNTRY? ,4.

during oost of working life, sven if retired)
tsé. n'rumq: MNAME i : :3». MO THER' s MAIDEN

i
.

m‘ﬁas E)

(Yes, 00, 0t

ED EVER IN,U.S. ARMED FORCES?
nowa) | (If yes, xive war or dates of service)

16. SOCIAL SECURITY

PR

NAME 14, NAME OF HUSBAND OR Wi

I']. INFO ANT 5 TURE OR NAME

18. CAUSE OF DEATH ™

. Enter only onecause per
line for (a) (b), and {¢)

*This does not mcun
the mode of dying, such
a2 heart faflure, asthenia,

1. DISEASE OR CONDITION

DlRECTLY LEADING TO DEA11-P(a)

ANTECEDENT CAUSES

Morbid conditions, if any, giring DUE TO ()

CAL CERTIFICATION

FE

f ADDRESS
Lotinr e

rise {0 the ebove cauee (a) stating

the underlying couse last.

de. Jt means the dis-

ease, fnjury, or complice- DUE TO (2)

il. OTHER SIGNIFICANT CONDITIONS

Cunditions contribuling to the death bul not
related to the disease or condition cauring death.

tion which coused death.

19a. DATE OF OPERA- | 13b. MAJOR FINDINGS OF OPERATION 20. AUTOPSY?
TION /77 X n
Yes NO
21a. ACCIDENT (Bpacity) 215, PLACEOF INJURY (sx..tnorabomt | 2le. (CITY. TOWN, OR TOWNSHIP) (COUNTY) (STATE)
SUICIDE boma, farm, tastory, strest. office bidy.,a20.)
HOMICIDE ) .
21d. TIME {(Month) (Day) (Year) (Hour) VZ'i_e. INJURY OCCURRED | 21f. HOW DID INJURY QCCUR?
ol -{ WHILEAT ] NOT WHILE
INJURY - = | “work AT WORK

2. I hereby cerli yrthat atlended the deceased from
alive on >, 19874, and thaigeath eccurred,al

, 19

=) & WML i STIH

WeVéz)e Y »

'\

i

to , 19:.5__,2, that I last saw the deceased ‘
m., frog¥ the causes and on the dale stated above. |

PRy

ZAaNBUER[AL C 24b. DATE
&Mﬁ"— £ 1957

24¢. NAME OF CEMETERY OR CREMATORY

J/E'D BY LOCAL

b/
¢

TION (City, town, or county)




Date Received: APR g1
DISTRICT HEALTH OFFICE #2
District File Number #-57-7
Date Filed: APR 1 9 195!

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 by oo
. . .. Te ' ' Student Embalmer No.eeeeonerss
working under my perscnal supervision.
LY
Signed.......... at’en WO 4 WL SO
BIgned.seereatanscnnrnoncnsasnsnas vessana . :
Studant Embalmar . . Licensed Embalmer

P. Q. Address.._ 8 Wy 2

Note. The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Fail
the above constitutes grounds for revocation of license.)

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




