Pa ) X THE DIVISION OF HEALTH OF MISSOURI . : :
p-mwewo | ALEDSEP 14 195/  STANDARD CERTIFICATE OF DEATH e Fite ... O DS
1 a1RTH o REG. DIST. Wo. __ /¥ T  rrimaRY REG. 018T. wo. /002, chl.ﬂmr:No......L.;..S-':..;..Q-.._.

1. PLACE OF DEATH Z USUAL _RESIDENCE (Whers deossisd lvad. W orell
. STATE . sty
WWMJ/WJ o A 2 STATE J N, b. COUNTY,
b, CITK (llntmidowrwnu limita, and give.. __ |.c. GTH ¢ CITY a te Ltta, write B
snw r.hhphe.) OR
TOWN N 4.0 A
- wr_]

ywoahip)
TOWN townativ

d. FULL NAME F . STR . T
HOSPITAL O tI{ ot ia hospltal or, nﬁi d s EET (It raral, chve . d ‘fy
INSTITUTION / 59— &
3 NAME OF A. f‘-lm) b. (Mmcue) __I.. e cmL F , 4 DATE (Month) (Dsy)  (Year)
( Type or Print) MA . (M L= DEATH 3] &l
5_SEX 6. COLOR OR RACE [ 7. MARRIED, Eﬂgg&anmm. 3. DATE OF BIRTH 3. AGE m Tl 7 Doo | Tk | ¢ oo

WIDOWED, : lass Hours | Mig,
ol Cof, TRA s Y 5-22-1902| " "EIH |
102, USU UPATION (G -1 10m. 2D 7y
0a. USUAL OCCUPAT Wm" 105. KIND OF BUSINESS OR IN. 1)1 BIRTHPLACE cmm 7 Izcéﬂﬁ%g‘{'?FWHAT
uﬁ" L 2.7 M{d /e [] [ L)

*13':1 FATHER™ § NAME . 13b. MOTHER'S EN Nmzz 14. NAME OF MUSBAND OR WIF

Wilkliaro [29)q7lz ¥

I5. WAS DECEASED EVER !N U.S. ARMED FORCES? | 16. SOCIAL SECURITY . INFORMANT} TURE OR NAME DRES$S
(Yes. 00, ox anknown) | (If yes, sive war or dates of servies} No. W 15 RI}M
D : A

18. CAUSE OF DEATH EDI CERTIFICATION
. Enter only onecouseper | 1. DISEASE OR CONDITIO
linafor (a), (b), and {¢) DIREFTLY LEADING TO

. ANTECEDENT CAUSES -' ;__
. "This does not mean
the mode of dying, such | Morbld conditions, if any, amm DUE o ’-M
s Aeartfallure, asthenia, | ride Lo the above cause (a) stat
- + the underlying cause last. ﬂ ‘

Né UNFADING BLACK INE—MAKE A PERMANENT RECORD

(Slula)

de. Ii means the dis-
ease, injury, or complica- DUE TO (c)
tion which eaused death, | 11. OTHER SIGNIFICANT CONDITIONS e l
Conditions contributing o the death but nof M VL£ . 2! t' 6
related to the disease or condition cousing death,
19a. DATE OF OPERA- 19b. MAJOR FINDINGS OF OPERATION 2, AUTOPSY?
ory 1 ov .o Sl A gy o — 52‘3 mﬁ wo []
| ﬁIDENT , . 6 ToWX, OR TO m . (COUNTY) -/ (STATE)
| E _ A At ] a
214. TIME (Moat} 1 H 315, INJURY OCCURRED | 219 HOW blg, Y ASCCUR?
T SURY e L] o - g, . 7
o A 7 A (FFPorK AT WORK A AAAAT "' Lol lg L i,
.- e r R
- E « || 2. I herely y tht I attended the deceased from , 18 , o . 18 ,-that I last saw the deceased
. alive on d9) ., and thaipdeath occurred al _______ m., from the causes and on the date stated above.
é l ays:su

Cfu. | "g" l'” Mo 23b. ADDRESS . B
4

%a. Bgﬂg\%ﬂ% /?/5__( . | | X Tu}u( “’:ma,':

DATE REC'D BY LOCAL | REG 'S SIGNATURE 2% FUNERAL DIRECTOR'S SiGHATURE anou” { !

[ F-7. 57 ") 5 e LD Teoar 192a%, |

" (Licensed Embalmer's S on Reverse Side)




’STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificat s embalmed by me, Of by iimeamn

working under my persona! supervision. . : tmbalmer Nowvioeonrnsss. ’
Sigped..,...... e 2T

.Li.c;nscd gr:;balma Nr; f / ‘/‘f‘-‘
P. Q. AddressMZﬁ

4. Note:. - The above MUST BE SIGNED BY THE LICENSED EMBALMER in lus DWN HANDWRITING. (th{e[:o corér wlth
the nbove mnshtm grounds for revocation of bcen.-.e.)

$ If this body is not* embalmed,-f‘a‘_c{ should be so stated above.

51gnediciisiececnninsrecrnncas trrreertaenas
S5tudent Embalmer




