s wosoe 1 HUEDSEP 5 195§ THE DIVISION OF HEALTH OF MISSOURI " 781"

s STANDARD CERTIFICATE OF DEATH State Fite o
’ + ['eiaTH Ko. REG. DIST. uo.; 2 Q FRIMARY REG. DIST. no.é E 5:1 Registrar's N.,__z_z_&_m_
1. PLACE OF DEATH afé‘j 7 2. USUAL RESIDENCE:" (Whare decossed lived. 1f inatituticn: residence before
. COUNTY . STATE R adiniowion
’ Pett ia : Miggouri - ©OUNY Petti b
b, CITY (If outeide corpurata limits, writs RURAL and give ¢. LENGTH OF || . CITY (If sutalda gorporste limits, write RURAL anJd cive townabip) -
7 rownabip}| STAY (in this place! -
TOWN 8,301 3a (Rurasl) 18 Dayy  om GreenRidge ¢7J%H9-
d. T‘IJCI)-%P:‘ITI'AJH.E OF (If oot in hospital or lnsttution, give streot addrem or logation) dAs.DrgREEESrS (If rural, gve |°ﬂ'-|°:)_ ' . ’ fs’
INSTITUTION rugna Vists Home

3.615%5&%5%% a. (First) b. (Middle} c. (Lest) r DS?-‘-E (Montt) (Day) (Ye

{ Type or Print) David A, Wear peath  Aug 30 1981

5, SEX 6. COLOR OR RACE | 7. u“v“&;%%%% EWSECESRRIED' 4. DATE OF BIRTH g lf:GE I e I pr——

Ve ) s pocify) . ¢ birthday) | Montha| Days | Hours | Min.
Maled | Wnite Widowsd June 14 1888 | 8% |
10a. USUAL OCCUPATION (G wor 18b. KIND QF BUSINESS QR IN- | 1. BIRTHPLACE o 2 paynl )

e during coat of working lg_'::::g ofwork | 10 OF BU ORI (State or forelxn coyntey) lz'.:gmﬁg ?F WHAT
——  Fapmar Missouri <&/ U.5.4.
138, FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14, NAME OF HUSBAND OR WIFE

J, U, ¥Wear Mary Kathrine - Elizebeth Peker
[5. WAS DECEASED EVER IN U.5.ARMED FORCES? | 16, SOCIAL SECURITY | 17. INFORMANT' 5 S|GNATURE OR NAME _____ ADDRESS
(Yos. 00, or unknown) | (I yea, wive war or dates of servioe) . NO.
No None Mre, Geo, Williams Green Ridge

18. CAUSE OF DEATH MEDICAL CERTIFICATION INTERVAL BETWEEN

_Enter only eneeauseper | |. DISEASE OR CONDITION J) M_q‘x Q‘Iu ONSET AND DEATH
line for (a), {b), and ¢y | DIRECTLY LEADINGTO DEATH® () __ | d“'“’éac‘-‘e k" M Tl -
« This does mot mean | ANTECEOENT CAUSES m )

the mode of dying, such | Aforbid conditiona, if any, giring DUE TO (b}
as Aear! faflure, asthenia, | 1ise fo the above cause (a) stating . ]
‘ete: It means the dis- |- the underlying couse lost. - .. . . T : o . .
rase, injury, or complica- DUE TO (e} R
tion which caused death. | 1. OTHER SIGNIFICANT CONDITIQNS. | .« : o e e

Conditions contributing to the death but n0t
related to the disease or condition causing death.

. 190, DATE OF OPERA. | 18b. MAJOR FINDINGS OF OPERATION NEEN . e o . -] 2. AUTOPSY?
. 260X ves [} wo [
‘218, ACCIDENT " (Bpecity) 21b. PLACE OF INJURY (o.5..inorabout | 21c. (CITY. TOWN, OR TOWNSHIP) (COUNTY) (STATE}
SUICIDE home, farm, fastory. sureat, office bldg..et0.} - .- .
HOMICIDE o
21d. TIME {Month) {Day) {(Year) {(Hour) 21e. INJURY OCCURRED | 21f. HOW DiD INJURY OCCUR?
WHILEAT{™] NOT WHILE
INJURY = | work AT WORK

2. I hereby certify that I attended the deceased frm%)_& 1923, to _(Léﬁ;aa 19.24. that I last saw the deceased
alive on T8-, 193\, and that death oc t _ A A, m., from the eduses and on the date stated above.

23a. SIGNATU { o Lit] 23c, DATE SIGNED

caoiry IR B daty mo  |Bhie

URIAL CREMA-I| 24t DATE 24c] NAME OF CEMETERY OR CREMATORY 249. LOCATION (Otty, town, or county) (s:a:e)_'
'non REMOVAL (Braciiy) : :
Qreen Ridge Green Ridge Missour i

®rinl
1. NATURE / 2/ EHAL DIRECTOR' S susunua)ﬂ nnnn%
.y Az M

REC'D BY LOCAL 106
REG, A b
,42!7”/ !.‘_!4’ ¥

\@ITEQPLAJNLY——USING UNFADING BLACK INE—MAKE A PERMANENT RECORD
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STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was embaimed by me, of by ..,

................... Student Embalmer No.

working under my persona! supervision.

Student cocvenvessvaraanse
Student Embalimer

Licensed Emba ‘2 ._322 j

. Address

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

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




