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WRITE PLAINLY—USING UNFADING BLACK INE—MAKE' A PERMANENT RECORD
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‘FILEDUCT 31 1951

THE DIVISION OF HEALTH OF MISSOURI
STANDARD CERTIFICATE OF DEATH -

REG. DIST. NO. 5 i’g PRIMARY REG. DIST. NO. L/Lﬁ ?Lr‘g‘;umr.g.\'g

State File No.wwsenimmnin e

"BIRTH NO, oo et ens .
1. PLACE OF DEATH 2. USLIAL, IDENCE (Where decoased lived. titution: residence befors
8 CDUNTY a, STATE . b. COUNTY agipimgion).
co TLA/V‘O /SSouft! %O?‘AA/VZ
b. CITY (f,cutride corpumte Limits, writs RURAL and give €. I:(ENGTH OF c. CITY ( ﬁe sorporate Limits, write RURAL and :iv- township} {? J
township) (in shis placed||
TOWN/LIE/Y/%’/S BOYES S [YEMPHIS 977
d. FuLl NAME OF af zot is bospitel or i jon. give siroet addrems or location) || d. STREET - (1t rural, give locatlon) -
HOSPITAL ADDRESS
INSTITUT[ON
3 DNEA(;EESOE'B WB {First) b (Mldd]g) 5 c. (Last) 4, DATE Month) (Day) (Year)
(e b (VA [T R ol COT T iim Ocr /S /75y
5, SEX /("JLOR OR RACE | 7. MARF‘I"!'EB'.' rgs‘\’.'gsc%gnmm, 8. DATE OF BIRTH 5. ;f.GE {In years| IF UNGER t YEAR | o UNDER 0 WIS,
(Hecify) 1) y) |Montha| Days | Houra | Min.
aLE OlWrire Ave 7./872 | =7 1 |
10a. USUAL OCCUPATION (Givekind of work | 10b. KIND OF BUS[NESSD%ET gﬂ\; 11. BIRTHPLACE (State or forelen country} 12. CITIZEN OF WHAT
mogt of yorl n.lﬂ. » if retired) I U Yy
BEF R AT Bl mess ARSHALLTOW) Jowa. [ P&
135. FATHER'S N 13p. MOTHER S MAIDEN NAME NAME OF HUS D OR WIFE
Moam  OScorr .. rizina Horn Lypa S
"I5. WAS DECEASED EVER IN;U.S'ARMED FORCES? | 1§, SOCIAL SECURITY | 17 INFORMANT' S SI GNATUEE OR NAME ADDRESS
l'Yu no, own) | (If yes, xive war or dmg oi_uniu NO. . N
A el i 43! ONE & =
'|a CAUSE OF DEATH, - AR MEDIGAL CERFIFICATION INTERVAL BETWEEN
.Enwm,on,&mm-‘ i ‘DISEASE 'OR CONDITION . ONZET AND DEATH
linelor (&), (&), and (c) [‘JIE‘E‘gT"LY_xLE{\DINGTO DEATH (n) e A4
-m s does not mean ANTECEDENT CAUSES - :
the mode of dying, such | Morbid conditions, if any, giving BUE TO .(b)
of heart failure, asthenio, | rite to the nbore couse (a) mzﬁw . _
Voo 1t meons-the-dis. |- the underlying cauase last. - - - A
eade, infury, or tomplica- DUE TO (g) l 0 7{/7/0
tion which caused death. | 1. OTHER SIGNIFICANT. .CONDITIONS = -
Conditions contributing to the death but not .
related to the disease or condition causing death. i
19a, DATE OF OPERA- | i5b. MAJOR FINDINGS OF OPERATION L - : s 20, AUTOPSY?
N TION : .2_‘ I
YES D NOE]
21a. ACCIDENT " (Bpedty) 21b. PLACEOF INJURY (... inerabout | 2lc. {CITY, TOWN, OR TOWNSHIP} (COUNTY) (STATE)
SUICIDE, homa, larm, fastory, surset, office bldg.. w0} . . v .-
HOMICIDE ) .
21d. TIME (Moath) (Day) (Year) (Hown | 2le. INJURY OCCURRED | 21f. HOW DID INJURY OCCUR?
h "} WHILEAT NOT WHILE
INJURY - m. WORK AT WORK . ha

19 £ 10 Ol (S 198, that I last saw the decesled

2. I hereby certify thot I attended the deceased from I@nu__m_
. aivson /0 = £ — 198/ and that deatWoccurred at L& P m., from the causes and on the dale slated above.

Da. SIGN_ATI.!RE

(C Haeve FO.

D¢. DATE SIGNED

Wa 1018 ~S1

23b. ADDRESS |

24a. BUR-IALI CREHA- Z4b. DATE AME OF CEMETERY OR CREMATOR 244, TION (Ollftown. or &mﬂt’) (State}
W tSed wmer | 15" 0100 | U 1L ELrerils (o

DATE REC'D BY ml- REG 'S SIGNATURE . F oR'S 5'“‘ RE ADDRESS

8 ) 2eAfre 55 0 %57 7Fad 9007 f

{Licensed Embaluwr’s Statement on Reverae




Date RecBiveq: OCT 27w
DISTRICT HEALTH OFFICE #2
District Flle Number /o -5/ 9 s
Date Fited: gt 3 0 W81

- L 2

e

STATEMENT BY LICENSED EMBALMER -

I hereby certify that the body whose name is recorded on' the reverse side of this certificate was embalmed by ﬁle, or by
] ‘ Stu-dQnt E-S;I;;r io.‘

........................................................................

working under my personal supervision.

~StUAEAT vensancrracrcasescancsn TPy _ Signed.. /.52 hC%"% : ‘
Student Embaimer to
Licensed Emba No_.ozugm .........................
P. 0. Address £ /. C&A72< ,%

. (Failure to comply with

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRI

the above constitutes grounds for revocation of license.)
If this body is not embalmed, fact should be so stated abave. - . - : . . /q—_b




