THE DIVISION OF HEALTH OF MISSOURI

5. No. 300
o2 = 1951 STANDARD CERTIFICATE OF DEATH Svte Fie o
RLEDDEC 1 318 . 10
BIRTH RO. REG. DIST. o ¥ __  __ PRIMARY REG. DIST @_ Registrar's No. ’ﬁ @
i. PLACE OF DEATH ' 2 USUAL RESIDENCE {Whare dscossed fived! 1f loatitution: residence befors
a. COUNTY a. STATE M b. COUNTY . aduolanion).
3 ias ouri
b. CITY (I outedde corpurate Limits, write RURAL Mw‘::-hip) CSI'ALYE?LGLE .—'Ei‘ c. Cg;( (If outslde corporate limita, write RURAL ncd give towtship) ’2 J A7
TowN 5t, Lonia, Missourd AP~ Ste Lonils
9. FULL NAME OF (it ot ia » Sital or [nstivation, give strect addrees or location) || #8” STREET {11 rura, give location) o/
'qE ADDRESS
WSTITUTONG nroute G 1ty Hospital 1224 Sputh 18th Strest,,
3 NAME OF a. (First) b. (Mlddle} c. (Last) 4 DATE (Month) (Day) (Year)
(Type or Print) Joseph E, Mathis oiami De cember 10, 1951
5. SEX 6. COLOR OR RACE | 7. MARRIED, NEVER MARRIED, | 8. DATE OF BIRTH — | 5. AGE Un yeams| 7 tiom 1 Y0x | @ womn o
0 | WIDOWED, DIVORCED (Bpacify} | last birthday) | Months , Days | Hours
_Male Y| Vmite | Divorced X May 5, 1890 | 61 |
10a. USUAL OCCUPATION ((itviekind of wock | 10b. KIND OF BUSINESS OR IN- | 11. BIRTHPLACE (5tate or forelgn sountey} 12, CITIZEN OF WHAT
done during most of working Ule, sven if retired) DUSTRY d TRY7T
Night Watchman Ligrott-lMayer Wardell, Missourl oJA.
[laa. FATHER'S NAME 13b. MOTHER S MAIDEN NAME 4. NAME OF HUSBAND OR WIFE
Kinch R, Mathis Josephine Wintars | UnavalXlable
15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY | 17. INFORMANT' S S1GNATURE OR NAME ADDRESS
(Yes. 00, 0runknown) | (If yes, xive war or dates of sarvice) NO.
No- Unkhown Ervin Mathis-4223 DeSofo Ayenue,y
18. CAUSE OF DEATH MEDICAL CERTIFICATION INTERVAL BETWEEN
ONSET AND DEATH

|| Enter only onecenseper | 1. DISEASE. OR CONDITION
line for (e), (b}, and (c) DIRECTLY LEADING TO DEATH‘(H)

*Thiz does net mean | ANVECEDENT CAUSES @ O-/L,-a.,«.x—a_/{ﬁ O./W—ﬁ—;”(-/

the mode of dying, such | Mordid congitions, if any, giving DUE TO (b}
a8 heart faiture, asthenda, | ise to the above caure (o) slat

il v
cte. It means the g | ihe underlying cavise last. L Wﬂffﬂ Qjmﬂ
case, Infury, or complics- DUE TO (&) 7 4

tion twhich caused death. | 11. OTHER SIGNIFICANT CONDITIONS

Conditions coniribuling to the death but not
related to the diseare or condition musing death.

WRITE PLAINLY—USING UNFADING BLACK INE—MAKE A PERMANENT RECORD

19a. DATE OF OPERA- | 19b. MAJOR FINDINGS OF OPERATION . | 20. AUTOPSY?
TION '
YES wo [
21a. ACCIDENT (Bpecifr} 21b. PLACEOF INJURY (s.c..ln oraboms | 2l¢. (CITY, TOWN, OR TOWNSHIP) (COIJﬂTY) (STAT'E)
SUICIDE . howe, farm. factory, street, offios bldy..ete) . N .
HOMICIDE
21d. TIME (Moath) (Day) (Year) (Hour) 2le. INJURY OCCURRED | 21, HOW DID INJURY OCCUR?
aF - : . | WHILEAT ] NOTWHILE, ’ /
INJURY m. | “work AT WORK -
22. I hereby certify that' I atlended the deceased from 19 , lo : , 19—, that [ laat gaw the deceaaed
alive on , 19 , and that death occurred at /dl_._.a_g m., Jrom the causes and on the date stated above.
IGNATUR (Degres or titls) Zib ADDRESS 23¢. DATE SiGNED
: Mémqmw 3 | rSoo Clar L _ i, 10 S
“24n. BURIAL, CREMA- | 24b. DATE( 24c. NAME OF CEMETERY OR CREMATORY 24d, LOCATION (Qity, town, or county) (Btats)-
TION, REMOVAL. (Busz) ) ’
moval 12-1]1 =51 Clty i Migs
P Y Lo%\;L ‘REGISTBAR'S SIGNATURE k 25 FUNERAL DIRECTOR'S 51 GNATURE ADDRESS
d {Albert H, Hoppe-4700 Washington Blvd

7
_“._..
7

(Licensed Embalmer’s Statement on Reverse Side)




¥,
v

”
3

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, or by ——eeoo

Studant Embelmer Mo.
working under my persconal supervision.

P L.
SEtUTONE cuvvncoosansnanrancorannes Sign_e : ‘
Student Embalmer

. . Liceanbalmer No Z7"'/ g (?/

PO S 4 -
P. 0. AddreskZtd st LD ...
Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply wi
the ebove constitutes grounds for revocation of license,)

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




