vosoo MEDMAR 1952 THE DIVISION OF HEALTH OF MISSOURI G206

10.48 STANDARD CERTIFICATE OF DEATH ) State File No... o
"B{RTH NO. REG. DIST. NO. 3 lii PRIMARY REG. DIST. no.lo_o_a_ Registrar's No....... 1:.5_.3...9_
1. PLACE OF DEATH 2. USUAL RESIDENCE (Woare decesssd livad, If instiwton: reaidence befors
3 a. COUNTY a. STATE M l;S SpU K b. COUNTY adiiston).

c. LENGTH OF || . c. CITY (If outalds sorporate limits, write RURAL asd give township) Y

STAY tp his pacal] . OR S7 AOD s 2 = / ,

b. CITY (If outeide corpurste lmits, writy RURAL and glve

1o ST LP0 | S -

d. FH&SLP#AMEOOF {If Dot in boapital or institution, glve strect addrees o locstion) d. ASDTREEE; (i rurul, give location)
-3
INSTITGTION /6y Rp1 AAT T8 HappLR & 2] 21472 Col/€ SZ
3. é\IEﬁ‘s:ME %r:: 8. (First) b. (Miadle) i ,/Me ¢. (Last) 4. ogr_[s (Month) (Day) (Year)
_(Dvoeor Prvy ANIVY A Lo C/laR K | oom A 1Y (95
6. COLOR OR RACE | 7. MARRIED, NEVER MARRIED, 8. DATE OF BIRTH 9. AGE (In years| tr unbER 1 rEAR | ¥ OER 1 mx3.
CO I |DOWED, DIVORCED (Spacify} |-~ lnthlr%dnr) Ham.h, ?‘ Hoqnl Min,
10a. USUAL OCCUPATION (G ktad of work 10b. KIND OF BUSINESS OR IN- | 11. BIRTHPLACE (State or forelgn sountry) 12. CITIENOFWHAT
done guring mest of working 1ife, eyen if ratired) DUSTRY c‘ COUNTRY?
bemes e, Al lanTA. A.
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR IIFE
rlre Clarikt Aniva
I15. WAS ASED EVER IN U.5. ARMED FORCES? | 16. SOCIAL SECURITY | 17. MANTS5 IGNATURE OR NANE ADDRE?
(Yea, no, or unknown) | (If yes, tlve war or dates of sorvice) NO. 2-917 4 C

18. CAUSE OF DEATH o R CONDITION MEDICAL CERTIFICATION l/ Img%gmmrﬁl
- Enter only onecausoper | Ty RS PEABING TO DEATH" 4 C»“"—L 6 h < c‘"g‘u

line for (a}, (b), and (¢}

This does mot mean | PNTECEDENT CAUSES gf / 4 ) -9
the mode of dylng, such | Mortid conditions, if any, gising DUE TO (b} 2

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

rise o the above cause (a) slatiy ¥ : e I
oa heartfalure,ashemts. | he undertying couse fast. : : q;
| eare, infury, or compli DUE TO (c) Y
. tion which caused death. | 11. OTHER SIGNIFICANT CONDITIONS -
Conditions coniribuding Lo the death bui n
related to the disease or condition amahw dcm
19a. DATE OF OP'FFO?‘I- 15b. MAJOR FINDINGS OF OPERATION . 2. AUTOPSY?
21a. ACCIDENT (Specity) 21b. PLACEOF INJURY (eg..inorsbont | 21c. (CITY. TOWN, OR TOWNSHIP) . (COUNTY} (STATE)
SUICIDE bome, larm, fagtory, stroet, office bldg., ete.) o N
HOMICIDE ————— _ .
2%d. TIME (Month) {Day) (Year) (Hogr) 2le. INJURY OCCURRED | 2it. HOW DID INJURY OCCUR?
v \ .8 ' WHILEAT ] NOT WHILE }7"
- INJURY WORK" AT WORK ——— .
2] hﬁkbﬂ Qeﬂwy thal I atlended the deceased from L‘i; 19&-1 __"_(L 19& that la.at 2aw the deceased
. oling on 2=~ , 1982~ and that death occurred al i_f_. m., from the causes and on the dale stated above,

» ‘|| '23a. SEGNATUORE . Z)_, {Degree or tiile) | 23b. ADDRESS . 23¢. DATE SIGNED
y/ca«h Wa—jy raD | Fzen C",é ey Mo 2 { bdy
%46.'"8 Rl gvﬂ. CREMA- | 24b. DATE 74, NAME OF CEMETERY OR CREMATORY | 24d. LOCATIOM (Oity, town, or county) . (State)

. iy} a—r g
S VALTE |2 ~ 2/~ <R _Oichksory!l b RECWEeE MO,
DATE REC'D BY % AR'S SIGNATUR! _ 25, FUNERAL DIRECTOR'S S1GNATURE ADDRESS

AEHE Weenlze 2707 877 DoAR

]g_ {Licensed Embalmer's Statement on Reverse Side)
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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 eccreees

ey Student Embafimer No.

working under my personal supervision.

Student covsanrsrscannasae seisvesavansennna
Student Embalmer

Licensed Embalmer No.l%..ﬂ.,_. /. S

P. Q. Addmgf..é:i% Al

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

~ If Ji‘l':.i.s'.l:n'.n:ly is.not émbalmed.f'fﬂlct should b‘e’so stated abdve. : : ’
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