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WRITE PLAINLY—USING UNFADING i’iLACK INE—MAEE A PERMANENT RECORD
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T AY & 19572 7

THE DIVISION OF HEALTH OF MISSOURI
STANDARD CERTIFICATE OF DEATH

REG. DIST. NO. 318 PRIMARY REG.- DIST.+NO:

State Filc No.., 14415
.~ 7>

I. PLACE OF DEATH
8. COUNTY ___

2. USUAL RESIDENTE (Where decoased lived. 1! inatitution: resilence befors

. STATE , b. COUNTY adigheion).
* 774/1’<uu—f JZ. Lraws peion

b, CITY (If cutide corpurate limits, write RURAL snd give ¢. LENGTH OF
STAY (in this placa}

OR tow: P,
oW S L - Lgays b Faman

¢, CITY (If cutelde carporate lmits, write RURAL od rive w“.up; /

. FULL NAME OF (U not in hospital or institution, give streot addroes ot location)

q1TgWN Va//u, Yo 0 5
/

d. STREET 31} mn! £ive location)

HOSPITAL OR ADDRESS
INSTITUTION Crfong g fieal /)rmcdn;;s /26 Lavirina [é'///o';u /Pl
3 gz%héﬁs%% a. (Firsy b. (Middle} c. (Last) . 4, DAT‘E (Month)  (Day) (Year)
(Type or Print) QSsPering via Pgrved, J Fra
5. SEX / 6, COLOR QR RACE | 7. MARRIED, NEVER MARRIED. | 8. DATE OF BIRTH ’ 9. AGE (In years| & UNDGER | YoAR | 7 UroER o was.
/ / s LL I WIDOWED, DIVORCED (Spacify) last birthday} Muaﬁu’ | 2 P nwr. mn
esle | wlite [ Lant Pavch 3/ /952 ,

10a. USUAL OCCUPATION (Give kindof work | 10b. KIND OF BUSINESS OR IN-
' DUSTRY

11. BIRTHPLACE (State or foreign country)

¢/

12, CITIZENOFWHAT
COUNTRY

done duging most of working kife, aven If retired)

[ teat — 2P 6uvs
138, FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
O rmey ey nig i Jaiﬁer'iqc.— G/I ')LA!M Guolov‘ Graal -

I5. WAS DECEASED EVER IN U.S. ARMED FORCES?

{You, 0. orunknows) | (If yea, rive war or dates of servion)

0 —

16, SOCHML SECURITY
NO.

17. INFORMANT' S SIGNATURE OR NAME ADDR

s, O J&Spewnf /36 f—d*j/nd’"\,ﬂcl r} ,

. Enter onty onacatis per

18. CAUSE OF DEATH
1. DISEASE OR CONDITION

line for (8}, {b), and (e} DIRECTLY LEADING TO DEATH® (5

MEDICAL CERTIFICATION

INTERVAL BETWEEN
ONSET AND DEATH

o /&Wi.m

*This does not mean | “NTECEDENT CAUSES

WMW

Mortid conditions, if any, giring DUE TO (b)
a# hearl failure, asthenia, | 1is¢ o the abore oau.ale fa} :tatmg
de. It tecns the dis- the underlying cause laaf.

ease, Injury, or compli DUE TQ (c)

the mode of dyfing, ruch

tign which caured death. | 11, QTHER SIGNIFICANT CONDITIONS ~

Conditions contributing to the death bul not
related to the diseate o7 condition causing death,

Orsmndimins

19a. DATE OF OP'FIRO’:; 15b. MAJOR FINDINGS OF OPERATION = 20, AUTOPSY
YES NO
21a. ACCIDENT (Bpecify) 21b. PLACE OF INJURY (o.g..inorabout | 2ic. (CITY, TOWN, OR TOWNSHIP) (COUNTY) (STATE)
SUICIDE homs, {stm, factory, sirset, offive bldg..ete.} .
HOMICIDE
21d. TCI"‘F!E tMeath) (Day) (Year) (Hour) 21e. INJURY OCCURRED | 21f. HOW DID [NJURY OCCUR? PP
WHILE AT NOT WHILE .
INJURY WORK AT WORK s é g& -

2. I hereby certify thatAI altended the deceased frammu

alive on , 1852 and thel death occurred al

191."):_ lo M 19.;.2.;_.‘:."- that I last saw !he deceazed

m., from the causea and on the date stated above.

mSIlel.?E A‘. ) ! _)M(I,J;g.maorar.hle)

23b. A.DDR - Bc. DATE SIGNED
H 10 Nl Vithoou (e | oy I ke

2. BURIAL . CREMA- | 24b. DATE
TION.REMOVALvaudlb
n

ch I\A\leF CEMETERY OR CREMATORY
natomical Boa

24d. LOCATION (Clty, towni or county) (Btate) ~

rd 'St. Lows,

DATE REC'D BY LOCAL

APR 1 0 195F°

‘ADDRE 4%




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, 6 by

................................................................................................................................................................. ., Student Embaimer No.
working under my persona! supervision.
Student cviesenesans Chreees eesaneanananes Signed — e
Student Embalmer
Licensed Embalmer Nojvvnnn.e. e et st
PO, ADAress e ettt e et

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




