THE DIVISION OF HEALTH OF MISSOUR! 08""8
STANDARD CERTIFICATE OF DEATH State File No

g
REG. DIST. NO. / yz PRIMARY REG. D1ST. No. 2. Oy Registrar's No. 37(6
1. PLACE OF DEATH

2 USUAL § RESIDENCE {(Where decesssd lived. 1f institution: reidence befois

a. COUNTY a. STATE * b, COUNTY sdinlasion’.
Jﬁc/s/}'dls/ ) /‘7/55¢ar, Jﬁc/ffra

b. c&a‘r (If putalda corpurats Limits, writs RURAL sod give ¢. LENGTH OF

S OF [R CITY (If cutside corporsta limits, write RURAL an.d give townahip®
] towrahip} { e
TOWN /)/ANS;:)J C','h/ Ps TOWN /5//+~f/-)..r C7‘y 4

d. FULL NAME OF (1 not in boapleal or insth STREET {3t rural, give bocation)

: l
RSrTUTIoN aboRess /35 /P Bren J w A ;/ ),
5. {Last) ‘4 DATE  (Month) ADey)  (Year)

3. NAME OF
\AJL\QQIER bEATH AvgestT 2+ /957

DECEASED  —~ .
( Type or Prind) £ /: 2 3
6. COLOR OR RACE | 7. MARRIED, NEVER MARRIED, | 8. DATE OF BIRTH 9. AGE (o yesrs| & tooen | vEaR | IF LN 2 s,
WIDOWED, DIVORCED (Specity) £ tast bisthday) |Monthe| Daye | Hours l Min.

&MQ/IE W4, e > 1L | 21

RED SEP 13 195%

- BIRTH NO.

V.5, No,300
10.48

Rev,

. Eive vireet lddr-l or Joaatlon}

Osteoppn fhic Hesp lnl
s (Firsty T Middl#)
beth D :

10a. USUAL OCCUPATION (Givekindof work | 10b. KIND OF BUSINESS OR IN-
ot of working itle, sven If retired) DUSTRY

12. CITIZEN OF WHAT
COUNTRY?

T ilo M E

1n BIRTHH'ACE (City and State ar Foreiga Cnnuyy

Uwkwown ViRernra

I

[Yn.m.wmn)

Iia;lmﬁﬂ H Né- D

15. WAS DECEASED EVER IN U.S. ARMED FORCES?
(0F yee. rive war o dates of sarvics}

13b. MOTHER' 5 MAIDEN

16. SOCIAL SECURITY
NO,

None

NAME T4. NAME OF HUSBANU ORW-FE

‘0 HEELER

17. INFORMANT'S SIGNATURE OR NAME ADDRESS

AMes. Erra Mises

{oreca MMuysas

INE—MAEKE A PERMANENT RECORD

18. CAUSE OF DEATH
. Enter only one tatise per
line for (a), (1), and (c}

*This does nol mean
the mode of dying, such
os heart faflure, asthenia,
eac. It meena the dis-
eate, infury, or complica-
tion which caused death,

MEDICAL CERTIFICATION
o-.-q_‘.,'f". "

1. DISEASE OR CONDITION
DIRECTLY LEADING TO DEATH® (4

:gn:nvn BETWEEN

,u£ . . . . f AND DEATH

ANTECEDENT CAUSES

a‘q'/L‘“_ﬂe-.

Murbld conditiona, if ony, ,ﬂ"‘ DUE TO (b) . 1% K‘JM‘*J-O Mwm‘v-
DUE TO (c)a..,..“.&u. po-\.wo.— «ﬂ. S-. q“ln ok

rise to the ahove cruse (u)
the underlying couse last

w“m

[1. OTHER SIGNIFICANT CONDITIONS = *-°

Conditions contributing to the death but
related to the disease or condition ma.uinq

e, o, MLGML. o Baaz'S?

A
Mand Cam st m

193, DATE OF OPERA-

5/34};“]_- TION

19b. MAJOR FINDINGS OF OPERATION )

20, AUTOPSY?

t um ijsﬂﬂhk ves [F. w0 ]

21a. ACCIDENT
SUICIDE
HOMICIDE

216, PLACEOF INJURY (s.£.. 1o eraboat
bome. farm, fastary, sireet, oo bids., s10)

2le. (CITY, TOWN, OR TOWNSHIP) (_WUN'I Y) . {STATE)

4t

2id. TIME
INJURY

(Moah)

(Dsy) (Year) (Houn 2le. INJURY OCCURRED

s 4 WHILEAT[—] XOT WHILE
= | WORK ATWORK

211. HOW DID INJURY OCCUR?

19:5.1, that 1 last saw the decensed

2. I hereby certify that I atiended the deccased from _;9_!4°_ 1980t _ﬁ_llh_
alive on a4 IQ.\E&, and that death occurred at 3.99 P.m., from the causes and on the dale slated above.

za..suen.l\run?ﬂ S.,Steinberg (Degreeoriile) | 23b. ADDRESS 23c. DATE SIGNED
Alx Al c 8.9 2/ -i33e E I IX.@. Ms. . | #fas fsa
24b. DATE

0 | 2. NAME OF CEMETERY OR-EREMATORY TION (Olty, town, ot county) . = (5tate)

25/95 — ; EMETER ¥ sCe 7Y /W /.

REG 'S SIGNATURE

| L£-15-51

WRITE PLAINLY—USING UNFADING B.I‘.ACK

5- FURERAL pluicrou:l BISHATURE 1331 B}pﬁ%ﬁscreek
__:9. X’ Kangag City, NMo.
Reverse Side)

(l A Fr l.r




STATEMENT BY LICENSED EMBALMER

I hereby cértify that the body whose name is recorded on the reverse si.de of this certificate was embalmed by me, or by e

........ R Student Embdalmer Mo.

working under my personal supervision. W m
Signed y

Student c.icsrrrranrecsacrrsisnnes serasanas

Studmt Enbalmer
Licensed Embalmer No ‘7’(-6 o

P. 0. Address / l’(, L e

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