) T N HEALTH OF MISSOURI e
! }
. wo BEDOCT 14 185, THE DIVISION OF SU825
o8 . STANDARD CERTIFICATE OF DEATH SHate Fill Nowwm oot
- BIRTH NO. REG. DIST. NO. _J'L_ PRIMARY REG, DIST. NO. 1000 Heginirar's N‘u—----l-Q'bS__.m.....
1. PLACE OF DEATH 2 USUAL RESIDENCE (Whers deceased lived, If loatl idenoe before
a. COUNTY a. STATE b. COUNTY adinineion).
/ ? Buchanan Hissourt Buchanan
) y b. CITY (i outeids corpurats Limits, wHte RURAL and glve ¢. LENGTH OF c. ClTY (If ovudde corparaty tiinit, write RURAL azd glve townehip)
townahip) | STAY (in this place)
3 TOWN St, Joseph 0 yrs TOWN 3¢, Joseph 45/ 7
' g d. FHOLEP;JT@«:! EOOF (If 1ot in hoapltal or imstitution, give streot addrem or lpsation) a.A%r!;aEr-:r (1! rural, aive location) J
Q INSTITUTION Enroute to St. Joseph's Hospt 314 W. Rosine St.
ﬁ 3. l:';‘EAC: EF\S%FI-D 8. @im, b. (Middle) . (Last) | 4. Dgp.; (Month)  (Day) (Year)
E { Type or Print) FHEDERICK CHAHRLES QUHADA DEATH Oct. 6, 1952
ﬁ 5. SEX J 6. COLOR OR RACE | 7. MARRIED, NEVER MARRIED, 8. DATE OF BIRTH 9. AGE (I years| r R | TIAR | r DDER 1 WS,
i WIDOWED, DIVORCED (8pecity) Iast birthday) |Monthe) Days | Hours | Min
: Bale Thi te Married July 4, 1879 73 3 ]2 |
10a. USUAL OCCUPATION (Give kindof work | 10b. KIND OF BUSINESS OR IN- | 1. BIRTHPLACE r
B dore during bt of morkina Lile, wvas If riteed) v DUSTRY (Btate o forsien ecuatey) / e SUNTRYST WHAT
2 (| Salesman Kail order shoss East Hampton, Mass. Ue5e
< 13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NANE 14. NAME OF HUSBAND OR WIFE
Q liot kn.wn Fot krown Maona
% I15. WAS DECEASED EVER IN U.S.ARMED FDRCES? 15. SOCIAL SECURITY | 17. INFORMANT'S SIGNATURE OR NAME ADDRESS
- (Yea, ‘nn .ot unknown)} | (If yes, mive war or datea of sorvice) . . vy - .
= Ko 491-10-2435 | FRona Qurada 314 V. Hosine St.
| 18. CAUSE OF DEATH MEDICAL CERTIFICATION 'c':mus?r'ﬁ'in BETWEEN
i || Enteronlyonecusaper | 1. DISEASE OR CONDITION L -
Z I tine for (a), (b), and (¢) | DVRECTLY LEADING TO DEATH*(g) ‘Wv‘ t--«-.g M N
e *Thiz does mot mean | ANTECEDENT CAUSES
‘% 3ty 4 ’ gy
C 1 the moce of dying, fuch | Aforbid conditions, if any, giring DUE TO (b} M Kl L 27
__j _ || a8 keart faiture, asthenia, | 7ise to the above carae (o) ttcliM . . o - e e
o) e, Ii medns the dig- | the underlying couse last. - - oo - .
o cate, injury, or complica- " DUE "'9 (°) -
= tion which caused death, | 11. OTHER SIGNIFICANT-CONDITIONS ~ - < -
= Conditions contribuling to the death dut not s
3 related to the diseaze or condition cauring death.
t= - || 19a. DATE OF OP_F%?G | -13b. MAJOR FINDINGS!OF OPERATION t* "¢ v 73 75 34 ‘ wod T e ] 2 AUTOPSY?
& R 420/ ves O wo
o 21a. ACCIDENT (Bpecity) .21b. PLACEOF INJURY (e.g..inorabout | 2lc. (CITY, TOWN. OR TOWNSH!IP) {COUNTY) (STATE}
h SUICIDE homs, farm, fastory, sirest, office bldg., ez0.) e e . PR RTIFS I
= HOMICIDE
g 2td. TIME (Month) (Day) (Year) (Hoar) 2le. INJURY OCCURRED | 21f. HOW DID INJURY OCCUR?
l f;t.?FRY ’ . . WHILE AT NOT WHILE Ca .
by Y o | WoRK AT WORK e e e 2
E 22. I hereby certify that'I attended the deceased fra‘#__ 193:{..4 ML 193 Lthat 1 last saw the deceased
; alive on - 183 2_and that dedth occurred at L L3, from the amsea and on the date stated above.
= 23a, SIGNATURE . {Degros or titl 23b. ADDRESS 23k, D, TESIGNED
o IR TedD | GG e At s |5dS
E 24z, BURILAL, CREMA- | 24b. DATE CF CEMETERY OR CREMATORY de LOCATION (City, togm,orcounty) . - (State)
E TION, REM?VAL (Epecity}
2 Burial ¢ | Oct. 8, 19821 M, Maro Cam fpr:f 2PN SN
DATE REC'D BY L%CE‘&L RAR'S 5]§URM b ERAL DI n;c'ron 4 YT anpResSs
2' 2 .
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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 embalmed by me, or by

Student Embaimar No.

working under my personal supervision.

STUJENE sevuiarrseconsnnvsntassrnonss Signed.icicenn

Student Embalmer
Licensed Embalmer Na.......

P. 0. Address

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HAND
the above constitutes grounds for revocation of license.)

If this body is not embalmed, fact should be 2o stated above,




