THE DIVISION OF HEALTH OF MISSOURI

22 I hereby
“.alive

I attmded the deceased fro%, 1952, to _Wmi?_{ tkat I last saw the deceased
Q:L., ond that dedd#h occurre at],;:g:g_,p,m., from the causes and on the date siated above.
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i s | T PLACE GF DEATH 3 USUAL RESIDENCE (Whare daceased lived. If 1 idanoe belore
(& e . COUNTY ) ) a. STATE b. COUNTY - adinisaton).
3 St Francois Miaeouri 5t Francoia
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g WIDOWED, DIVORCED (Bpecify) . last birthday) |Monthe| Days | Hours | Min.
g Male White 18 | Widewed > Oct 17 1875 76 - b 118 1)
10a, USUAL OCCUPATION (Givekiod of work | 10b. KIND OF BUSINESS OR IN- | 1L BIRTHPLACE i S .
g domdnﬁummd-orﬂn;ll!n.nmﬂndmdw) DUSTRY {City and Staty oz Foraigs Coustry) lzcgll;ﬂ'ﬁ':'?ol: WHAT
M Carpanter Retired Carventer Madisen Cq. Missouri USA
< 13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBANL OR WIFE
1 T Nichalas Connts : e Sareh Shilte . — :
= 15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY j 17, INFORMANT' S SIGNATURE OR NAME ADDRESS
< (Yew. Do, or unknown) | (If yes, give war or datos of servics} NO. _
s Lo 325-11=6318 Mra JIerry Rickus, Farmincten, Mo
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STATEMENT BY LICENSED EMBALMER

[ hereby cértiiy that the body whose name is recorded on the reverse si~dc of this certificate was embalmed by me, Of bY e

= y Student Embalmer No.
working under my persona! supervision.

T

Student ...csancerannsancs Bectbanetittnntus
Student Embalmer

Licensed Embalmer No.ZZ %0

' l | P. O. AddreuW.m
Note: The above WST BE SIGNED BY THE LICENSED EMBALMER in his OQWN HANDWRITING ( ure to comply with

the above constitutes grounds for revocation of license.)
If this body is not embalmed, fact. should be so. stated above.




