FILED . 5 1qc- THE DIVISION OF HEALTH OF MISSOURI
oo (FLED JAN 1211953 TANDARD CERTIFICATE OF DEATH e e FAR07

BIATH NO. _ _ REG. DIST. NO, 314 PRIMARY REG. DIST. NO. é/. oL chum:uNo __..g.,z
1. PLACE OF DEATH 7 J [ 2 USUAL RESIDENCE (Where decessed lived. If |
a. COUNTY Z : cf :S 2 ‘b &. STATE

b. CITY (If optride corpursty limita, writs RURAL und give c. LENGTH OF
townahip) | STAY

)

this placw)

TOWN TOWN
a. F:i.lésl.PI;l_‘o‘\Ah:l_Eoo"F (If 50t in hospd utlan, glve strect addross or loc d. ASJEET (@ rural, give location) d' ' . J

INSTITUTION

36‘5%“&%5%% (First) . b. (‘M'fi‘““) e (Lm)' I 4. DA}'E < (Mouth) (Day) (Yean
{ Twpe or Print) AJ‘ M OEATH /.2 /& - J 2
5. SEX 0 6. COLOR OR RACE | 7. \wADROﬁHIIEg. EIE\‘;EECEARRIED‘ " | 8, DATE OF, IRTH 9. I.A.E;Ekg::;;n Lll' Uz:.l t YEAR | o owDER b owas.
., 8 ¥} on Days | Hours | Min.
e | InmAna )T /] /573 l |

. 0a. USUAL OCCUPATION (Giwekind afwerk | 10b, KIND OF BUSINESS OR IN- | 11 Pl.ﬁCE {Btate or forelgn coun .
dopa ditring mwtul-wkhulua.-:ml:! wt:z:rd) ;? DUSTRY A ",} 0 2 CI.!HIZ'E';?FWHAT
ZA. (e 70
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN 14 u»ﬂ: OF HUSBAND OR WIFE
£nniinn o 28 Eiviren

5. WAS DECEASED EVER 170, 5. ARMED FORCES?
(Yes, 0o, or unknown) | {If yes. xive war or dates of sarvics)

18. CAUSE OF DEATH ' MEDICAL CERTIFICATION : 7"%@
| Eater only onecsuseper | I DISEASE OR CONDITION _ ONSET AND, DEATH
\ine for {a), (b), and () | D!RECTLY LEADING TO DEATH® (5) o

*This docs mot mean | ANTECEDENT CAUSES )

the mode of dying, such | Morbld conditions, if any, giving DUE TO (b}
‘| an beart feflure, asthenia, |- Tise to the above couse (o) stating N - . - Tl
e, It meons the diy. | the underlying cause lagt.

16, SOCIAL SECU

cate, infury, or compll -DUF TO (c)
tion which caused death. | 11. OTHER SIGNIFICANT CONDITIONS . r
Conditiona contributing to the death but ot . 777x
related to the disease or condition cousing death.
19a2. DATE OF QPERA- | 19b., MAJOR FINDINGS OF OPERATION ) ' ) . 20. AUTOPSY?
TION .
: . YES D NO m
2la. ACCIDENT (Bpacity) 216, PLACEOF INJURY (s.s., inorabom | 2J¢. (CITY. TOWN, OR TOWRSHIF) {coul - (STATEy

SUICIDE ' 7. fum.}m.ml.oﬂm bldg..eald
HOMICIGE / Ny

21d. TIME (Moath) (Day) (Year) (Hour) 2le. INJURY OCCURRED

- OF ‘ ‘ ‘ .- : ‘n . 7
W R Zona 1152 YN ) S ol f el Tool Mt lstenomed
2. I hereby certify that I atlended the deceased from 19 to , 18, that I1ast saw the deceased

] ?

alive on : , 19 and that dealh occurred al ______ m., from the causes and on the date glated above.
Ba. SIGNATU - Y (Degreg or title) | 23b. ADDRESS m Bc. DATE SIGNED
¢ ' } 5 Ay ‘ ™ W 4867,

24a, BURVAL, CREMA- | 24b. DATE Z4c. NAME OF CEMETERY OR CREMATORY

ZM LOCATION (Oity, town, or counl.y) (Smta)
N, REMOY. c{sj-dm ’

. e -~
WRITE PLAINLY—US]NG UNFADING BLACK INE—MAERKE A PERMANENT RECORD Q\

DATE REC'D BY LOCAL

/. O _,REG

(f.:anud Embalw- Sutmnm on Reverse Side)




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 Emdalmer Mo.

working under my personal supervision. f
Student ...eue Signed. /‘—L'(f %; LZZ

Student Embalmer = i
Licensed Embalmer No.éé-#._._... R

Ncte: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. ( to comply with
the above constitutes grounds for revocation of license.)

If this body is not embalmed, fact should be so stated above.



