.5, Mo.300

tv., 10.48

THE DIVISION OF HEALTH OF MISSOURI
STANDARD CERTIFICATE OF DEATH

REG. DIST. No. _f /2] 2 PRIMARY REG. DIST. uo.a_e_l_i Regi:lrar'sNa,,_,é"Z__m.

'rl gUN 3

srse Fite .. A DOD..

1. PLACE OF DEATH

2. USUAL RESIDENCE (Whers decossed lived. I inmitution: residence befors

PERMANENT RECORD

&, COUN"'Y a. STATE - b. COUNTY wbalon).
iy Duva K’lv Y | s so vy Damlf'ﬁ.ﬁ
b. CI‘IF;Y (I outside corpurate limity, write RURAL and glve csr j\LYI-:I\IGTH OF c. CITY (If outside corporate limits, write RURAL acd give township)
nahip) this place) )
TOWN 5 tomene "I rown J35 =
*d. FULL NAME OF (If not ia hospita! or instltution, glve strect address or location) d. STRE| (1t rursl, ghve locaton) g
HOSPITAL OR - ADDR& -
INSTITUTION [ S8
3. NAME OF a. (First) b. (Middie) L.ast)
DECEASED M 4 DSIT_.'E (Month)  (Day) (Year)
e TP SELK . 144 ER | oo = 29-53
5. SEX d 6. COLOR OR RACE | 7. MARRIED, NEVER MARRIED, 8. DATE OF BIRTH - 9, AGE Un years| ¥ UNDER 1 YEAR | IF UMDER u HEs.

WIDOWED, DIVORCED (Bpacify)

10a." USUAL OCCUPATION (Give kind of work
done during moet of wor life. avan il retired)

10b. KIND OF BUSIN OR_IN-
DUSTRY

plf’#‘

PLACE (Stats or fnrdtn et

Mnnuu, Day

/

last hl;da,

Hounl Min.

%w//

12. CITIZEN OF WHAT
COUNTRY?

FATHER S NAME e
s 14
15. WAS DECEASED EVER !N t).5. ARMED FORCES?

(Yes,no0,orunknown) | (If yes, slve war or dates of service)

13a. 13b. MOTHER'S M:-I'DEN

at

‘ 16. SOCIAL SECURITY
NO. .

»

18. CAUSE OF DEATH
. Enter cnly onecause per
line for (a), (b}, and {c}

1. DISEASE OR CONDITION
DIRECTLY LEADING TO DEATH® (5

ANTECEDENT CAUSES

Mortid conditions, if any, giing DUE TO (b}
rise {o the abooe cause (a) stating
thé underltring cause

*T'hin does not mean
the mode of dyfing, such
o# heart fallure, asthends, .
dc. It means the dis-
care, injury, or complico-

~

DUE TO (&) |

MEDICAL CZTIFICATIZN

INTERVAL BETWEEN
ONSET AND, TH

11. OTHER SIGNIFICANT CONDITIONS ™%

Conditions contributing to the death but not
related to the disease or condition causing death.

tion which caused death.

WRITE PLAINLY—USING UNFADING BLACK INE—MAKE A

19a. DATE OF OPTE'[F:)APE T 196, MAJOR FINDINGS OF ‘OPERATION o 1 ! LA i i Tan ’ - | Al AUTOPSY?
- 33X ves [1 1o
21a. ACCIDENT (Bpecliy) 21b. PLACEOFINJURY {o5..inorabout | 21¢, (CITY, TOWN, OR TOWNSHIP) (COUNTY) , (STATE), -
SUICIDE homa, farm, factory. siroet, offios bldg.,wa.) .. i Lo -
HOMICIDE N
ad, TIME (Month} [(Day} (Year) (Hour) 2le. INJURY OCCURRED | 21f. HOW DID INJURY OCCUR?
i .- WHILEAT ] NOT WHILE .
INJURY o | “woRK AT WORK " .
2. ] hereby certify that I ajended the deceased from h?_LL, 195_ 3, to % . 19_5—'_3!hat I last saw the deceaced
alive on : n., from the'causes and on the date slated above,
23, SIGNMAT 7

Izsc DATESIG?
Vs /z@

DATE REC'D BY LOCAL
EG,

=3

EM g\hfnam- ON (Oity, town, or county) ¢ - (suu)

TIO R {Bpecily)

3 A/ e NNe Tr /70,
DIRECTOR' 5_%1 GRATURE ADORESS




RECEIVED DUNKLIN COUNTY HEALTH
. DEPARTMENT o-A-53

. ) COUNTY FILE NUMBER .. =767

STATEMENT BY LICENSED EMBALMER

e

I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me, ot by e _._

Student Embaimer No.

working under my personal supervision.

Student ...ccvnsesernsssstncccncaccses PR
Student Embalmer

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

- I this body is not embalmed, fact should be so stated sbove.

S 'i




