THE DIVISION OF HEALTH OF MISSOURI

$. No.300 .
e PLED MAY 27 STANDARD CERTIFICATE OF DEATH St Fle Novm
mtRTH NO.___ Y "953 nec. oi1sy. wo. __ YT erimsry rec. oist. m0. 2002 koiivear's Nof
’ TPL(;SCETH i 2. USUAL RESIDENCE (Whare deceased llved. If lnsg n: residence befors |
a. COUNTY a. STATE b. COUNTY adinislon).
. iy ACKIoN. ISSoum| QN sfor
i (I outride corpurats imits, write RURAL .nd‘:‘i:;mw g_r;."El:llﬂI: pl(.):] 6. CITY d. '.’,';‘f;""’" within Uit of |
TOWN s T8N ANIA 3 C'ITV e r0
. FULL NAME OF (I not in hospital or institution, give streot sddress or location) e STREET (LI rursl, give location) |
HOSPITAL OR ESS
INSTITUTION 3 1 lﬁn? 3726 @HAR LoTTe QS TREET
3. NAME OF a. {Flrst} b. (Middle) ‘ ‘g {Last) 4. DATE (Month) (Day) (Year)

(Typeor mina) MARY Evizanern FROSLL it MAY. 4./953

5, SEX / "6. COLOR OK RACE | 7. MARRIED, NEVER MARRIED, 8. DATE OF BIRTH 9. AGE (o years| IF unoes 1 YEAR | F UNDER M KEs.
. W|DOWED, DJVORCED (Bpocity) N laat birth
£ £ : ov-3- /g6 6 | 33

Mnnthn, Days Hrmnl Mi=.

10a. USUAL OCCUPATION (Give kind of werk | 10b. KIND OF BUSINESS OR IN- | 1. BIRTHPLACE - . | .
during m tnltcrk!ntllh.mnil:urr:rd) B DUSTRY (City wnd State o Foreige C‘“‘.", 12083;}12_5?:'70FWHAT
7 Hem £ - - Errinvewam Lianwory' | O. 5. A

13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND' OR~WLEE.

Jto |®eeea A, Bery James J. Froces

15. WAS DECEASED EVER !N U.5. ARMED FORCES?
{Yes,n0, nrﬁmn) (5 yeos. xive war or dates of sorvice)
4

16. SOCIAL SECUREB( 7. INFORMANT’S SIGNATURE OR NAME «~ LADDRES
T By . 200 [ ¢ .
None | Mrs, M. Hawe BRoeMreyigan gre.
18. CAUSE OF DEATH MEDICAL, CERTIFICATlQN . INTERVAL, BETWEEN

-

ONSET AND DEATH
. Enter only onecauss per I, DISEASE OR CONDITION M M B .
imefor ), by sud (3 | DIRECTLY LEADING TO DEATH® (o) e Sak 0w 6oLy
«This docs mot mean | ANTECEDENT CAUSES . o .
the mode of dying, such | Morbid conditions, if any, ﬂia'lﬂq DUE TO (b}
as heart fallure, asthenda, | rise to the cbove cause (o) stating
ete. It meens the dis- the underlying cause laxl.
ease, infury, er complica- DUE TO (c)
tion which caused death. | 1. OTHER SIGNIFICANT CONDITIONS
N Conditions contributing to the death but not v,
related Lo the dizease or condition cousing death. E P LWO\ 3 \l ,O
19a. DATE OF OP%FgN 19b. MAJOR FINDINGS OF OPERATION v '55 [ 1N 2 aurdesyr
YES D NO m
21a. ACCIDENT (Bpucity) 21b. PLACE OF INJURY (e.g.,inorabous | 21¢. {CITY, TOWN, OR TOWNSHIP) (COUNTY) (STATE)
SUICIDE bome, farm, factory, sirest, office bldg..50.}
HOMICIDE
214. TIME (Mouth) (Day)  (Year) (Houn 21s. INJURY OCCURRED | ZIf. HOW DID INJURY OCCUR?
| wHLE AT NOT WHILE
INJURY = | “work AT WORK

2. | hereby certify that I attended the deceased from .ﬁdL, 191&, to zﬁt@_, 195_3., that I last saw the deceased
alive on lm_ﬂ-l_.__, .w&j and thal death occurred at&l&d-m., Jrom the causes and on the dale stated above.
2. SIGNATURE Blaine, & IDUBTY  (Degroo or titie)) 23b. ADDRESS Z3%. DATE SIGNED

K1) Nochole BE L tto |3Hgss

TAL, CREMA: b, DATE 24c. NAME OF CEMETERY OR-GREMATORY ZAd LOCATION (Qity, town, or county) (State}
TI%R MOVAL epecity)

URIAL MﬂY‘M.ﬂE&Q&M”G&‘M!TA&Y AAnsas Cvvy Miscouvpi

DATE REC'D BY LOCAL } REGJSTRAR'S SIGNATURE - 25. FUNERAL DIRECTOR S S1GMATURE ADORESS
S 2..83 "‘i@“m Sty ‘*M Cagee

WRITE PLAINLY—USING UNFADING BLACK INE—MAKE A PERMANENT RECORD

(Li d Embal 'l" -‘"JRWHSM!}




—_—————— e e ——n -
Loe, Poa e T e & - . | =% ¥
- STATEMENT BY LICENSED EMBALMER
b [}

I hereby certify that the body whose name is recorded on the reverse side of this certificate was embaln
by me, oF by ..o e , Student Embalmer No...............

working under my personal supervision..

StUdent...oeernensvneeanamaensenens eieeaanaanas SignedW W?,L ..........
Signature of Student Esbalmer ‘

Licensed Embalmer No."ﬁ{g/a

P. O. Address %%dg

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

If embalmed by a STUDENT, he also shall sign in his OWN handwriting.

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

i




