THE DIVISION OF HEALTH OF MISSOURI

V.S, Mo.200 ’ - ‘
e | | STANDARD CERTIFICATE OF DEATH = g ruene.. @D 012
' ate. vist. %0..3/ & eriuasy nee. otst. w. 30328 kegistrar's No.»DD.1]
q 7L/ I. PLACE OF DEATH ’ 2. USUAL RESIDEMNCE (Where decoased lived, If lnstitction: reskience befors
a. COUNTY — - . STATE b. COUNT, p— i admimlon).
g’7. Le neoe s : SNt S0 b2 S Frascors
. 0 b. CITY (If cutside corporate Limits, ita, writs RURAL snd ¢:n ¢. LENGTH o:: ¢. CITY @.1a Rexidence within timita of
TgWN . V townghip} S‘rg (n n; ) Tg\EN I’? ” ‘?qimemﬁ?unmnj
d. FULL NAME OF (If not in hospital itution, give strect addrems of locatlon) , STREET [ ive location) 3 94’/"
HOSPITAL OR *ADDRESS o
INSTITUTION ZZ:m 70 fEﬂM /%%c/‘d- / ¥/0 J_ Washer g ?6:4 <
3;&5&55%% 8, (First) iddle} + ¢ (Last} 4, DATE Month) (Day) (Year)
(Tvpeor Prist) _ (F 05 p o © 2,/ Fon I nrer DEATH /253

UNDER | YEAR iF UNDER M HES.

5. SEX 0 6. COLOR RACE § 7. MIAD%%EB g]E\\;’ggclélﬂﬂglEgﬂ 8, DATE OF BIRTH 9. l.ffs [§ Y Y‘)lﬂ o o r b
pa irthday] a3e oura .
ﬁ_LJ_MALiLGI _maccz_ee/( /| 12 2o/ /2% &L f' |

103. USUAL OCCUPATION (QWekind otwork | 10b. KIND OF BUSINESS OR IN: | 11 BIRTHPLACE (i, a4 Stuce or Foreige Cowntry) 12, cgmzsuorwmr
TRYT

doaed most of working lifs, even if ratired) DUSTR UN
STone fasoen |8, te, o o v,

ISa. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND'OR WIFE

i E’Oﬁéie SMnngg ] &aazg Z;c&oﬁ fﬁrg Svﬂgr/aa/

15. WAS DEC D EVER N U.S.ARMED FORCES? | 16. SOCIAL SECURITJJ 7. INFORMANT 5 SIGNATURE OR NAME

(Yea, m.vhwwn) 9’ ,-—63 6

18. CAUSE OF DEATH MEDICAL CE TIF‘ZTION TERVAL §
1y onece I. DISEASE OR CONDITION / Mn‘&lq d
imefor (8, b, and (o |  DIRECTLY LEADING 10 wm-méﬂﬂu»—q L f,é’,,,t.,, Buly da..

lne for (8), (b, and () f

(If yew, #ive war or dates of service)

*This does not meen ANTECEDENT CAUSES

the mode of dying, such | Aortid conditions, if any, gleing DUE TO (b)
a8 heart falture, asthenia, | rise Lo the above couse (o) stating

3

LACK INK—MAKE A PERMANENT RECORD

. B Jac It means the dig. | tHe underlying couse last. . - ;
) care, infury, or complica- DUE TO {c)
=z tion tohich cavsed death. ll.. OTHER SIGNIFICANT CONDITIONS
[~ oo Conditions condributing to the death but not
3 related to the disease or condition causing death.
3 19a. DATE OF OPERA | 190. MAIOR FINDINGS OF OPERATION . o w ~ . - . | autopsy?
= {/ 20 / YES D NO E“
o 21a. ACCIDENT (Bpacity) 215, PLACEOF INJURY (og..inorabous | 21, (CITY, TOWN, OR TOWNSHIP) . (COUNTY) (STATE)
SUICIDE homs, farm, fagtory, strest, oﬁwhldg .o%e.)
. B . HOMICIDE . .
- g 214. TIME (Menth) (Day} (Year) (Hour) 21e. INJURY QCCURRED | 21f. HOW DID INJURY OCCUR?
I OF WHILEAT[] NOT WHILE P
N - INJURY . . m | woRK AT WORK
N certify that J attended the deceased from %_/_f_ 1953, 1o jarté_ 1958, that I last saw the deceased
L& alive on : ‘19451.1 and that death occurded at 203 L m., from the causes and on the date stated above.
.E ES SIGNATURE (\Desresor itley | Zb. ADDRESS : | 30, DATE SIGNED
. , 2 . ; oy T i, : i
E 24a. BEERMIOAJ- CREMA- 24b. DATE 24c. NAME OF CEMETERY CR CREMATORY . TION (City, town, or ootml.y) - (Btate)
(Bpecity) . S
-~ _EQCL&L ?/9/4"3 Iﬁc?f (Cn. uaé Leck, SHrg _
g DATE REC'D BY LOCAL 25. FUNERAL DIRECTOR' S S!GNATURE " "ADDRESS
REG.,
N N o o / 2 FH,
‘ i *s Staternent oo Reverse Side) A}




— i a—
taiin —

STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed
byme, or by ... oo ii i Ti i i iiTTeteie e anssasnama it i eieaaa s freeanen . Student Embalmer No............. Y e

working under my personal supervision..

Student.c.coiniiiiiiiaciaiinnsinenerancasnananesananas Signed.
Signstere of Student Embalmer

L P. O. Addreu.:éAWgﬁ?

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

If embalmed by a STUDENT, he also shall sign in his OWN handwnt:.ng.

e tlns body is not embalmed, fact should be so stated above. 5




