. Mg. 300
. 10.48

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

THE DIVISION OF HEALTH OF MISSOURI

FLED 0CT 14 1952

STANDARD CERTIFICATE OF DEATH
rec. 01T, w0..3 3 7 erimanv nes. pisy. m.m Rzai.t!rar'lNo..........8..%._..............

State File No

34763

SHeegy

Missoupi

'BIRTH NO.
1. PLACE OF DEATH 2. USUAL RESIDEMCE (Where deteassd livad. If Institution: residence befora
a. COUNTY ' a. STATE

. COUNTY adinimion).
° Skesny

b. CITY (If outeide corpurate limita, writs RURAL and give c. LENGTH OF

OR township! | STAY (lp this placs?
TOWN EVEQL Zzz!! é'&g? zﬂt E{Egs
d. FULL NABEI-EO%F (U not ln bodbltal or Institutian, givl streat address or locatlon)

c. CIOT;( (If sutalde oorporate limits, writs BURAL sud dn township) /a&,c)
TOWN &
d. STREET (I rursl, give location)

HOS ADDRESS
INSTITUTION M, £, o0 Berwes, Mo, g. MILES Nowyy Ewsr of Derwee
3 NAME OF a. (First) ] 5anai8~ c. (Last) l 4. DATE (Manth)  (Dsy) (Yesn
(Tvocor i) SINNIE 1L’ OrreN vexty  OproBer /1953
| 5. 5EX / 6. COLOR OR RACE | 7. MARRIEB %EVERC'ESRR]E& ' 8. DATE OF BIRTH 9. AGE {In wn:- a:‘p:&n 1 YR | " owoEn m o,
) {Bpacify Dary | Hours | Min
FempLe Whi're Tan. 5, 7879 l |
102, USUAL OCCUPATION (Ciivekind of work | 10h, KIND OF BUSINESS OR IN- | 11. BIRTHPLACE (Btate or fo omm) 12, CITIZEN OF WHAT
dong during most of working life, even if retired) DUSTRY d COUNTRY?
. nuc&éﬁ&f dam /fﬂ/‘fé O HEL 8y SUNTY , /‘70. WA
130. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE |
LBenvgpmiv Orren ensicrrm _TBeror | None
i5. WAS DECEASED EVER IN U.5. ARMED FORCES? AL SECURITY | 17. INFORMANT'S S{GNATURE OR NAME ADDRESS |
{Yeu, MWnknD'n) (Il you, xive war or datos of sorvios) NO. , |
e b oNE €sse M. ren - Berpei : Mo,
18. CAUSE OF DEATH MEDICAL CERTIFICATION . INTERVAL BETWEEN
. Enter only onacauseper | 1. DISEASE OR CONDITION j ONSET AND DEATH
Jine for {a), (b, and () | D!RECTLY LEADING TO DEATH® (g CAMDW F ny Brte bosss hns.
*Thiz does not Tmean ANTECEDENT CAUSES \.\ ‘h_ ‘+ Q}‘_ - 2
tAe mode of dying, such | Mordid conditions, if any, ,mﬂq DUE TO (b) Sdhvoaa e, y oanl€pn (fo Y nS.
ab heart foRture, asthenda, | Tide f0 the above enuze (o) 'stating " {
de. It meens the dig- | he underlying cause last, y
cane, fnfury, or complica- DUE TO (¢} (Ll\ ey 6 e 's"k‘(\\\{-“lﬁ
tion which caused death, | 1I. OTHER SIGNIFICANT CONDITIONS 1
Oonditions contriduding to the death but nod
related to the diacase or condition causing death. L .-
19a. DATE OF OP_'E_IFEOAN' 19b. MAJOR FINDINGS OF OPERATION - ’ T 2. AUTOPSY?
. S-F3X ves [ w0 (X1
21a. ACCIDENT {Bpecity} 21b. PLACEOF INJURY te.g..inorabous | 2lc. {CITY, TOWN, OR TOWNSHIP) (COUNTY) {STATE)
- SUICIDE - . hon, tarm, inctory, strest.offics bidg.,e0)
HOMICIDE
2id. TIME (Moath) (Day) (Year) (Hour) 218 INJURY OCCURRED | ZIr. HOW DID INJURY OCCUR?
: WHILEAT/—] NOT WHILE tr
TNJURY @. | “work AT WORK
2, [ hereby certisy that 1 attended the deceased from — ., 1951 o _m_l.i‘__ 1853, that I last saw the deceased
alive on , 1953 ‘and that death occurred at Mi%5~ P, m., from the causes and on the dale stated gbove.

- %2’321;/ @2&2 JTE

23b, ADDRESS

Z3¢. DATE SIGNED

R T AN Ot 3, /2753
%Bﬁa UER MI 3 \!'.N-CREMA; ME OF CEMETERY OR-EREMATORY | 24d. LOCATION (City, zn?‘, copnty} (Btate)
" Hoerai ’? 3//95.9 NCoRD _(emereay| - Oncigy. loonry, Mo,
DATE REC'D BY L?z%" REGI ; a 4/? 25 FURERAL DIRECTOR'S S1GMATURE AbDRESS
/0~7-553 O | Husswove  Foveenr Bermes

* (Licensed Embalmer’s Statement 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, of by

. . 5
working under my persona! supervision,

Nt EMbalmer Nowuucineoecoscionnronvnnssss

3igned.svssisscenssnans

Student Embalmer 077" Licenzed Embalmer No YYe s

P, Q. Address_\,):%., ........ ,2?24

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

If this body is n-ot embalmed, fact should be so stated above.

Signed......_.




