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WRITE PLAINLY—USING UNFADING BLACK INK—MAXE A PERMANENT RECORD k&

THE DIVISION OF HEALTH OF MISSOURI
STANDARD CERTIFICATE OF DEATH

FLED JAN.4 ™ 1854

REG. DIST. W.&/

43985

State File No

PRIMARY REG. OIST. m.@ﬁ Registrar's Ne. /YL/B

BIRTH NO.
1. PLACE OF DEATH 2. USUAL RESIDENCE (Whers d d lived. If Last id belore
a. COUNTY a. STATE b, COUNT adicimion).
o pley . Tlhinais hy2 C/arr
b. CITY Qf cutside &rpurata limits, write RURAL and give ¢, LENGTH OF {| c. CITY (If ouwide corporats iimits, write RURAL and give townahip}
8R . township)| STAY (in this plaeed a
__TO™ pupal. WASHINGToN Task — — — | "% Lasd Y houss
d. FULL NAME OF (If not in houpital or Instisution. give streot addrem or locatlon) d. STREET (if rorsl, give locstion)
HOSPITAL OR ADDRESS
INSTITOTION Hwy. Na. [H. bl M E . oF ,Dﬂmpfmn{ L17 Brady Avenwe.
3. NAME OF . (First b. (Middle) ¢. (Last]
DR et 8. (First) ( Z[ (Last) 4, DOA}'E {Month) (Day) (Year)
{ Type or Print) Ja/lnr)/ez Lugere Sz raon . DEATH Pee,  2b, (953
5. SEX 6. COLOR OR RACE | 7. MARRIED, NEVER MARRIED, O 8. DATE OF BIRTH 9. AGE (Io yeam| IF UNOER 1 YEAR | O WOER 0 wmy,
/ _/ WIDOWED, DIVORCED (Bpacify) iast birthday) Monmlz: Hours | Min,
[Hale . | bt Dee. 2o, /734, L7, e —

10a. USUAL OCCUPATION (Clive kind of work | 10b. KIND OF, BUSINESSDOR N~

11. BIRTHPLAGE (State or forelgn countey)

AT WORK

INURY Dee 25, [953.»2.=

WORK

dona d [ working LEf :! 3 USTRY C[ Izcngsz'ERr‘}?FWHAT
ons u.nngmmo wor. “VEn il re
_mz.zo:uzq_w e 7@-» g—n/. 77/7 /e_q C)acwd.«'f M ssoa) 2.5
138. FATHER'S NAME 13b. MOTHER™S MAIDEN NAME 14. nmsﬂ)r HUSBAND OR WIFE
Vhristopher A. Jizrd //a-n/ \Lra May Lare.
I5. WAS DEFEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY 17, MANT' |Gu,\r ADDRESS
(Yes, tio, agunknown} | (Il yes, glve war or dates of service} . 'd
P - = — . \#J-26- 1930 9%
18, CAUSE OF DEATH MEDICAL CERTlFIC’.ATION tg:ssgﬁgm
| Enteronly onecauss per | |. DISEASE OR CONDITION
Tine for (s), (b, and (o) | PIRECTLY LEADING TO DEATH" ) Cotcol Mﬁ)’ Chiso 7)‘ .
SThis does mot mean ANTECEDENT CAUSES
the mode of dying, such | Morbid conditions, if any, geing DUE TO (B
| a# heart failure, asthenia, g‘" ¢0dﬁ3¢l ‘}Me Cﬂmf.;“) stating . - . R . -
dc. It means the dis- £ UTtderiping cause last. — hd
caat, fnjury, or complica- DUE TO (0') R' IMM_JP M/M ﬁdJ
tion which caused death, | 1I. OTHER SIGNIFICANT CONDITIONS .
Conditions contributing to the death but not
related o the diseaae or condition causing death, .
19a. DATE OF OPERA- | 15b. MAJOR FINDINGS OF OPERATION . T e v [ ' 0] 20, AUTOPSY?
TION .
. _ ves [ wo B
218, ACCIDENT (Epecify) 21b. FLACEOF INJURY (e.g..inorabout | 2lc. (CITY. TOWN, OR TOWNSHIP} (COUNTY) Oq /(SI'ATE)
DE bomae, farm, factory, street, office bldg., e1a.) . -, . - ' T
“°"‘C'°E AeeipENT STATE HWY. Ao (8| WASHING ToN Twse E[ ELE.! Z‘_’ZQ
219. TIME (Month) {Day) (Year) (Houn) 2le. [INJURY ECIURRED 21f. HOW DID INJURY OCCUR?
OF 1 A5 | WHILEAT—} NOTWHILE .

L.

2. I hereby certify that I attended the deceased from , 18 , lo

19__ that I last saw the deceased

TION, REMO\!AL {Specity)
RBuRiAL,

CeMETLRY,

alive on , 19 and that death eccurred at u"....l.iﬂm Sfrom the causes and on the dale stated above.
23a. SIGNATURE {Degree or :h.l:i3 23b. ADDRESS
Hasi M eama/ . & onipbnmr
24n. BURIAL, CREMA- | 24b. DATE 74c, NAME OF CEMETERY OR CREMATORY  |-24d. LOCATION’(Oity. ~ . {Btate} .-

RielLEY Eau;vr V M:ssacm’/_

DATE REC'D BY LOCAL

-2 7 T

25, FUNERAL DIRECTOR'S 81 GNATURE

fboRESs



v

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 Embdsiaar No,

working under my personal supervision,

Student Embalmer

SLUTEAL 1urearcnesassssssanessonnnsnssansns Signed...ﬁdlf‘.-.%g?mw e et e e e scenr sttt e

Licensed Embalmer No..3. 2 43..

P. O. Address m;p.ﬁ.am[,_ Q.

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

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




