] _ THE DIVISION OF HEALTH OF MISSOUR! y
0.300 i ,ﬂLED JAN 181951 - STANDARD CERTIFICATE OF DEATH State Fite No.. _274

0. 48 ) ST
. ! BIRTH MO. REG. DISY. NO. _é_Zi PRIMARY REG. DIST. m-&@fhmdmr s No.: \5- 7
/ 1. PLACE OF DEATH - 2. USUAL RESIDENCE (Whers deceassd lived. I lastitution: residance before
a. COUN . . . STA . b, COUNT, . adinision},s
TPettis * STAT14 ssouri Phttis S P8
b. CITY (if outelde corpurate limits, write RURAL and give ¢. LENGTH OF ¢. CITY d. 1s Residence within Lmits of
OR - - - AY OR = - ?
o8 Sedalia towebis) &ngo awibshell  yown Sedlala fr’.‘i’ﬁ"“__‘”ﬁ?“&,""‘
d. F&%PT#AME QOF (If not iz hospital or Institetion, give strect nddress or losation) . ASDTI?REEES:’S (If rural, give loeation)
NerTorion 1018 Eaat 11lth 1013 East llth
3. D'qEChéESOE'E a. (First) b. (Middle) <. (Ll!t‘} 4. DATE {Month) (Day) (Year)
(Typeor Print) LW ENCE -=  Peterman peandan, 9th, 1954
-5, SEX d 6, COLOR OR RACE | 7. MI?)F(‘DRV:'ED' BE\YSECBQSRSIED. 8. DATE OF BIRTH 9. AGE (lad:-).n hl; u:::n 'Dm F UNDER 24 HES.
1 - . M (Bpacify) ¥, oo H: .
Male? [vhite =~ ywiGSWed mbct, 21,1864 ] 8" il R T
10a, USUAL OCCUPATION (G wor! 10b. KIND OF BUSINESS OR IN- | 11. BIRTHPLACE - . ]
:onodu;inlgsltnlwnrﬂul.l(f;h::;‘;‘!’::ﬂr:d!)‘ b | 0 U . (.Cn.y and State or Forsige Country) 12, CLT&EQ:OFWHAT
fa Repired Missouri V7 oD
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14, NAME OF HUSBAND OR WIFE
Henry Peterman INo record Emila Peterman
!3 WAS DECEASED EVER IN U.S. ARMED FOF:?ﬂE‘: 16. SOCIAL SECUR;;I'J 7. INFORMANT S SIGNATURE OR MNAME ADDRESS
. Bo, or unknown) (I you, give war or dates of s =) "
r - None Rufus Thomas, 1015 E. llth Sedalie Mo,
18. CAUSE OF DEATH - - MEDICAL CERTIFICATION . INTERVAL BEI'WEEN

. DISEASE OR CONDITION ONSET AND DEATH
 Enter anty onecauseper | |, E0W08 OF LONPTHOR e CARC-/AMM A wd e
: Rl ¢

line for {a}, (b}, and ()

“This doer mot mean ANTECEDENT CAUSES

the tode of dying, such | Morbic conditiona, if any, giving DUE TO (b)
a8 hetrtfaflure, asthenda, | rise to the above cause (o) stating e .
de. It means the dig. | Che underlying cause tast. . : - . .

ease, injury, or complicg- DUE TO () .
tion which coused death. | 11. OTHER SIGNIFICANT CONDITIONS FasCo ,,,.14;(‘,&1-. ///9/5'3 XA/ L]
Conditions contributing to the death but not
related to the disease or condition eausing death. ‘C‘.&.“Z, J TR
19a. DATE OF OP_FI%AN- 18b. MAJOR FINDINGS OF OPERATION . B 20. AUTCPSY?
Foe ' /5T X ﬁ YES D ND [2/
21a. ACCIDENT (Bpecity) 21b, PLACEOF INJURY (o.g..in0raboxt | 21c. (CITY, TOWN, OR TOWNSHIF) (COUNTY) ) (STATE)
SUICIDE : DR boms, {arm, fagtory. street, offies bldg.. eve) oL .
HOMICIDE -
21d. TIME (Month} (Dey) (Year) (Hour) 2le. INJURY OCCURRED | 2if. HOW DID INJURY OCCUR?
aF WHILEAT ] NOT WHILE
INJURY = | Cwork AT WORK

2.7 hercby certify thut I atiended the deceased from %, 19-’_~E, to %' Iﬁif, that T last saw the deceased
alive on IQ-?.f_. and that death occurved af 220 & m ., Jrom the causes and on the dale staled above.

2Z3a. SIGN R . . : or title) | Z3b. ADDRESS 23c. DATE SIGNED
A’Z,.._-z/{ Ctaizesom 0.0 | 91¢% M%M At | T g iget

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

24n. BU RIAL, CREMA- | 24b. DATE - 24c, NAME OF CEMETERY OR CREMATORY 244. LOCATION (Oity, town, or eon.nty) (Btate)
TION. R OVN- (Bpeaiiy) .
__ R emoval |Jan,9th, loskFalr View ¢ ‘ :

REG.

DATE REC'D BY LOCAL ms SIGNATURE 245/ — 4 NERAL OIRECTOR' S A éotri ss
»” M

?713'< = :




STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was em!

DY me, @3 .. e ciiiaiciemiesesiectsissemcsasessesenoaeanTaeanataaas fenamann R St'udeﬁt Embalmer No..........

working under my personal supervision..

Student..cooocieiiaiaiiciiiieiieercacacasiia e
Sigasture of Student Exbalwer

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. {
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.

. -



