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THE DIVISION OF HEALIH OF MISSOUR
STANDARD CERTIFICATE.OF DEATH

State File No
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REG. DIST. NO.
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Archibald Allison

Angeline Southard

BIRTH KO,
1. PLACE OF DEATH 2 USUAL RESIDENCE (Whers decsased lived. If lnatitytlon; reskdsnce befare
a. COUNTY ‘ 2 STATEM 4 0 g ourd b. COUNTY Mar Lai==t>"
b. CITY (I cutedde corporate Lizmits, writs RURAL and giva ¢. LENGTH OF {| c. CLTY Residence wiikin Limits o
R
N St Louls el 9% Belle B M-
d. FULL NAME OF af not i «- STREET I rural, give loeation) a0
TRSTITOTION. Mo Bapt 1317 HOS pital ADDRESS 0 ¢ /
3 MamE o, a. (First) b. (Middle) c (Last) | 4 DATE (M) (Day) (Yen)
{ T¥pe o7 Priut) Agneg : Licklidexr DEATH Aug 22 54
5. SEX & 6. COLOR OR RACE | 7. MARRIED, gIE\\'ng MARRIED, /| 8. DATE OF BIRTH 9. AGE (In years . Twon ) Y U | o ootk o et
. RCED (Hpecity Heurs | Min
ale White: arried Oct 9,1883 I TG [
10a. usung&;gm‘nou (G tiod ot wock: 10b. KIND OF BUSINESS OR | '1{‘\7 W BIRTHPLACE (¢, 4ud Seate or Foreign Countey) 0 12, cranN?qum
ousewiTe At Home Safe Mo S
138, FATHER"S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND' OR WIFE

Samuel Lickllder

ADDRESVS

. Enter only ans cense per
line for (a), (b}, and {(c)’

*This does not mean
the mode of dying, such
o8 beart failure, asthenia,
de. It means the dis-
ease, injury, o complica-

DIRECTLY LEADING TO DEATH® ¢5)
ANTECEDENT CAUSES
Morbid conditions, if any, gising DUE TO (b)

13. WAS DECEASED E\{uER IN U.5. ARMED FORCES? | 16. SOCIAL SECURETJ 17, INFORMANT'S SIGNATURE OR NAME
*8, Do, O yob, give war of dates of porvice) 3
N1l - None Samus ). Lic.klider Belle Mo
18. CAUSE OF DEATH i MEDICAL CERTIFICATION INTERVAL BETWEEN
1. DISEASE OR CONDITION ONSET AND DEATH

%%g 1A 1. 5&5[&3 \_aul‘ﬁ
METASTASES LTVER

rise to the abose
w o a:ﬂc(a)dding

DUE TO (¢)

tlon which couaed deuth,
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condition cousing

1i. OTHER SIGNIFICANT CONDITIONS

related to the discase or death.
’)iq F OP'IE'IF(!JN 19b. MAJOR FINDINGS OF OPERATION 20. AUTOPSY? .
TN cARcINOMA 1LIAC NODES ¢ LIVER ves B wo OJ
21a. ACCTDENT (Bpedty) 21b. PLACEOF INJURY (s.5..norabomt | 21c. (CITY, TOWN, OR TOWNSHIP) (COUNTY) (STATE)
%ﬁ:gFDE booum, farm, fagtory. strewt, offios bl . 1.} :
21d. TIME (Month) (Duy) (Y-lr} {H1oar) 21e. INJURY OCCURRED | 211. HOW DID INJURY OCCUR?
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auended the deceased from y 18,1

M 19____, that I last saw the decaased

, and that death occurred at &J_B m., from the causes and on the dale slaled above.

VWMWRE /7] W 41” 753 > um‘oﬁbfzzkﬁl e, ST LavlS

23¢c. DATE SIGNED

/23 /54

24a. BURIAL, CREMA-
TION, REMOVAL (Bpecity)

24c. NAME OF CEMETERY OR CREMATCRY

24d. LOCATION (Oity, town, or connty)

(State]

HKamoval 8 25 54 | _ Ealla Mo
DATE REC'D BY LOCAL REGSI'RAR'S SIGNA 25. FUNERAL DIRECTOR'S S1GMATURE ADDRESS
AUG 24 1958%] 9. &, E‘%g n.A)-| Albert H.Hoppe 4700 Washington
. Emmbalmer's Statement on Reverse Sids —




STATEMENT BY LICENSED EMBALMER

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

working under my personal supervision:.

J B L

Student.....cooin i iiiiei s enaieeaas
Signeture of Student Embalwer

P. O. Address. A A Z A 4t

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 handwrttmg.

1€ this body is not embalmed, fact should be so stated above.



