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WRITE P.LAINLY—USING UNFADING BLACK INK—MAKE A PERMANENT RECORD

FILED 0CT 191954

THE DIVISION OF HEALTH OF MISSOURI
STANDARD CERTIFICATE OF DEATH

' BIRTH NO. = 0D D G- f¢ REG. DIST. NO. é 242

'34930
State File No... ,
PRIMARY REG. DIST. uo.;_%é. Registrar's No.,_.ZZJ. ..........

1. PLACE OF DEATH

a. COUNTY maski

2. USUAL RESIDENCE (Where deccased lived.
= STATE M sgeuri

If Iostitution: residence befors

b. COUNTY PlllE‘:B,ki acinkmion).

¢, LENGTH OF

ﬂAbﬂn thia pleee?

b. CITY (1t outside corpurate Limits, writa RURAL and give

1ownFt, Leonard Weed tomabis?

c. CITY

Town B4, Leenard Weod

4. 1 Residenes within Hmit of
[] :hy or, lnen’rpuntad town?

el = I
d. FIElJéJE':PFAME OF (If not in hospital or Institution, give streat ﬂddrﬂl or location) F:‘.ASDTEFEEE% (Ef rumt, gtve location) g 3 ut’J
iNstiroTion U, S, Army Hespital - U.8, Army Hespital 4 ?
3£JE%N::ESC%FD a. (First) b. {(Middle) c. {Last) 4, Dé}'E (Month) (Day) (Year)
(Twpe or Print) Rebert Dean Siecke peati Qcteber 10 1954
5. SEX D 6. CGLOR OR RACE | 7. mﬁ)ﬂoﬂgg. %F\}IEECMBRR‘ED' 6 8. DATE OF BIRTH 9.!::55’(‘:;:.;" ;;’ UNDER 1 YEAR | © UNDER u HR3.
. cily) t the H Min.
Male White never married . |Oct. 6, 1954 St o i
10a. USUAL OCCUPATION (Gwekind ot work | 10b. KIND OF BUSINESS OR IN- | 11. BIRTHPLACE . - )
doudurinxmm:o{-orkiulﬂc.ovenl:l :tt-::rd) B DUSTRY (City aad State or Forsign Cannter 2 CIH%EP:’?OFWHAT
nene nene Misseuri 0 Suby,
13a, FATHER'S NAME" 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE

Daryl E, Siecke

Barbara J. Cu

15. WAS DECEASED EVER IN U.5. ARMED FORCES?
(Yo, no. orunknown) | (I yes. xive wat or dates of service)

16. SOCIAL SECURkTa’
nene

18, CAUSE OF DEATH MEDICAL CERTIFICATION '&gﬁﬁg%ﬁ' Q
. Enter onlyonecauseper | 1. DISEASE OR CONDITION
tae or (8. (5. and (9 | DIRECTLY LEADING TO DEATH (5 Heart failure & ed
ANTECEDENT CAUSES
*T'hiz doex nol mean
the mode of dying, such | Morbid conditions, if any, gising DUE TO (B) Sclerema~ nesnaterum
of heart faihure, asthenia, | rise to the above cause (a) stating _
ete. It means the dig. | e taderlying cause last.
case, infury, or complica- DUE TO {¢}
tion which eauased death. | 11. OTHER SIGNIFICANT CONDITIONS -
" Conditions contritruting o the death but not
retated Lo the dizease or condition causing death.
19a. DATE OF OP_FIROAN— 19b. MAJOR FINDINGS OF OCPERATION - - - 2. AUTOPS‘(?r-
. v
7730 ves (X

2ta. ACCIDENT . (Epecify) 21b. PLACE OF INJURY (e.5..fnorabout | 21c. (CITY, TOWN, OR TOWNSHIF} (COUNTY) (gTATE)' '

SUICIDE - home, far, luctory, street, office bldg..ete.} . Iy /v- ..

HBOMICIDE THARNR,
2id. TIME (Menth} (Day) (Yew) (Houn) 21e. INJURY QCCURRED | 21f, HOW DID INJURY OCCUR?

oF ' WHILEAT[—] NOT WHILE|

INJURY WORK AT WORK

2. I hereby certify that I aliended the deceased from 10 Oct 195)"' 1010_06_';___ 1951"_ that I last saw the decmsed

alive on , 1 , and that death occurred at {3 m., from the causzes and on the date stated above.! ST
“l SIGNATU =1 {Degroe or title) 23b, ADDRESS Us mV Eos-pital . 2. D?TE SIG"NEE

-  MD - “| Pert Leenard Weed, Migseuri 111 Oct.i5i{

24c. NAME OF CEMET

2a. BURIAL, CREMA:
REMOVAL cBpeeits)

¥ OR CREMATORY 24d. LOCATION (City, town, or county) -4 (Sl._at_.:} N

R mon s | /A s\ fHofdew (emetery - | Sfolden Pfesis
DATE RECD BY LOCAL | RPEISTRARS SIGHT 1% |2 F nlL DIRECTOR 8 S1GNATURE Abb!ESs’“‘;\:““
JD AL ) Cereal

b éag
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s STATEMENT BY LICENSED EMBALMER
1.
» _

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

» OF = Uy . P , Student Embalmer No.....-.....

BRUAEnt e cn et sea s igned... /.

4 : Licensed Embalmer No. f/;fé

e Wy o : ' . P. O. Address,%%«é{f{&

. ‘Note The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN H.ANDWRITING. (F:
toﬁ’co P}Sf with the above constitutes grounds for revocation of license). _ .

) If-‘embalmed by a STUDENT, he also shall sign in hiss OWN handwntmg.

e 'Jf_'_!’.hl.s body is not embalmed, fact should be s0 stated above.
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