WivEALINMNG DLACVAR INA—XAKRE A FLEMANENT HELCURD

WAL L T LALNIIY—UONVG

! BIRTH NO.

THE DIVISION OF HEALTH OF MISSOURI .
STANDARD CERTIFICATE OF DEATH

| Bunoee 2b 198

REG. DIST. NO. ‘-/;L':D

405‘79

/O

State File No...

PRIMARY REG. DIST. NO. ‘Mﬁﬁ. Registrar's No

Tasae AlTenbrand

Victorlia Green

1. PLACE OF& {H ‘5{‘\ 2 USUAL RESIDENCE (Where decossed lived. 1f instltation: residence before
a. COUNTY 1 Yfa, STATE Mo, b. COUNTY Gentrry rdolsion.
b. CITY 453 hld- eor i writs RICRAL and give i LENGTH OF . C; ClTY (e ts limits, write RURAL azd give township) a;j/o

TEWN al lh% qﬂ‘m‘i'"h"’ Yrage wa """ TN £Toany, 2
d. FULL NAME OF (If not in hoapital ot fostitution, ive strect sddress or loe-.tlen) d. STREET ] o tho;
HOSPITA - By aporess 9 MLTSTESOTBlbany
INsTnorion Home , 9 M1, 5,E, ; =T

3. NAME OF . b. (Mlddl} Last
Siithstn  AdER Y Allenbrand PO - = ¢ Y
(T¥pe or Print) Eygin DEATH - 5

5. SEX O 6. COLOR OR RACE | 7. MARRIED, NE‘JEgClEBRRIED. 8. DATE OF BIRTH 9, AGE {n ynr- Ll; UNDER 1 YEAR | O uMDER M4 mas.

{Bpacifr), - , atha | Dy i BMin,

Male V|white MRCE> ey | Aug, 24,1687 | AN o

102. USUAL OCCUPATION (Givekind of work { 10b. KIND OF BUSIMESS OR IN- | 11. BIRTHPLACE (State or foreign ecuntey) 12, CITIZEN OF WHAT
! most of working life, sven if retired) DUSTRY 0 COUNTRY?

r Faj Mo 5, U, S
13a. FATHER'S 13b, MOTHER'S MAIDEN NAME 14, NAME OF HUSBAND OR WIFE

i5. WAS DECEASED EVER IN U,S5.ARMED FORCES?

16. SOCIAL SECURITY
(YNM.M unknowa) ] (I yes. xlve war or dates of servies) NO

Nong

17. INFORMANT "
Migs ®14

> SIGNATURE OR NAME

ADDRiisl

; e
: . A

MEDICAL CERTIFICATION N INTERVAL BETWEEN

EaToE OF DEATH I. DISEASE. OR CONDITION ONSET AND DEATH
. Enter onlyoneceuseper | |- . ( M‘g y
line for (&), (b). and (@ | CIRECTLY LEADING TO DEATH® 4 = ﬁn s
“This does not mean ANTECEDENT CAUSES ~ o g] ..7
the mode of dying, such | Morbid conditiona, if any, giving PUE TO (b) ~ 3 =~ .
of keart fallure, asthenia, rise to the above caude (a) slgting - - . U
ele. It meons the dis- the underlying cause last. .
ease, njury, or complica- - DUE TO ("):- i
tion which caused deazh. | 1. OTHER SIGNIFICANT CONDITIONS _
Conditions contributing to the death but nof
related to the disease or condition causing death.
19a. DATE OF OP'II::I%VN 196, MAJOR FINDINGS OF OPERATION 20, AUTOPSY?
M , 7/ 20 / YES D NO E:,
21a. ACCIDENT (Bpecity) 21b. PLACEOF INJURY (eg..inorabout | 21c. (CITY, TOWN, OR TOWNSHIP) {COUNTY) . (STATE)
SUFCIDE bame, larm. fratory, stroet, office bldr.. eua.) .
HOMICIDE }
21d. TIME (Moath) (Day) (Year) (Hour) 2le. INJURY OCCURRED | 21f, HOW DID INJURY OCCUR?
OF wmu-:u NOT WHILE
INJURY WORK AT WORK

2. I hereby cerlify that I attended the deccased from ‘%%_
~ alive tm@é_(_a_ JQJ_Z. and that death accurréd at

19 to ﬂL_ 19%2‘ that I last saw the deceased

m., from the cauges and on the date stated above.
23». 51 {Degros oz title) 23b. AQDRESS 23:. DATE SIGNED
0 — Ty - 1>, ‘,-'zu4u | 12~139%
24a. BU EMA- | 24b. DA 24c. NAME OF CEMETERY OR CREMATORYa 24d. LOCATIDN (Oity, town, or county) " (Stale)
EON OiAL (Bpwelfy} - ] ) R
ur 12-15-54 Berlin . | King gity Mo

DATE REC'D BY LOQCAL | REGISTRAR'S SIGNATURE -

Wec /3 5% 7170/44& Wl cets s

%zcmn;‘!’sanuﬁ Maysﬁfﬁé Mo

{Ficensed Embalmnl Sutc.‘nmt 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, or by ...

........ Stydent Embainer No.

3933

Licensed Embalmer No.
Maysville Mo

P. Q. Address

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

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




