No. 300

10. 48

G UNFADING BLACK INE—MAKE A PERMANENT RECORD

rh

WRITE

PLAINTY—USIN

}

THE DIVISION OF HEALTH OF MISSOURI

FIEDJAN 111955  STANDARD CERTIFICATE OF DEATH State Fite Mo
o - .
toRt w0, wee. oust. no. ST E eniumay nee. sy, wo. 3035 repivears o OB
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where decossed lived. If institution: residence before
a. COUNTY a. STATE . . b. CQLINT adinission).
Lafayette Missouri fayette
b. CITY (If outside corporate limita, writa RURAL and give c. LENGTH OF c. CITY . d s Residence within Lmits of
. township) SgAY {in Lhis place’ OR . a ety or incorporated town?
TOWN Texinsgton ks Towfexington Rl A
d. FEI(SIS-PP‘[‘BME QOF (If not in hoapital or institution, give sirect address or location) A%I.DRREEE-SE': (I raral, give location) C‘} 5"9[-.7_,/ ..
'NST'TUTIONLmngj_Qn_MQL.oLi_al Hosmth\,] 168&h & Populap <
3 EI;JE%NI_;E S'EI)EFI:.') a. (First) b. (Middle) c. (Last) ) DATE (Month)  (Day)  (Year)
(Tvpeor Print) Cland ias Enmangel Vedel DEM vephber 10,1954
5. SEX 6. COLOR OR RACE | 7. NIADROR“‘!'EB gWgEC%SRRIED 8. DATE QOF BIRTH 9, IiGE (It‘:hyea.n F UNDER | YEAR | IF UNDER 1 Wns,
. (Bpecily) t birthday) |Moaths | Days | Hours | Min.
Male White Married ZApril 9,1871 _83.
10a. USUAL OCCUPATION (Givekindof work | 10b. KIND OF BUSINESS OR IN- | 13, BIRTHPLACE . . 3
done during most of working Lifs, usunnif :ntrr::l) DUSTRY {City and State or Fnregyplﬂ? I lzcgﬂ‘;il%ERr:I(?F WHAT
Coal Miner emn/iye e Bessege, France 2 | U.S.A.
138, FATHER'S NAME 13b. ‘MOTHER™ S MAIDEN NAME i4. NAME OF HUSBAND OR WIFE
Oynriin Yed el ! Not Known > i :
15. WAS DECEASED EVER IN U, 5. ARMED FORCES? | 16. SOCIAL SECURITY | 17. INFORMANT' S SIGNATURE OR NAME ADDRESS
{Yes. no.orunknown} | {If yes, give war or dates of service} NO. . .
eyl aAITIL Mrs, Paaline Vedel, K Iexinsgton, Mo
18. CAUSE OF DEATH ~ MEDICAL CERTIFICATION ) ) SN lg;ggu BETWEEN
| Enter only onecauseper | {. DISEASE OR CONDITION - - ) - AND DEATH
Jime for (a9, by and (@) | DIRECTLY LEADING TO DEATH* () Cerebral hemorrhagze 6 wks
. ANTECEDENT CAUSES .
*This dees not mean Hynerte
the mode of dying, such | Adorbid conditions, if any, giving DUE TO (b} __- y 13!:, nsion
as heart failure, asthenia, rise Lo the above causre {a) stating N
ee. It meany the dig. | the underiying cause last.
ease, infury, or complica- DUE TO ()
tion which caused death. | 11, OTHER SIGNIFICANT COMDITIONS
Conditions confributing fo the death but not
related to the dizease or condition causing death.
19a. DATE OF OP'E%IN 150. MAJOR FINDINGS OF OPERATION 20, AUTOPSY?
. J_?/ 7‘< YES D NO @
2ia. ACCIDENT (Bpecify} 21b, PLACE OF INJURY (e.g..in orabout | 21c. {CITY, TOWN, OR TOWNSHIP) ({COUNTY) {STATE)
SUICIDE . K ' . home, farm, fagtory, atreet. office blds..e10.)
HOMICIDE ' P
21d. TIME (Month) (Day) (Year) (Hour) | 2le. INJURY OCCURRED | 21, HOW DID INJURY OCCUR?
WHILE AT NOT WHILE
INJURY WORK AT WORK
z. I hereby certify thgt I atlended the deceased from 9/ 29/ s 194 , lo _J-AL:LQ,L, 1.955_, that I last saw the deceased
“alive on _-LJ-ZQL 1.5_._ and that death occurred at L 222 A m., from the causes and on the date stated above.
23a. SIGNATURE C} {Degres or title) 23b. ADDRESS . 23s. DATE SIGNED
[Potnn ) Jebd Dot ppaa : L AN D Lexington, Mo. J12/29/54
24a. BURIAL, CREMA- | 24b. DATE 24c. NAME OF CEMETERY OR CREMATORY 24d. LOCATION (City, town, ¢r county) (Btate)
TION, REMOVAL {Bpacity) _ . '
ial vember 12,1954 al g in: M. i
211—: REC'D BY LOCAL %RAR‘S SIGNATURE ] 5" b A Y .

~
icensed Embalmer’s Statement 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 emb
by e, OF By o e

working under my personal supervision..

Student.. . . v Signed.
Signature of Student Embalmer

Licensed Embalm Noi/’i

P. O. Addr 4%,?/% ,7

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

If embalmed by a STUDENT, he also shall sign in his OWN handwriting.

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



