TME AYLRDION Ur FMOALIF UF MibAJURI
o FILED JAN 271955 SyANDARD CERTIFICATE OF DEATH N4

- ¢ Ng.owu St
BIRTH NO. REG. DIST. NO. .2 J 1 — PRIMARY REG. DIST, NO. J?a'___._ Regintror's Ng,___a_g .

; 1. PLACE OF DEATH ) 2. USUAL RESIDENCE (Wbers 4 d lived, If lostitetlon: id bafore
rAZO a. COUNTY I"B.?l.?,@rt Koch Hospital a. STATE Missouri b. COUNTY admimion).
b. CITY (It cutslde corpurate limits, writs RURAL aod . LENGTH OF || ¢. CITY . e
DR o corporaia fmin, wrlle uwasbip)| STAY (la thia place’ OR .Gt L LliS . + 1';:‘“" o i A
TOWN Koch, Mo 2133 dayg Town 10T baUd e Co
d. FULL NAME OF hoaplial o i da . STREET
Hosp e OF (1 oot ia or 0, give street orl . ADDRESS (If rura), cive location) =2 /7 9
INSTITUTIOR. Bp_e_r_t,_KQ_ch_Hosnita] | 1917 Becon Street
[l % NAME OF 8. (First) o b, (Middle) c. (Last) : | 4. DATE {Month)  (Day) (Year)
4 |_Cvseorsm) ___ Ruby 8- Me Cullum | o%m 12 -19 - 54
5. S5EX 6. COLOR OR RACE | 7. MARRIED, NEVE MARRIED, 8. DATE OF BIRTH S. AGE (In years| ¥ UNoER | YEAR | & UwDER 24 xS,
WIDOWED, DIVORCED (Bpecity) Iast birthday) |Montha] Dajs | Houm | Mha
Fem Negro Single [ 2-8-05 L9 .l 31 |
10a. USUAL OCCUPATION (Qlve kindof work' | 10b. KIND OF BUSINESS OR IN- | 1). BIRTHPLACE s .
daudnﬁn:mmotworkiuﬂh.mn:lnd::) = DUSTRY . {City end Scats or Forsigs Cal)uy} 'Z-Cgm'!z%"'{?oFWHAT
Nil U MMMW US4
- faa. FATMER'S NAME 13b. MOTHER'S MAIDEN NAME . BAND‘OR WIFE
o Lonnie Me Cullum Clander Matte . : oNE :
I5. WAS DECEASED EVER IN U.S ARMED FORCES? | 16. SOCIAL SECURITY | 1I7. INFORMANT'S S| GMNATURE OR NAME - " ADDRESS
(Yes, 5o, or ynknown) | (If yew, rive war or dates of sarvice) 2 . "
NO None : None Medical R i
1B, CAUSE OF DEATH MEDICAL CERTIFICATION INTERVAL BETWEEN
Enter onlycnecoussper | 1. DISEASE OR CONDITION . ONSET AND DEATH

Yo for (a), (b), ond (o) | DIRECTLY LEADINGTO DEATHS ) _Elllm.o.n.a.r.y_ﬂlube:c.u.Lgsw -8 ypse—

*This does not mean ANTECEDENT CAUSE..

the mode of dying, such | Morbid conditions, if any, giving DUE TO (0)
a Beart foflure, asthendn, | rite fo the above cause (a) stoting
de. It meons the dig. | ohe underiying cauase lost.

el ~ ° DETO() : Y

case, infury, or
tion whch caused death. | 1. OTHER SIGNIFICANT CONDITIONS
! Conditions contributing to the death dut not
related to the disease or condition causing death.
19a, DATE OF OP'IEI%: 19b. MAJOR FINDINGS OF OPERATION . ‘ A 20, AUTOPSYT
. ‘ - 007N w0 Wi
21s. ACCIDENT (Bpecltyy "% 21b. PLACEOF INJURY (s.g..incrabogt | 21c. (CITY, TOWN, OR TOWNSHIP) (COUNTY) (STATE)
SUICIBE homs, tarm, nstory. atreat, office bidy.,et0.}
HOMICIDE - e i
21d. TIME {Month) (Day) (Year) (Hour) 2le. INJURY OCCURRED | 21f. HOW DID INJURY OCCUR?
QF WHILEAT[—] NOTWHILE
INJURY v = | “work AT WORK
2. I hereby cerllfy that I attended the deceased from _L=30= 1054, ,to 1 2m10Q-5.95___, that I last saw the deceased
alive o‘n , 18, ,and that death occurred o 9:30 18,oftbm the causes and on the date stated above.
) 23, SIG ég j 7/ (Degree or title) | 23b. ADDRESS Z%. DATE SIGNED
% M.D. Robert Koch Hospital 122215,
BURIAL, CREMA- | 24b. DATE ‘ 24c. NAME OF CEMETERY OR CREMATORY 244, LOCATION (Oity, town, or county) {Btato)

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

'zl"%N EMQVAL (Bpedty)
\ .&A-L

To foo fea Missouri

DATE REC'D BY L.OCAL iS’TR’AhZS%EGNATURP

12-2Y-64




156V -

—

- - STATEMENT BY LICENSED EMBALMER

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

byme, OF by ..o e eeeeeeatesamnenao b » Student Embalmer No..............

working under my personal supervision..

Student........ e edseiasseneesesrtais e
Signature of Student Embalmer

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

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

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

- - .




