No. 300
10.48

WRITE PLAINLY-—USING UNFADING BLACK INE—MAEKE A PERMANENT RECORD

THE DIVISION OF HEALTH OF MISSOURI
STANDARD CERTIFICATE OF DEATH State File No....

REG. DIST. NO. __/ 22 PRIMARY REG. DIST. NO._/P0&E— Keoictrar Pio..

FILED MAY 16 1955

- BIRTH KO.

12161

I. PLACE OF DEATH |2 USUAL RESIDENCE (Where decoasad lived.

1{ institution:

realdence before

Month-]

21 L) Sept. /580

ar-r ;&

a. COUNTY " \ a. STATE b, COUNTY admisslon).
Jac kyon Mo. Jackeon .
b, CITY It outaid to limits, write RURAL and xi ¢. LENGTH OF ¢. CITY .
B s S R | e
TOWN ) —,- qs'a ~5. 0 TOWN nsxs c L tj I @ N
d. FULL NAME OF (1f not in hospital or instivutiod, rive streot adiress df location} | STREET (if rural, give locattod)
HOSPITAL OR }r ADDRESS .
INSTITUTION e S=4q r-cll _g) 4 ‘7"233\. l/l f':%r RR-
- L
3 NAME OF s, (First) b. (Middie) <. (Last) 4. DATE Month)  (Day)  (Year)
(TvoeorPrint) My mam Sko)er A M- B~ S5
5. SEX D 6. COLO)(OR RACE | 7. MARRIED. NEVER MARRIED, 8. DATE OF BIRTH 9. AGE (In years| IF UNDER | YEAR | IF woER G4 HES,
WIDOWED, DIVORCED (Specity) fast h!rr.hd.ly) Duays { Hours | Min.

10a. USUAL OCCUPATION (("h'ehndofwork 10b.- KIND OF BUSINESSDOI;_EJ‘; 11. BIRTHPLACE

{City and State cr, Foreign Country} |

12. CITIZEN OF WHAT

1. DISEASE OR CONDITION _
DIRECTLY LEADING TO DEATH® (g3

. Enter only onecause per
e for {a), (b), and (c)

“This does not mean ANTECEDENT CAUSES * : : -

the mode of dying, such | Morbid conditions, if any, giving DUE TO (B)

as heart faflure, asthenia, | rise to the above cause (a) sicting
10 0 CGernenpony gohie Lolootia
(74

etc. It meane the dis- the :..mdertving couse lost,
I1. OTHER SIGNIFICANT CONDITIONS ~

lica

eare, infury, or
tien which caused death.

¢ during most of working lite, “eni!ret . COUNTRY?
Froduce — 576 Al v Fus s & | (4. S A
138. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 4. NAME OF HUSBAND OR WIFE .

Un frnouwn Unknogin Sonsa Barsky Skoler
I15. WAS DECEASED EVER [N U,S. ARMED FORCE.S’ 16. SOCIAL SECURI'IS’ 17. INFORMANT' 5 SIGNATURE OR NAME ’ ADDRESS
(Yes, ng. orunknowan) | {If yes. elve war or dates of sorvice) 3 -

)‘Va | J(ﬂ/"noy_n Mers. [Tose .4’0»-.9/:-..5:—. /7_‘9,,,5

18, CAUSE OF DEATH MEDICAL CERTIFICATION INTERVAL BETWEEN

ONSET AND DEATH
.q%jl&gg—

- Conditiens coniributing to the death but not - -—
relaled to the disease orgcond:rwn causing death. %ﬂ n d
19a. DATE OF OP_II-_“.%VE 18b., MAJOR FINDINGS OF OPERATION v 20. AUTOPSY?
YES D NO B"
21a. ACCIDENT {Bpecify) 21b. PLACE OF INJURY te.g., inarabous | 2le. (CITY, TOWN, OR TOWNSHIP) (COUNTY) [STATE)
OE boma, farm. factory. steeet, offive bldg. oto.)
HOMIC"‘" o e ——————
21d, TIME (Menth) (Day} (Year) (Hour) 2le. INJURY OCCURRED | 214, HOW DID INJURY OCCUR? .
OF . WHILEAT[—] NOT WHILE —
INJURY - - . wonr-E-rrwm-B---

22. I hereby certify that I aliended the deceased from _2"_'6.3:._, 19,2&, to M 19 =4, That I last saw the deceased

alive on - . 19851 and that death occurred at ._ﬁﬁ. m., from Yhe causes and on the date stated above.
Za. SIGNAT Graham Asher (Degrongy tithel, | 230. ADDRESS / 2. 2.0 : 2%. DATE SIGNED

) M_ N, . AL < Sl 7 -
%%BUEMISA\#.&CREMA- 24b, DATE, 242, NAME OF CEMETERY OR CREMATORY 24d. FOCATION (Oity, town, of county) (State)
(B ¥) S N . .

" Baria T | B-2055 ] Shefficfd il Hansas Cdy
DATE REC'D BY L%CEAGL REGISTRAR'S SIGNATURE |25 FUNERAL DIRECTOR"S S1GNATURE /ADDRESS
Y- tF. 5 "revn) 141 € FeLn | Mome e

{Licensed Embhmer’s Statement on Reverse Sldc)



=
STATEMENT BY LICENSED EMBALMER

.

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

........ :, Student Embalmer No...........

by me, or by

*

working under my personal supervision..

LA s T3+ 2 T LE LT IR Stgned ...... d Ckp 06‘&.4.4 ...............

Signature of Student Embalmer

Licensed Embalmer No.3 A /.C

-
) bté‘: The abpve MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (F

to comply with the above constitutes grounds for revocation of hcense)

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

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




