THE DIVISION OF HEALTH OF MISSOURI

FILED NOV 21 1955

5/ oo

22. 1 hereby certify that I pllended (he desesed from _&‘L,A ZL' y L 19,
glive on 0 , 19_6__$and that death ocpurred ailds m., from the causes and on the da
L

No. 506 36
o2 STANDARD CERTIFICATE OF DEATH - -t
BIRTH KO, REG. DIST.-NO. __42___ paimary AeG. oist. wo. _ 1000 wepictrars No.. 1187
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deconsed lived. 1f i(oatitution: residence before
] _ e ) dinkealont.
\ 2. COUNTY  Bychanan 2. STATE M gsouri b COUNTY  Bychanad™™
b, CITY (1f outeide its Limita, write RURAL and gi ¢. LENGTH OF ¢. CITY
o coroens N “m‘:‘:uhlp) STLY t?t.hi- place) OR d":r]}f;lm ¥ m!:’:tedm;ln‘:r:;
town  St, Joseph ife ToWN  St., Joseph A =
% d. FHé!S.PrTAAI‘Jll-EO%F (If not in bospits] or ipstitution, give strwat sddress or location) .A%I-DRFEEE;S (If rorsl, give location) y i i 75
2 Watorion 1715 Elwood St. 1715 Elwood St. 210
E 36“EAC%ES%FD a. (First) b. (Middle) c. (Last) 4. DATE {Monih) (Dsy) (Year)
b |__(Twpeor Py WILLIAM OLIVER DIDLO DEATH _ Nov, 8 1955
E 5, SEX 6. COLOR OR RACE | 7. MARRIED, NEVER MARRIED, £ 8, DATE OF BIRTH 9. AGE (In years| IF UNDER 1 TEAR | @ UADER M was,
% . WIDOQWED, DIVORCED (8pacity] last birtbday) Mnnlh-, Days | Hours | Min.
2 Male | White Widowed Avgust 27, 1872 | 83 | _. I
2 10a. USUAL OCCUPATION (Givekindof wark | 10b. KIND OF BUSINESS OR IN- | 11. BIRTHPLACE . - - ]
-4 donldmbzmmtofworldn;li[a.o:.naﬂ ut.ir:l) " DUSTRY (City and Stats or Foreign Country) ('(/ ‘zcglljﬁ%ﬁﬁ?FWHAT
& Ret, Farmer Farming | St. Joseph Missouri
< 13a. FATHER'S NAME 130, MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WiFE
Nicholas Didlo Pauline Calame Margaret Mae Didlo {(Deceased
i<
& 15. WAS DECEASED EVER [N U.S. ARMED FORCES? | 16. SOCIAL SECURITY | 17. INFORMANT S SIGNATURE OR NAME ADDRESS
= (Yes, B, 6r unksowa) | (If yes, give war or dates of servies)
= No NQ&Q Mrs, Pa.u.:l_. Jahnke St. JOSEPh, }IOQ
| 18. CAUSE OF DEATH MEDICA TIFICATIO, h) gﬁgﬁhsmw
X [ Foteronly oneeausper [ I DISEASE OR CONDITION 9 D DEATH
& Jize for (), (b}, nnd (¢) | PVRECTLY LEADING TO DEATH® (5 7 ’) ’W & _‘“‘—&e'q,
E “This does mot mean | ANTECEDENT CAUSES _ ) m : ._2
- the mode of dying, such Aorbtid conditions, {f ory, giring DUE=To~{by -
- ar heart follure, asthenia, | riee o the above cause (a} atating
e ete. It means the dis- ihe underlying cauar last. —- 5 O_O
) case, injury, or complica- BUE TO (¢ ! I
5. || tion which caused death. | 11. OTHER SIGNIFICANT CONDITIONS
- Conditions contributing fo the death but not 3 ) W
E | _reloted to the disease of condition causing death.
b= 195. DATE OF OPERA- | 19b. MAJOR FINDINGS OF OPERATION 20. AUTOPSY?
. TION
= ves [ ] wo @
o || 218 ACCIDENT (Speciiy) 21b. PLACE OF INJURY fa.g.. lnorabout | 21, (CITY, TOWN, OR TOWNSHIP) (COUNTY) (STATE)
h - SUICIDE, howa, farm, factory, street, ofice bidg.,ev0.) .
Z HOMICIDE /7
g 214. TIME (Month) (Day) (Year) (Houn | 2le. INJURY OCCURRED | 2if. ROW DID INJURY OCCUR? W
WHILEAT ] NOT WHILE
| INJURY o. | " work AT WORK [/
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I nhvsq 23b. ADDR 71 23:. DATE SIGNED
™~ A
DATE ME OF CEMETERY OR CRENATQ) l > ON (Olty; 16wk, o1 connty)  ~  (Stato)
11-10=55 Mt. Auburm Ce S5t, Yose i8
DATE REC'D BY LOCAL | REGJETRAR'S SIGNATURE 4.5 5. | BAYNERAT DInESTOR" 8 51 GMATOR ADDRE 85
. Nov 16, 1955 ﬁﬁp‘d 2. W ps, tevetnal St. Joseph, Mo,

(l.icensed Embalmet’s Statemnent on Reverse Side)




UYL ET. Tol

STATEMENT BY LICENSED EMBALMER

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

DY IMI@, OF DY .o iiiiiiarirrem s riaasaemsasstesaaanonsoranaaasaaea sssnanamranantonoanos

working under my personal supervision..

Student ....coiimsocienrara e Signed %«Z/ Z

Signature of Student Exbalmer
I's
Licensed Embalmer No.’ﬁ(é.zz

P. O, Addre R = S

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Fai
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 aboye. -




