‘ ' . THE DIVISION OF HEALTH OF MISSOURI 37@3 4 L

No. 300
ve-oo || FILED NOV 23 1955 STANDARD CERT!FICATE OF DEATH St e o f Y B
'BIRTH KO, REG. DIST. NO. [ﬁ s PRIMARY REG. DIST. N0. /O O Eegistrar’s No
1. PLACE QF DEATH 2. USUAL RESIDENCE (Where decossed lived. If institution: residence before
! a. COUNTY -~-a, STATE b. COUNRTY adinimion},
Jackson _Missouri Jacksgn
b. CITY (1 outside corpurate limits, weite RURAL wnd give ¢, LENGTH OF c. CITY d. Is Residence within Lmils of
townabipl| STAY (in this place) OR & tliy or incorporated town?
TOWN C TOWN  Kongag City Yoi h o O
d. FH&.%P?_?AI\’H-EO%F (I not in hospita! or institution, give streot aditrom or locatlon) AS];FDRF%EEgs {If tural, give location} 7 ol §
INSTITUTION  Home 723l Park _ 40 722), Park
3, NAME OF a. (First, b. (Middle) . ¢ (Last}
DECEASED (First) ( ! 4. DATE (Menth)  (Day)  (Year)
(Typeor Print) _ DOM LEO SPICER,SR. -1 DEATH 11 6 55
5, SEX o 6. COLOR OR RACE | 7. MARRIED, NEVER MARRIED, ' | 8. DATE OF HIRTH 9. AGE (In yesrs| IF UNDER 1 YEAR | & UNOER a1 4ms.
WIDOWED, DIVORCED (Bpecify) last birthday) Munl-hll Days | Hours | Min,
Male Whi te —_Married | _Auga l0th, 1880 75 [ |
i0a. USUAL OCCUPATION (Givekindof work | 10b. KIND OF BUSINESS OR IN- | 11. Bl PLACE " . - 12. CITIZEN
dnmdurin;mu-v.o!wnrunguf-.-:-ann rnJ:d) on S iner & Aw’ (Civy and State or F.‘enulo(‘nunnyl COUNTRY?FWHAT
R i ity, Co. Clarenc 158! U,S5.A.
13a. FATHER'S NAME 13b. MOTHER"S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE

BLACK INK—MAKRKE A PERMANENT RECORD

' Curtis L, Spicer Mary Bill Wa) | M Dorothy Fay Spicer
15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY | 17. INFORMANT'S SIGNATURE OR NAME ADDRESS
{Yes, no, gr unknown) (If you, glve war or dates of sorvice) NO.
o —_ Dorothy Fay Spicer 723l Park
18. CAUSE OF DEATH . DISEASE OR MED[F:AL CERTIFICATION - ] 1??5&\;?\1;{3%75%"
, Enteronly onecauseper |~ CONDITION CC L O z
oo (r o5 (4, and (0 | PIRECTLY LEADING TO DEATH" CORO&&-\&((_ [o L € ocp
: ANTECEDENT CAUSES . i P~
*This does not meen ‘@l‘cﬁ A, k‘.—. égd’ —_—
the mode of dying, such | Morbid conditions, if any, gicing BUE TO (b) 4= A% < ( % S-C-L" SKs w
aa heard fallure, asthenia, | ride to the above couse (o) stating
ce. It means the dig. | the underiying cause last. . o o . . ) . _ L{ 'J,D ‘
ease, infury, or compliza- DUE TQ {c}
fion which caused death. II OTHER SIGNIFICANT CONDITIONS g 7
! " Conditions contributing to the death but aot A % é's
related to the disease orgconduwﬂ causing dcuﬂ\ Mdam
19a. DATE QF OPERA- lQb. MAJOR FINDINGS OF OPERATION .| 2. AUTOPSY?
TION . .. -
(&) ves [ wo K]
21a. ACCIDENT (8; ¥} 21b. PLACEOF INJURY (e.g..lnorabout | 2Ic. (CITY, TOWN. OR TOWNSHIP) (COUNTY) (STATE) N
ls'ngﬁilglEDE 5 bome, farm, fnctory, street, office bldg., sra.)
] .

21e. INJURY OCCURRED | 2if. HOW DID INJURY OCCUR?

WHILE AT NOT WHILE
WORK AT WORK

22. I heraby certi{y thaat I atlended the deceased from _\L____, IPEO M , that I last saw the deceased

alive on =, 19 , and that death occurred al ________ m., from the causes and on the date stated above.

23, SIGNATU C. Qulstgard (Dpgree mliﬂ}‘ 2 ADDRESS Q &(_ ﬁ Z%. DATE SIGNED
(O.Lc 0 Sapmll e ~-3

2id. TIME (Month)  (Day)  (Year) (Hour)
OF
INJURY o m.

WRITE PLAINLY—USING UNFADING

'ZI’ABNB UER MI 6‘,}-,;,_‘:“ A- | 24b, DATE 24c. NAME OF CEMETERY OR CREMATORY | 24d. LOCATION (Olty, town, or county) {Stote)
ION, 8 R
WA s e oreaf AL ComiZiny | Homeas 8y Dy,
DATE REC'D BY L‘%CEAL REGISTRAR'S SIGNATURE 25 FUNERAL [ RECTOR'S S| GRATURE® ADDRE 35
M -7 58" A | Mallody=HMaGillay=Eylar 1800 E. Linwood

(Licensed Embalmer’s Statement on Reverse Side)




o B Duies
: EZ GFr )
Tt q:3¢,

STATEMENT BY LICENSED EMBALMER

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

P. O. Address..... / (6m

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

- —




