L2

THE DIVISION OF HEALTH OF MISSOURI

‘ FILED NOV 18 1055 ~ STANDARD CERTI

"BIRTH NO.

REG. DIST. NO. 31 8 PRIMARY REG. DIST. no.]U.U_s_ Kegistrar's No

FICATE OF DEATH state Fite o 3L IBS

. FLACE OF DEATH 2 USUAL RESIDENCE (Where deosased lved. 1 lnatitation: sesidence tabres

. H . STATE b. UNT hl 7.
a. COUNTY . fy Missouri co‘ Y St. 10 sntaston
b, CITY teide limits, writse RURAL and ¢. LENGTH OF ¢ CITY ’

it oa corpurata Remite, write t::";nhin) STAY (ln this place) OR L-,/glz " I ‘ ?;Eu"" ":h m!u'::g

TOWN  St,louls ToWN  Affton BT

d. FHOUS' NAMEO%F (If not in bosplial or institution, give streot addrem or location) . .ASJLI‘RREEE‘E_E'S (It rurs!, give location)
NsTITuTIoN  Frisco Hospltal Ass’n, 6320 Hurstgreen lane

1
i done dnrlnxnm&! %031;: life, sven H retired)

Rallroad

3. NAME OF . (First b. (Mlddk) - c. (Last
Dfceasen O o g ‘ LOgE (Mo (Dey) (Y
(Tvpcor Prisa) ESMOKD VERE ASHWORTH i Oct, 19 1955
5, SEX 6. COLOR OR RACE | 7. 'm\RRIEg. TSEV&R PE\SR(E;IED.) 8. DATE OF BIRTH 9. AGE (I yean hl: n:.u |Dﬁ ; UNER &
. on! ottt Mh
Male White d July 151892 | 8™ || ]
102, USUAL OCCUPATION (Give kind ot work | 10b. KIND OF BUSINESS OR IN- | 11. BIRTHPLACE

{City and Stata or Fareiga ('alnl.ryl

Concordia, Kansas /

12_ CITIZEN OF WHAT
cou Y

Seh.

132. FATHER'S NAME

y John Ashworth

13b. MOTHER'S MAIDEN

Gertrude

NAME T4, NAME OF HUSBAND/OR WIFE

es Mrs,: Fuchs Ashworth

15. WAS DECEASED EVER IN U.S. ARMED FORCES?

(Ywsa, no, o unknown} | {If yeu, give war or dates of servics}

16. SOCIAL SECURITY
NO.

7. INFORMANT' S SIGNATURE OR NAME ADDRESS

no none none Olga Ashworth 6330 Hurstgreen lane
MEDICAL CERTIFICATION INTERVAL BETWEEN
{5;&”3,53’:;?31’; 1. DISEASE OR CONDITION ONSET AND DEATH
lime for (3, (b9, endt (@ | PIRECTLY LEADING TO DEATH"(,) Pneumonia, hypostatic terminal 3 days
.| ANTECEDENT CAuSES Cirrhosis 8 mo
*This does not meen
the mode of dying, such | Morbid conditions, if any, giving DUE TO (B) esophageal verices and with known .
e heart fotlure, asthenia, | rise fo the abooe cause (a} stating hemorrhagea :
de. It means the dis- the underlying cause laat. & L
eate, injury, or compliea- DUE TO (c) Uremia:
tion 1ohich caused death. | 1. OTHER SIGRIFICANT CONDITIONS -
’ Cundilions contributing to the death but not
related 1o the diseate or condition cauting deafh. ﬂ /- o
192. DATE OF CPERA- | 190. MAJOR FINDINGS OF OPERATION . 20. AUTOPSY?
TION . . . X
T R . k _ _ves X wo [J
21a. ACCIDENT (Bpecity) | 21b. PLACEOF INJURY tox. 13 orabomt | 2c. (CITY, TOWN, OR TOWNSHIF) (COUNTY) (STATE)
SUICIDE borme, farm, factory, street. office bidg., et0.) -
HOMICIDE
21d. TIME (Montk) (Day) (Year) (Houn | Zle. INJURY OCCURRED | 21t. HOW DID INJURY OCCUR?
INJURY WHILEAT NOT WHILE . -
WORK ATWDRK‘

‘2. | hereby certify that ] attended the deceased from

alive on = and that death occurred al

ﬂéé__ 1958510 €4

19_” hat I last saw the deceased
_M m., from the causes and on the date stated above,

4

22a. SIGNATURE

11 gree or title)

Psb "ADDRESS % Izac DA]’ESIGNED

24a. BURJAL, CREMA-
TION REMOVAL (Bpecify)

24b. DATE

24e. NAME OF CEMEI'ERY OR CREMATORY

24d. LOCATION (Cit.y. town, or connty) (sune)

Crema ct,22 QOak C a : e 0. Mo,

DATE REC'D BY LOCAL { REGISTRAR'S SIGNATURE 25. FUNERAL mazcmn S .51 GNATURE ADDRESS

BECTZOISSSEG' ij 'ryu,%n}" Kriegshauser ;228 S. Kingshighway B
V—

([icensed Embalmer’s Staternent on Reverse Side)




S

~STATEMENT BY LICENSED EMBAILMER

T hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me, or byamme.....

- B seaeararas s bt ern e mmendeeAtR R4 4 ek e mmem ms e aes eeeasesaa S s eans semee e oaea seaeeepems ek omambra s smme bt b4t b areee \ Student Embalmer No.

working under my personal! supervision, =

Student ..... iiressseresiacsaannnn Cevernees Signed.. ==X
Student Embalmer

Licensed Embalmer NOworeen Bﬂﬁ—ﬁ(h

- PO Address

- Note: ~ The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to com
the above constitutes grounds for revocation of license.)

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




