48

D

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

THE DIVISION OF HEALTH OF MISSOURI
FILED DEC 2 1055  STANDARD

GERTIFICATE OF DEATH
318 PRIMARY REG. DIST. MWO. 003

9781

a. STATE Ma, — b.

! BIRTH: NO. — REG. DIST. . REGESHIOP" S N Orerserv s rminrinersssssanes
1. PLACE OF DEATH 2. USUAL RESIDENCE (Whers d d lived. It fostitution: resid befare
a. COUNTY COUNTY sdinbwion).

b CITY (1! outolde corpyrate limits, writs RURAL snd wive c. LENGTH OF

c. CITY

4. Is Residence within Umits of

ﬂ

138, FATHER'S NAM

oe

172 2 |

townahip)| STAY (in chis placerf] OR . * glty o ipcorporsted town,
v ST Lowis 2yrs TOWN,§7 éa g - |
d. FULL NAME OF (If not in boapital or Institutiog,xlro yireet add: Toeatlon) I roral ghve lowation) 5# 1
HOSPITAL OR P P ORESS &
© INSTITUTION éﬂ/ﬂer é . ﬂ! ééé 'G_Z < /6 .-\5'0 22 —4,.5,/- &1}

3 NAME OF w (First) b. (odde) o (Lash 4. DATE (Manth)  (Day) (Year)
(oo ) L ololie 77 o Jy o 4.7 4%
§. SEX A | 6 COLOR OR RACE | 7. Mrn%%gg gls\\;ggc%nmso 8. DATE OF BIRTH 9. AGE (En yests| IF Uwoem 1 vEAR | ¥ UNDER U Has,

7 (Bpecit; last birthday) |Months| Days | Hours | Min.
Male TNMeogro | Divereed O\ feh. /9223 Sagnd |
10a. USUAL ggcuzﬁb?: u:!c::("xx:amx 10b. KIND OF BUSINESS OR IN. | 1. BIRTHPLACE {0y wug Staee or Foraidd Covntry) f 12_CITIZEN OF WHAT
(XY Private 7amle Sy fianszs - .S,

s

15. WAS DECEASED EVER IN W.S. ARMED FORCES?
{If you, give war or dates of sarvice)

{Yea, 80, or unknown)

13b. MOTHER'S NKIDEN NAME

Aro
16. SOCIAL SECURH'Y

17. INFORMANT'S SIGNATURE OR NAM

C\Lets M////f]rﬂ.s /6 Sa

éDRESS

14. WAME OF HUSBAND OR I FE
’

W P 7.

{Licensed ‘s Staternent on Reverse Side)

_18. CAUSE OF DEATH ... . MEDICAL CERTIFICATION , INTERVAL BETHEEN
: 1. DISEASE OR CONDITION AND DEATH
' ff:::;”(’:)", b and &y | DIRECTLY LEADING TO DEATH® {5y 1, Pulmonary Oedema ;
o ‘" 2, Blood loss;
o Thiz does mot mean | ANTECEDENT CAUSES S’ Anesthesla.
the mode of dying, such | Morbid condisions, if any, giving DUE TO (b}
a8 heort fallure, nsthenta, | rise to the above cause (a ) eiating gsuffered during operation for
de. It means the dig. | .the undeslying cauae last. . G‘l a &t Homer G r
eate, injury, o complica- DUE 1O (& PI‘OB tate an '
tion wohich caused death. | 1. OTHER, SIGNIFICANT CONDITIONS Phillips Hoepital, Nov. . 4,13955, i
v o Cvmdilions contributing to the death but ot * - : : i
related to the disease or condition causing death, ACCTDENT
19a. DATE OF OPERA. 1 19b. MAJOR FINDINGS OF OPERATION S . e . .20. AUTOPSY? .
—Epst- 4 /OX ves B o (]
21a. ACCIDENT Hpacity) 21b. FLACE OF INJURY te.g. inorabout | 2lc. (CITY, T@WN. OR TQWNSHIP) .- *  (COUNTY) (STATE)
. . SHHETTE hnm.#amwmtoﬁubld‘ 810} F . e
HOMIEDE OL o, T ott—e—p ‘
2id. TIME (Meath) (Day) (Yea) (Houn | 21e.ANJURY OCCURRED | 21f. HOW DJD [NJURY OCCUR?
INURY .0 g/~ =T | "heed L] "t womk
2 I hercby cerlify that I attcnded the deceased from 18—, lo , 18 , that T last saw the deceased
" ,19____, and tha! dealh oceurred al m,, from the causes and on the dale stated above.
4 Sl ATUR 2b. ADDRESS , o, Z3c. DATE
ES;: c:?- yr i @(a.a..,/f /72 J‘T
2 JBUR] gv[ALCREMA— 24b. DATE T OF CEMETERY OR CREMATORY | 24d. LOCATION (OLy, tovrn.or count) " (Blate)
) - i T i [y ‘ '
AN AN AL L A " i7Te floeK ot
DATE REC'D BY LOCAL | REQYSTRAR'S SIGNATUR j 25. FUNERAL DIRECTOR § 81 GNATURE aooazss‘/ /
| NQM 9 1955 ’ A_A_LJ i_‘l“_‘! iy, /' ry 41 A7 r /0 7E 6 f,



STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was er
by me, or by ....... creneresnrnnn e et eeiimceciiasaiaaaas ot tecrensaracsamseaanataannana

working under my personal supervision..

tudent . . iiiiiieiosiisiemsasn e ima i igned..
Studen Signature of Svudent Embalmer 318

Licensed Embaimer No%
P. O. Address ./ /2. < 6~
. A7

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.

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

e . Y AP M ¢ "‘ -




