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WRITE PLAINLY—USING UNFADING BLACK INE--MAKE A PERMANENT RECORD
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C 19 1955 THE DIVISION OF HEALTH OF MISSOURI ?9‘?5
FILED DE STANDARD CERTIFICATE OF DEATH rate Fite N <
- .
"BIRTH uo________)cj{/ms REG. DIST. NO. _12___ PRIMARY REG. DIST. m.m__. Kegistrar's No 1313 ’
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where decosscd lived. Jf institution: residence Lefors
a. COUNTY ' a. STATE . b. COUNTY adiclssion).
5_/{[41{1 o 2y 2L Wl:('fdﬁ'f') E
b. CITY (If outcide corpurate Umits, write RURAL and give c. LENGTH OF ¢. CITY (il outalde sorporate limiits, write RURAL and cive township)
Q - ) townshipt| STAY (in this place) : )
TOWN TOWN ot T psopld 10
d. FULL NAME OF (If not la hospital or instlvution, give streot sddrese or toeation) || d. STREET - (I rural, give losation) v
HOSPITAL OR . ) ) ADDRESS f A
INSTTUTION ¢ T 0 o5 fns 2. 22l 2 7o 5
L4 [ 4
DNEACMEES%FD a. (First) b. (Mlddl?)r- J ¢ (Last) 4. Dé‘;‘E (Month) (Day) (Year)
(tveor i) e g Deceny IP70 5007 LN SR S o
8. SEX 6. COLOR OR RACE { 7. m&a\.}% EWSSCESRRIED 8. DATE OF BIRTH 9.&65;:;:;)... i woex | Yz | oer u s,
{8pect!. t onthe| Dawys | Hours | Mis,
ks never marrred. 2= 7S5 | ,j l
102. USUAL OCCUPATION G kindof wark | 10b. KIND OF BUSINESS OR IN [ 1. BIRTHPLACE (cicy wad Stcate or Foraips Conntey) Y| 12 SITIZEN OF WHAT
none dene S/_Jém/} AT TP USA.
13a. FATHER'S NAME 13b, MOTHER'S MAIDEN NAME 14, NAME OF HUSBAND OR WIFE
.Vj -~ .. —_—
accsed Demics S impson iSbirley Lre .:._%ﬂzw -
15. WAS DECEASED EVER [N U.5. ARMEW FORCEST | 16 SOC]Q( SECURITY 17. INF MANT'S SIGNATURE OR NAME ADDRESS
{Yea, 0o, or unknown} | (If yes, ive war or dates of service) - #
no - LYY I § ) et
18. CAUSE OF DEATH MEDICAL CERTIFICATION S INTERVAL BETWEEN
.|| Enter only onecausmeper 1 1. DISEASE OR CONDITION _ t.’ ‘J°~5 ph » Mo. ONSET AND DEATH
Hae for (33, (b), nd (@) | DIRECTLY LEADING TO DEATH* (4 . . at.kULj
*This doet mot meoh ANTECEDENT CAUSES Y
the mode of dying, such | Aforbid conditions, if any, giving PUE TO (b)
«as heart fatlure; axthenia,; | .ride (o the above cause (a), stating - - . - e o m— e — e . - - Y. -
de. It means the dis- the underlying couse lagt, < -7 . il SR 9 - oo SRS N R _
cate, infury, or complica- — DUE TO @ _ I _
tion which caused death, | 11. OTHER SIGNIFICANT CONDITIONS! '~ /. "y 77 e’ 5 1
Conditions condributing to the death but niot ) 770’0
related to the dizease or condition causing death,
19a. ‘DATE OF OPERA- | 'i9b. - MAJOR-FINDINGS OF OPERATION ! . .« ... .° ES L T B oo M T L, AUTOPSY?
. TION T N g
. . - 4 YES NO D
21a. ACCIDENT {Bpacity) 21b. PLACEQF INJURY (a5 incrabout | 2ic. (CITY, TOWN, OR TOWNSHIP) = (COUNTY) . " {STATE)
SUICIDE home, farm, {sctory, street, offios blds.. ev0.) “ o R PR - AT
HOMICIDE .- - . i vt oo
21d. TIME (Moath) (Day) {(Year) (Hour) 21e. INJURY OCCURRED | 21f. HOW DID INJURY OCCUR?
v . . WHILEAT ™ NOT WHILE
INJURY ) = | WORK AT WORK " : - T s nmatd

2. T hereby certify that I attended the deceased from _&_1_, 9585 A Q 19_.!‘3 that I'last saw the deceased
. oliveon G 19_-'.'.'ﬂ' and that death ocourred af _ O 4B% m. from the causes and on the - date stated above.

tf1s /sy

Ba: SIGNATURG, " 7 (Degreeortltle')t)| Z3b, ADD % 23%. DATE S!GNED

%‘[BNBU RMIS\}-A.LCREMA- 24b. DATE - 24c. NAME OF CEMETERY OR CREMATORY 2 LCEATION (Olty. town, or dunty) .- (B'_Lnte) .
N ) 1T . -
uria Dec 10, 1955 | Memorial Park. Cemetery S’c doseoh. Mo. .

RAL DIRECTOR'S 516MATURE

%.m

DATE REC'D BY LOCAL RAR'S SIGNATURE ¢3 l %- FU
Dec 16, 1955 Zr [[Mm/_

(Gmmed Emhllmn- Statement on R




STATEMENT BY LICENSED EMBALMER

I hcreby &rﬁfy that the body whose name is recorded on the reverse si_de of this certificate was embalmed by me, of by

Studaont Embalmer No,

working under my persona! supervision.

Student ..... Catssaaransecateetecstnttinans . Smeimwogﬁﬂdh

Student Embalmer
t Licensed Embalmer No “/A 2z

P. O. Addms.ﬁ%_ g I12z0.

Note: The ltbove M'UST BE SIGNED BY THE LICENSED EMBALMER in his OWN HAND G. (Faluré to comply 1
the above const:tutes grounds for revocation of license.)

If this body is fiot embalmed, fact'should be so. stated above.




