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THE DIVISION OF HEALTH OF MISSOURI
STANDARD CERTIFICATE OF DEATH

/yf PRIHA;Y REG. DIST. uo._%kem‘nmr'; No.;l..gm..a.mu.

ALED APR 18 1956

State File Na3463
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STATEMENT BY LICENSED EMBALMER

I hereby éerti!y that the body whose name is recorded on the reverae side of this certificate was emt
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