Hualth,

L Welfare
Public

 Service

¥

USE-ONLY' BLACK INK OR RIBGBON TYPEWRITE IF POSSIBLE

diseases in Pert | must be casuvally reloted. Coroner cannot certify 10 o death due to natural causes.

Doctor, coraner, etc. must use only standard namencloture in item 18. No symptoms wiil be listed. All

. HLED OCT 8
y] ? I;;J ﬂ? X 4—*5’]& Registration Distriet No. ...

I3 FATHER'S NAME

THE DIVISION OF HEALTH OF MISS0URI
STANDARD CERTIFICATE OF DEATH

. Primary Registration Distriet No.; p/? ........... Ragistror's No, /3 Z

1956

0.7

30304....

Q.
NUMBER

1. PLACE OF DEATH 2. USUAL RESI NCE {Whore deceased lived. 1f institution: Residence. btfor-
. COUNTY o STATE b. c% > o esig)
° UNKL ] A/ PPIIIIR Ma—iﬁ
b. CITY {If outside corporate hml!s, give TOWNSHIP only}| Inside Limits c. CITY Inﬁu Limits
Y Ne O .
TO""N /R/ﬁl\//\/ﬁf"}’ s ° Town é./m MO, A rf:lr O Naye
. . [ v
< Eng‘FI'_I'?:#EOEF 0 ? “""“) Length of stoy in ib 4. STREET (If sutside, give locaiion) Repide on Farm
INSTITUTION / R,‘z L/a R PiLtAL ADDRESS Yes¥ NoDO

3. NAME OF
DECEASED
(Type or print)

First

SYzY/E

Middie

cJo£

ToeKER

DATE Month Year

DEATH J\EF]' 25-— /9.62:

|l.

during most of working life, eoen If retired)

| S

m/WL

5. sex €. COLOR OR RACE 7. marriep ) NEVER Mnﬂnm 8, DATE OF BIRTH 9. AGE (In years | WF UNDER | YEAR I UNDER 24 HRS.
. {axt birthday) ['Montha | Days | Hours | Min,
F"‘-E WH TE wiooweo [ vivorcen [ /qb G 2 9"/9 T~
-[10a. USUAL OCCUPATION (Qive kind of work done | 106, KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (City and atate or country) éf‘_‘l} CITIZEN. OFTWHAT COUNTRY?

ENNE 7T U.Sa

Do~
4. MOTHER'S MAIDEN NAME

H&vﬂq Jog e OFdis-

SevE A TUeKER

15. WAS DECEASED EVER IN U. 5, ARMED FORCES?
{Yes, na, ov unknawn)

Mo

(1f wes, 2ive war or datew of rervic)

M

16. SOCIAL SECURITY NO.

N o t—

7

Address

J>o-

PART |. DEATH WAS CAUSED BY:
IMMEDIATE CAUSE. ()"

Conditiens, if any,
which gave rise fo
above causge (8),
stating the under-

OUE TO (&)

1B. CAUSE OF DEATH [ Enter only one cause per line fi

(a), (b) and (c).]

frouminré

INTERVAL BETWEEN

;ET AND DEATZ
el T~

‘Death occurred at

z lying cause lost, OUE TO ()
g T PART 1i} QTHER SIGHIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NQT.RELATED TQ THE TERMINAL DISEASE CONDITION GIVEN N PART i(a) 19 WAS AUTOPSY
=t ) PERFORMED?
g 7 7 2. Q ves [ wo V
E 20a. ACCIDENT SUICIDE HOMICIOE | 20b. DESCRIBE MOW INJURY QCCURRED. {Enfer nofure of injury in Part for Part I of item 18.}
] B (] O
i . .
L] - e
& | ®¢c. TIME OF  Hour. Month, Day, Year| - |
[y] IMJURY a, m. - - T
a p.m. Coo s
w
X | 204. INJURY OCCURRED 20¢. PLACE OF INSURY (2. 9., in or ahout home, 207. CITY. TOWN. OR LOCATION COUNTY STATE
WHILE AT NOT WHILE farm, foctory, atreet, office bidy., eic.)
WORK AT WORK —
2l. I artended the dccoaud’ h #.L__@ _%Z-L'-_s‘é and faat saw ":'; alive on =
m

on the date stated above; and to the best of my knowledge, from the causes stated.

( Deyru or

ff![c)

P,

C

22¢, DATE SIGNED

G 22

22h. ADDRESS

/W%W

23a. BUTIAL, CREMATION,
EROVAL (Specif)

735, DATE

S .26 25%

23c. NAME OF CEMRTERY OR CREMATORY

(PN g

(Stater ‘ﬂ

23d. LOCATION [City, town. or county)

o

‘.24./53:15&.11_ DIZOR ADDRESS

- F/Mb% Mo

. DATE RECD, BY LOCAL REG,

P2 0055% Pt e

{Licensed Embalmer’s Statement on Reverse Side)



REGEIVED DEMKLHY COUNTY HEALTH

nY DEPARTMENT ... /0 = [ = &
s um GOUNTY FILE NUMBER /oL = 35

STATEMENT BY LICENSED EMBALMER |

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

byme, or by _...... ...l e eaeemeeessteseeeerem e tiessasesasesssersasneeenastreasonnas .., Student Embalmer No..........

working under my personal supervision..

Student....c.corimeiimciiiiiiisr i aisiimaaaaaas
Signature of Student Embalmer
Licensed Embalmer Ncmzj:;Z

) P. O. Addresqze.-:u«d‘b{,.

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

RS




