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Doctor, coroner, stc. must use anly standard nomenclature in item 18. No symptoms will ba listed. All
disecses in Port | must be cozually related. Coroner connot Certify 1o a death due to noturel couses

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE
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THE DIVISION OF HEALTH OF MISSOURI

FILED SEP 27 1956

Rogi stration District No, oo

STANDARD CERTIFICATE OF DEATH

30

TSTATE FILE NUMBER  gu o

Primary Registration District No/.g.._g_zm_ ........ ~ Registrar's No, _....8‘8.2.

1. PLACE OF DEATH 2. USUAL RESIDENCE (Where dacaased lived. If institption: Rosid-n:n.bol_on,
. COUNTY o STATE ' b, COU acmission
- ~ sasl ~Missours - ek
b. CITY (If optside corparate limits, give TOWNSHIP only} | Inside Limits e. ClT‘l’ Inside Limirs
OR '
TOWN A N fn 5 a, * Y-S“ Ne D a TOWN {” 5A 5- C +y Y—st Ne OO
c I':gls-FI;I'INAAI’.‘EOgF (¢ NOT"‘"""P"“’ Bﬂdﬂﬂ“ n)|Length of stay in “‘l ?b STREET ._.- (1f nuuldo give lgcatian) Reside on Farm
INSTITUTION LOYEARS A} ADDRESS Y uﬂuc/o £ YesOl Nol
3. NAME OF F‘fm Middle Last DATE Month Day Year
DECTASED . /_ _[’ +
(Tape or pring WMoni-tor wDgpt [, 1954
5. SEX LOR OR RACE  |7. manrieo [ never marrfeo (] & 072 OF BIRTH §. AGE ([/n yeard | IF UNDER | YEAR JIF UNDER 24 HRS.
L o F tast hirthdap) Aontra I Daye Hours | Min.
ALE L(JJ“ -‘-g wipowep [ ovorcen [ JA N gé
10a. USUAL OCCUPATION (Qise kind of work done [106. KIND OF BUSINESS OR INDUSTRY [ 11. BIRTHPLACE (Ciry and atate or m, 12. CIMZEN OF WHAT COUNTRY?

16."CAUSE OF BEATH [Enfer only one cause per Hm Jor (0), (b). and {¢).]

uring most of working life, rgtired)
0D enTeR | Alioed MNeduchow Wewdegse J u.5.4.
13. FATHER'S NAME }_ 14, MQ vﬁ S MAIDEN MAME \
David K Wont{or heRES A 7R:ENC/
1(5'.’?1.:3 DECEASED l'f\l'!(!}lr i?.li‘f:ﬁ!:fi‘fg:ifs:m, 16. SOCIAL SECURITY NO. |17, I)II'DRMAHT fzd}'%t
o™ | 494 05-394¢ Mgz + ' o,

INTERVAL BETWEEN

PART 1. DEATH WAS CAUSED BY: s P ' ONSET AND DEATH
’ IMMEDIATE CAUSE (g} F T E:- 7 yocseo I_Q‘L INFARCT 1o .
anmma. Ui“" bUE To ') A—da TE @quq—gy 0‘,‘24«.‘ roAy SR L,
which gape ris, A 7 - T 37
e e T e et Amer Dooe T
& lﬂﬂf!ﬂ - ,E‘ ch( or A r by -
¥z Iying  catse 'iu; DUE TO (&) <ro# a?? A7 EALE -
=] PART 1. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART i{a} 9. WAS AUTOPSY
= PERFORMED?
3 JEYPER TE=ry tog= - si0 fhscairn Drietrgm ves () wo
:L_' 20a. ACCIDENT SUICIDE HOMICIDE | 205, DESCRIBE HOW INJURY OCCURRED. (Enter neture of infury in Part I or-Pagrt 1 of ftem 18.) '
g (] (] O
3 20¢. TIME OF Hour  Month, Day, Yeor
IIJRY  ¢. m. .
E p. m, .
I %} 20d. NJuRY OCCURRED 20¢. PLACE OF INJURY (. g., in or about home, |20, CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT NOT. fatm, factory, street, office didy., elc.)
WORK ORK
2. Iatund% the degbased from /" .3 2 5_-5 . to q-/ -—VC and last saw him alive on 7"’ /" S-Z
Daath occurradlat m on the date stated above; and to the beat of my knowledge, fram the causes stated.
22a. SIGNATU ~1 . ree or title) ) . ADDR 22, DATE SIGNED
o . |n 27»«&.& Ay Lew. (g9t
23a. BuRIAL, W" 23, DATE 23¢. NAME OF CEMETERY OR CREMATORY / 22d. LOCATION (City, town, or counly) {Stale)
REMQVAL (! ify . . .
| BugRn OepT ¢ 1956 |MT Moritw (emerery | Hawsas Cory  MrssouRi

24. FUXERAL DIRECTOR ADDRES)

K.C Ha

25. DATE RECD, BY LOCAL REG,

by .S “Hlva_~

26. REGISTRAR'S SIGNA'H{HE

{Licenled Embalmer’s Statement on Reverse Side)




————————— - — ——

STATEMENT BY LICENSED EMBALMER

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

By M€, OF By .o i recserssiasses st ee e , Student Embalmer No..........

working under my personal supervision..

Student oo et ieeenens Signed gMﬂ:ﬂ ﬁé&@é

Signature of Student Embalper

) P. O. Address./.gf.n.e.s....x

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (F
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.




