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THE DIVISION OF HEALTH OF MISSOURI

FILED OCT 231956  STANDARD CERTIFICATE OF DEATH State Fite No... A3 ¥4
BIRTH NO, REG-: DIST. NO. _&PRIMMY REG. DIST. NO. _\MsRmi:l'rar'iﬁg(,.......dz&.........

1. PLACE OF DEATH . 2. USUAL '‘RESIDENCE (Whare decoased lives innjftution: residence before
a. COUNTY y a. STATE . - b. COUNTY ad nisglon) .
Fhelps Missowrs "  Eoy
b. CCI,EY (Il outcide corpurste lmita, wtitd RURAL and give c. I?ENGTH oF il e cgg : L tatdence within Lmits of
- o wrahi in this place) - . 5 1
TOWN RD l.‘l' ! townahip} { is TOWN u, l\c'ig nrDmnnern‘r:!ad town'
d. FH&%PrAh:.EOOF (If not in hspital or imstitution, give streot nddress or location) A%r[;}}%EESTS (1t roral, give location) B 0.7:‘ [N
INSTITUTION iL!lgr !g.- dggg! !E ! a
3 NAME OF 3. (First) _ b, (Middle) c. (Last) 4 DATE (Month)  (Day) (Year)
(o pis - GUSTEY S Gevke SChaberd | vim ocTRBRIZ 1954
5. SEX E . COLOR OR RACE | 7. MARRIED, NEVER MARRIED, ®J§ 8. DATE OF BIRTH 9. AGE (In years| IF UNDER 1 YEAR | tF uMoER 4 Hes,
- WIDOWED, DIVORCED (8pectf; luat birthds Monthe| Duys | Hours | Min
Mhale T uhiTte | widowed o lnd =51 L 7EE f | g l
10a. USUA! H 3 - .
e E L e o L e TR A
_zib_a_Lﬁ Yy | ReTresl mayrThs '
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME .

15. W; DEE&ED EVER IN U.S5. ARMED FORCES? ! 16. SOCIAL SECUR:“TJ

(Yea.mo, o' wokoown) | (I yes, kive war ar dates of service)

INTERVM. BETWEEN
ONSET AND DEATH

18. CAUSE OF DEATH }
_Enter only onectussper | |. DISEASE OR CONDITION
Jine for (8), (b, and (@ | PIRECTLY LEADING TO DEATH® (g

*This does mot megn | ANTECEDENT CAUSES ’ -—

the mode of dying, such | Adorbid conditions, if any, gicing DUE TO (b)
a8 keart failure, asthenia, rise to the above caute (a) slating

ete. It meana the dis- the underlying cause last.

case, infury, or complica- DUE TO (¢) —
tion which caused death, | 11 OTHER SIGNIFICANT CONDITIONS
Cundilions contributing to the death but a0t

related to the direase or condition causing death. ™
19a. DATE OF OP_Ir-:%AN- 150. MAJOR FINDINGS OF QPERATION 2. AUTOPSY?
"\ - ‘. ! -
57& YES D NO B

21a, ACCIDENT - (Bpeciiy) 21b. PLACEOF INJURY (e.s..inorabout | 2lc. (CITY, TOWN, OR TOWNSHIP) (COUNTY) (STATE)

SUICIDE "~ o~ homae, farm, factory, atreet, office bldg., et0.)

HOMICIDE. - ’ S 3 — —
21d. TIME (Month) -~ (Day)  (Year) (Houn) 2le. INJURY OCCURRED | 21f. HOW DID INJURY OCCUR?
~, INJURY WHILEAT KOT WHILE ’

WORK AT WORK

22. I hereby eertify that I allerided the deceased from _G_CL; 198K, to __.QCI_b_ 19_-{_‘ that I last saw the deceased
 ativeon _Oc®jia 19 58 and that death occurred at _'L_ﬂ_u?m ., Jrom the causes and on the date siated above.

23a, SIGNATURE {Dregroe or title, 23b. ADDRESS 23, DATE SIGNED
. - 1]
AGE (o dpt g P78, 23w -pth Polla . Mo | sz, 3458
24a. BURIAL, CREMA- | 24b. DATE Me. NAME OF CEMETE/RY ;;m 24d. LOCATION (City, town, or county) {State)

B REgM?VQALiM’] 18— 151952 PellePinTarn & M 7\ /o

DATE REC'D BY LORCE%L EGISTRAR'S SIGNATURE y 25, FUNERAL DIRECTOR,

; (Licensed Embalmet’s Sm:. Rot on Reverse Slde) “ g
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STATEMENT BY LICENSED EMBALMER

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

By MNE, OF DY Lo i e e e

, Student Embalmer No.

working under my personal supervision..

Student

. : Wy
y Signed..... e B, : 2 ar
Signature of Student Embelmer

icensed Embalm N
,/

P. O Address—“v‘.ﬂ?

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

to comply with the above constitutes gronpds for revocation of license}.

S 3. If embalmed by a S"I‘\U\DtEI\.IT . he also shall signijg hig QWI handwriting. " .
I¢ this body is not embalmed, fact should be so stated above. o
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