THE DIVISION OF HEALTH OF MISSOURI

b, FILEB JAN 211957 STANDARD CERTIFICATE OF DEATH I 2. - T

STATE FILE NUMBER

alfare
li‘t Ragistration Distriet No. ..o 42 ............ Primary Registration District No. :..1000 Raegistrar's Ne. ...
ice
1. PLACE OF DEATH 2. USUAL RESIDENRCE ([Where decaased lived. If inatitution: Razidence before
9" o COUNTY o. STATE ’ b. COUNTY admiasien)
006 b. CITY (If outside corporate limits, give TOWNSHIP only)] Inside Limits c, CITY side Limits
¥ oo U Gyt Py
Yes M Ne 01 W (_(f
TOWN TOWN 4 écs (] NeoD
c. *I;gls.'l;l‘p:t\EogF (f NOTlnl‘lospna! give location}|L ength of stay in 1b - d. STREET {I{ outside, give Iocoﬁbn) Reside en Form
INSTITUTION ,@5;& Mrtr Dt 32 |Gyom -u-ﬁ ADORESS ‘ot  Quiias . YosO NoD
L
3. NAMEI OF Firgt Middle Laxt 4. DATE onth Day Yeor
DECEASED . QF -
(Trpe or prine Emm a Goao K Gea 11- 1987
5. sEX 6. COLOR OR RACE 7. marrieb (] never marmien []] 8- DATE OF BIRTH |9 ,“",EJ’",.Z ! IF UNDER | YEAR hIF UNDER 24 WRS.
ast hirt Montka | Day Hours | Min,
s . m wlmﬁ!«rg oivorcep [ ﬁda A7- /5’“ [ [
-{10a. USUAL OCCUPATION (Gire kind of work done | 105, KIND OF BUSINESS OR INDUSTRY |11, BIRTHPLACE (City and mtato or m!m |Z CITIZEN o? WHAT COUNTRY!
during most of working life, even if retired) ” S
] Waﬁm ecoery (B ., ??MIM Us.4.

14 MOTHER'S M‘Am N NAME

D3 FaTHER'S NAME
.

Piasy Gurt. ///’/)W

15. WAS DECEASED EVER IN U. 5. ARMED FORCES? 16. S0CIAL SECURITY HO.[17. INFORMANT Adfress

(Fes, n;;;uahwﬂl I CIf yes. give war or dales of scrvies) :E ; E ﬁ !gi .!/ _ ”@’% 7% -

w
[ -4
w
-
)
('}
T
2
1]
c
8
H
=
_E =]
& B
v o
o O
2
.
=
E' o> 18. CAUSE OF DEATH [Enier only one causp per line far,(a), (b)/gnd (¢).] . INTERVAL BETWEEM
v o= PART 1. DEATH WAS CAUSED BY: M mWW/ ou? JDEATH
s 2 IMMEDIATE -CAUSE -(a) - i
£
-
5 - d/
v
z Conditions, if any, Z@&J ﬂ
® g whrch pore f{a ¢f° DUE 7O {b) g —
cbove  cquse ' ,
3 ‘é @ sloting the under- ) A/_‘S-O'LOF
gd o z tying caure lost, DUE TO {¢)
& x. |2 PART 1], OTHER SHGNIFICANT TIONS ocmmwnm TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I{q) - <15, WAS AUTOPSY
_é o = PERFORMED?
1
3% Z 3 UWW m#-&#m ves O] NQE;L
g T2 E 20a. ACCIDENT SUICIDE HOMICIDE mb. nzscmaz HOW INJURY OCCURRED, (Enfer ndfure of injury in Partf or Rt 11 of item 18}
- [v] il g P M .
>Z < g A 1 ¢ Rthed ferrech
c g 20c. TIME OF Hour Month, Day, Ye 4
sa @ 3 BOURY et et ST " Aen M lj 4 . . . : .
29 s 8 ‘/,J’ pom. .
a2 (M) A
- s g X | 20d. \MJURY OCCURRED 20¢. PLACE OF INJURY (¢. ¢ .tﬁ m&r ehoul J)Aome. 2. CITY. TOWH, OR LOCATION COUNTY STATE
3 - WHILE AT "NOT WHILE farm, factory, sireet, office e!c
i3 | Do O Wt Bsn 2o 3 A b Buckenss)
g E 2 s - ‘) l/} s her
- 2. attended the decoassd !rom » . to and last saw him alive on
- “5' Death occurrad at )77 m on the date statsd above; and to the best of my knowledge, from the causea stated.
¢ -
S Zo. MIGNATURE © - (Degred or title) v ADDR ss i y - . .. ..]2Z. DATE SIGNED
e . ~
5% 72 J}&mw ,Q,-- ,& 4 /J1a-8p
5 - 23a. BURIAL. CREMATION, | 230. DATE 2.3.: ums OF CEMETERY OR CREMATQ - ZB;/Locnlou (City, fawn. or conty) /(Sm:n
£ 4 nmavv},é'fcafﬂ 1 ) L . . .
83 /12/57 : S e Maryville, Missouri

rL
\\‘
"

24. FUNMERAL DIRECTOR ADDRESS 25. DATE RECD, BY LOCAL REG. 26, R [GISTRAR" S SIGNATURE
Price Funerasl Home, Maryville, ¥Mp.Jan 14,1957 gl&f ) D ( 2@5: imf

{Licensed Embalmer's Statement on Reverse Side) TorTmTTTTT

Q"




2 i . N
- - - - - - N - - i
i STATEMENT BY LICENSED EMBALMER ' -

I hereby certify that the body whose name is recorded on the reverse side of this certificate wais em]

by me, 'or by i eeain e iea e e i . Student Emﬁalme;.No. ........

working under my personal supervision,. . N

Student - ... o iiiiiecieiieaads Ceaeds Signed..
Signature of Student Enbalmer

Licenséd Embalmer Noxj&ﬂ'

o S B . .ot P. O. Address.

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

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 bod\( is not embalmed, fact should be so stated above.

.




