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* Coroner cannot certify to a death due to natural causes.
. USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

(l] dissases in Part | must be casually related,

0"""-.

(R

THE DIVISION OF HEALTH OF MISSOURI

STANDARD CERTIF
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ICATE OF DEATH

mary Registration District Mo. .. Reagistrars No. .7 v

COUNTY

1. PLACE OF DEATH/

2. USUAL RESIOENCE (Where deteased lived.

a STATEM '

If institutjon: Residence bafare

b. COUNTY admission)

)

-110a. usUAL BLCUPATION {Give kind of work done

wipowep () pivorceo [}

b. CITY {lf outside corporate dimits, give TOWNSHIP only) | Inside Limits <. CIT‘Ir Inside Limits
on A 277D [ Yesé Moo TOWN M{_, Szzeo | Yes#en
c. Eglﬁlﬂ'?.u_ E OF {If NOTinhospu"!ul, givelocu:ion) L"angrh of stay in 1b " STREET B 1f autside, give location Reside on Farm
INSTITUTIO A 5/2/9 s ADDRESS ,é/é W YesO NoF—]
3 ::cn:‘::" F!rctl 4 dle 4 Dt;FTE Mo th Day Year
CTme o print Mﬂ% S Mar. 27, 1957
! :
5. SEX 0 6. couan‘on RACE |7, manrmico E3-THeven MARRI’IDD 8. DATE OF BIRTH S AGe (Tn 1;;::{)3 ::a‘tm ID\;:;n w;::fn z;:?.s

Hee. 25, /97/

(Give. vork d 10H. KIND OF BUSINESS OR INDUSTRY
ring most o{ working life, even if retired) '

13. FATHEi'a's NAME

7
G *

15, WAS DECEASED EVER IN U. S, ARMED FORCES?

-
t6. SOCIAL SECURITY NO.
{Fer, no. or unknown) (If yes, 0ive war or dales of service)

& |2 CITIZEN OF WHAT COUNTRY?

7S A

n. BIRTZPLACE (Cn‘} and atate or country) 2

14, MOTHER'S MAIDEN NAME \j' %

_éwa—a\_ 27 -~
ORMANT Address

1203 L

18. CAUSE OF DEATH [Enter only one catiae per line for (a), (5). and ().}
PART |. DEATH WAS CAUSED BY: .
IMMEDIATE ‘CAUSE (g} » ™

-Acute Miocardial Failure

INTERVAL BETWEEN
ONS_ET Hlo fznu

QLEEP
i
Conditions. if any. | pue To ® Chronic Intestinal obstruction 3 weeks
- are {1 e v PR
- “gboye ‘cause (ah -t - - Fibrous ddhessions from left inguinal hernia , =
tati - o
L Bing” e laet. | oue o t0) _.gac around sigmoid colon. S
=] PART - 1). OTHER SIGRIFICANT CONOITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN'iN PART {{a) “|13. WAS AUTOPSY
E 5 PERFORMED?
2 . é/ 9 ves B vo 3
i | 20a. accipent SUICIDE HOMICIDE | 200. DESCRIBE HOW INJURY OCCURRED. (Enfer nature of infury in Part I or Part 11 of item 18.)
g | O |
-<‘ 20¢. TIME OF FHour Month, Day, Year| - -
] INJURY  a. m,
E p.om.
ZE | 20d. INJURY OCCURRED 20e. PLACE OF INJURY (¢. ¢, in or chout home, | 20f, CITY. TOWN, OR LOCATION COUNTY STATE
WHILE AT E‘] NGT WHILE Jarm, factory, sireet, office bldg., elc.)
WORK AT WORK
21. I attended the deceased from March 1 3 3 252 . to Har h 2 and laat saw Ii“ alive on Mar 264_2&_

Death cccurred at H_M 45 A7 m on the date atated above; and to the best of my knowledge, from the causes stated.
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o

24, FUMERAL DIRECTOR ADDRESS

oot

Za. W Dzmc oy, D O 225, ADDRESS ~]Z2¢. DATE SIGNED
: B.Wray, . Moore Bldg. R Nevada ‘Mo, 3-29-57
23a. BurlaL, C(REII!!?N‘. 23b. DATE 23, NAME OF CEMETERY OR CREMATORY 23d LOCATION (Cifp, tow:n. or county) (State)
EMOVAL {Sperify N . . N " , ' .
~ j - 54 _\,\ 7

. DATE RECD.
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o e STATEMENT BY LICENSED EMBALMER
T wilogn. " - e

I hereby certify that the body-whose' Jname id re.cc;rd:dit‘:h' tﬁe reverse side of, this certiﬁcat;: was emb

by me, or by .. W&ﬁwi ........ I » Student Embalmer NOJJ&

-working under my personal supervision..

Student ..U\ .j%. T ..- ..............

Slput.ure of Student Imer

- ' : ] - -i‘ LS A . o P. O. Address.

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Fa
*. to,comply with the above constitutes grounds for revocation of license). ‘
- If embalmed by a ‘STUDENT, he also shall sign in his OWN handwntmg
If this body is not embalmed, fact should b? so :stated above:. -
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