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, corener, otc. must use only standard nomenclature in item 18. Ne symptoms will be listed. All
diseases in Pcrt | must be cosvolly related, Coroner cannot certify to a death due to naturol couses.
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THE DIVISION OF REAL TH OF MiS>S0URI
STANDARD CERTIFICATE OF DEATH

STATE FILE NUMBER

171\. Primary R-ﬁiﬂrnﬁan District No, ’;‘..l?l_ Registrar's No, 37- ...... -

1. PLACE OF DEATH

~ ONY LAFAYEITE

o. STATE

2.. USUAL RESIDENCE {Whete dececsed livad. If institution: Residence before

Mo

odmissi

b. COUNT‘[’@I*”n nﬂb i

b. CITY (If cutside carporuiJlimils, give TOWNSHIP only)
OR

TOWN WAy RLE Iy

Inside Limits
Yesjj NoD

e. CITY

OR
tows [loswonrth

b7 Inside Limits

c. FULL NAME OF (If NOT i;hospi'lcl, give locatian)

Length of stay in 1b

d. STREET

ﬂ[ 76“Y-05D No O

Reside on Farm

HOSPITAL OR - (If outside, give location)
msHrstoN N FL LN 58 Clognel [Gda g ADDRESS Yes @ NoO
3 wl:‘ :t' First Middle i Last = 4 mrn: Monih Day Yeor
] 0
(Type o print) Aani M KERD Y N AAY [T 5SS

5, SEX

Ziimd

/ 6. COLOR OR RACE

wi 1 e

[

7. mnpﬁ’o (B.NeVER MARRIED []

WIDOWED D DIVORCED

B. DATE OF BIRTH

Geh2y —r£3 ¢

9. AGE (In yeara | IF UNDER 1 YEAR IF UNDER 24 HRS.
tast birthday) [Moniks ] Daw | Howrs | Min.
b4 212 &

-] 10a. USUAL OCCUPATION (Give kind of work done
during most of working life, even if retired)

10b. KIND OF BUSINESS OR INDUSTRY

11. BIRTHPLACE (City and atale or country)

O 12. CITIZEN OF WHAT COUNTRY?

Fez. no. or unknoen)

{11 wes. give wor or dales of service)

15. SOCIAL SECURITY NO.

17. INFORMANT

Address

Lo SE \Aos bes — CaflppLt € < LA S A
{3V FATHER'S NAME 14, MOTHER'S MAIDEN NAME

WAL qf’ Javlofy fHEbeecca \wieh L

1( , WAS DECEASED EVER IN 1. S. MAMED FORCES?

S—A3" &)

nk
— .
il ChUARLES Arznby  TBoswenth Mo
18. CAUSE OF DEATH [Enter only one cause per line for {a), (b), and (¢).] coT - : 4 . lgTERVALNBET\’lE;:
PART I. DEATH WAS CAUSED BY: . .
IMMEDIATE CAUSE (o) cardio wvascular renal disease ﬁzﬁig’f
= 2L 7T
Conditions, ifany, | oue 70 ¢y ___arteriosclerosis generalized Q&@Mﬁg
which pare n'._l( {o 2T
: agﬁe igme ;c)- . . v
stating the under-
- Ivinvymnu lasl. DUE TO (¢}
© PART 11, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PARY {(a) 15 WAS AUTOPSY
= 2 PERFORMED?
3 /'{ 6/ X ves [J no
E 20a. ACCIDENT SUICIDE HOMICIDE | 20&. DESCRIBE HOW INJURY OCCURRED. (Enfer nature of injury in Part I or Part 11 of item 18.)
§ O O (]
3 20¢. TIME OF Hour  Month, Day, Year
INJURY a.m.
E p-m.
X | 204. INJURY OCCURRED 20¢. PLACE OF INJURY {e. ., n or aboui home, 20/, CITY, TOWN. OR LOCATION COUNTY STATE
WHILE AT I:I NOT WHILE O Jarm, faclory, street, office bidg., ete.)
WORK AT WORK
2l. J attended the deceased fro Aug, 23, 1952 . May 19, 19 57 and last saw ﬂ&ah’n on _wllﬂl_
eaf curred at 9 : gb! A m on :Pr:'a stated above, and to the best of my knowledge, from the causea stated.
SIGNATURE :2 ( 22b. ADDRESS 22¢. DATE SIGNED
@“QM \” ' Waverly, Missouri 5/22/57
23a. BURIAL, TION, | Z3b. DATE - 23¢. NAMELJF CEMETERY OR CREMATORY 23 LOCATION (City, town, or county) (State)
REMOVAL (Sxkecify j —
May 2/, 15> \whanton Caump7cne OM. 3L [Boswarth MY
24. FUNERAL DTRECTOR ’ ADDRESS 25. DATE RECD. BY LOCAL REG. |25. REGISTRAR'S SIGNATURE
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'STATEMENT BY LICENSED EMBALMER : .

e : .
- - . . " . -

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

working under my personal supervision..

Student...covivniiiii i e i e e
Signature of Student Embalmer

»

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, - .7 .
If this body is not embalmed, fact should be so stated above. . _ . . ) ' -




