alth,
ifare
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Coroner cannct certify to o death due to ngtural causes.

USE ONLY:BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE
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diseases in Part | must be casually related.
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STANDARD CERTIFICATE OF DEATH

FILED AUG 5§ 1957

(Yes, na, or uninoen)

| (If yes, oive war or dates of eervics)

e

Registration District No. ... l‘]' g ........... Primery Registration District No. ... I Q_Q.O _________ -~ Registrar's Mo, ...._. 84’2 ......
-
1. PLACE OF DE 2. USUAL RESIDENCE (Where decaosed lived. If inxtitution: R-:id-n::'?‘:u
o. COUNTY ﬁ?: :é / o. STATE Pas ~ b, COUNTY ﬁ 2 odgfision)
b. Cg{;’ (I qutside corporate limits, give TOWNSHIP only) | Inside Limits e. CITY Inside Limits
f;z OR
TOWN Yes i\ NoDO TOWN &' ﬂ//7 YesCX NoO
. . . . . A i [ =4
<. 'ﬁglgé.l?mggF {1 NOTinhospital, givelocotion)]L angth of stay in 1b 4. STREET 4 (If autside, give location) Reside on Farm
INSTITUTION MJJW 2 |104.3n-20 aporess 2 ~ P den ST Yes® Noo
3. NAME OF Flrat . Midd! han Lea o 4. DATE Month Da
DECEASED A ma L. e Vaug AT on y Year
(Type or print) nwn [y Ll : Y /ﬁ'/ld/dé‘(;(/"{ DEATH M“q 48" /?6.7
S. SEX 6. COLOR OR RACE 7. MARRIED [] NeEven marriep (][ B DATE OF BIR®A 0 9. AGE (In thedra | IF UNDER T YEAR [iF unpes 24 hes.
/ Ta! birthday) [Months | Da Howrs | Min.
wingweaA, pivorcep [} MW te 18 77 g3 Q !E/ l
-] 18a. USUAL OCCUPATION (Gire kind of work dane |10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (City and stote or couiry) o 12. CITIZEN OF WHAT COUNTRY?
during most of working life, even if retired} - N g
e INrveson o 1 wedovrw USs.
13. FATHER'S NAME Fi v 14. MOTHER'S MAIDEN NAME
W72 ) hormas e/ qaieh L) altorny
15. waS DECEASED EVER IN U.S. ARMED FORCES? 16. S0CIAL SECURITY NO.|17. INFORMANT Address

18, CAUSE OF DEATH [Enier only one cause per line_for (a), (b). and (¢}.]
PART I. DEATH WAS CAUSED BY: N . Z '
IMMEDIATE CAUSE (a) ke I .

B v . INTERVAL BETWEEN
ONSET AND DEATH

4 Lhets

4 r] o g

Cenditions, if any,
which gaee risg fo DUE TO (B}
ubozi:e ceuge (ah
stating the under- .
- iying caure last, DUE TO (¢)
c PART |l. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART t(na} 157 WAS AUTGPSY
[ PERFORMED?
3 {500 |vwOwer ™
i | 20a. ACCICENT SUICIDE HOMICIDE | 206. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part I or Part H of item 18.)
B O 0 O
-<‘ 20¢c. TIME OF Hour  Month, Dap, Year
] INJURY  a. . .
E . p.om.
X | 20d. INJURY OCCURRED 2e. PLACE OF INJURY (e. g, in or abott home, | 20f CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT D NOT WHILE [ farm, factory, street, office bldg., ete.)
WORK AT WORK

rom the %lel stated.

2l. I attended the decessed from “ , to and faat saw l‘h-“ alive on
Death occurred at - m on the date stat bave; and to the beat of my knowledge, [

REMOVAL { Specifp)
Burjal

July 29, 1957,

2. SIGNATURE . B (egree or tigley O |22b. abpRess . 22c. DATE SIGNED
2 A D .| 145 N Q4 8f- 7-AF D7
23g. BURIAL, CREMATION, |23b. DATE 23¢. MAME OF CEMETERY OR CREMATORY 23d. LOCATION (Ciry, town, or counly} ( State)

it. Auburn Cemetery

St, Joseph, iilssouri.

24. FUNERAL DIRECTOR

ADDRESS 25. DATE RECD. BY LOCAL REG.

26. REGISTRAR'S SIGNATURE

feierhoffer-Fleeman,Inc. ,St.Joseph,

10,

Aug. 2, 1957 ) .

{Licensed Embalmes’s Statement on Revarse Side)
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. . STATEMENT BY-LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse ¢ e of this certificate was e
"byme, or by . ...l feasesaeannaran P . ekrareeiaenasanaan , Stodent Emtalmer No,......

“working under my personal supervision,.

Strdent . Signed . o P A A T A ey g !
Signature of Student Embalmer

Licensed Embalmer No.. 2

- ' . o P..O. Address . St,. Jqsepk
Note: The above MUST BE SIGNED BY ‘THE LICENSED EMBALMER in his OWN HANDWRITING
‘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 embqlmed, fact should be so state_d abcnce.




