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STANDARD CERTIFICATE OF DEATH
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Primary Registration District No.

STATI E$§ ﬂh?sﬂ

Ra_g-i strar’s No.l.j____e _________
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1. PLACE OF DEATH 2. USUAL RESIDENCE (Where decoased lived. If institution: Residence bey
o. COUNTY b. COUNTY , odmi zmn)
b. CgRY (3] autside corporate limits, give TOWNSHIP only) Inside Limirs c. Clc;rRY lgside Limits
-~ E
T0 P\ A2 A~ - > Y..D Ne . TOWN P JQQLD NOE-
c. EgL’%I;JAEA%OF (1f NOT in hospifsl, give location) | Length of stay in 1b d. S'I[')RD%EEES oca!ian)v Reside on Farm
SPITAL OR Al
INSTITUTION 1272, AP Ldate Zm - i ﬁ [ Yes [afmMNo []
3. NTAME OF DE)CEASED First Middle Last 4. DATE Month Day Year
{Type or print opP
ot Qed, 4 1957
5. SEX (] & coLorOR RACE| 7. 8. DATE OF BIRTH 9. AGE (In years IF UNDER i YEAR| 1F UNDER 24 HRS.

MARRIED[JNEVER MAGIEDE‘

last birthday)

Months | Days

. . urs Min.
N grtale, | vl ovoercoD|@ed,- o /9T Ll
100, USUAL OCCUPATION (Give kind of work done | 10b, KIND OF BUSINESS OR 11. BIRTHPLACE {City and state or country) 0 12. CITIZEN OF WHAT COUNTRY?
l ring mest of working life, aven if retired) INDUSTRY X d'
— u
" . .

- ‘.d/

Yite.

/7

13k, MOTHER'S MAIDEN NAME

14, NAME OF HUSBAND OR WIFE

"‘. (T IANE N KX W &
15. WaAS DECE i D EVER IN L, 5. ARMED FORCES? 14, SOCIAL SECURITY NO.| 7. INFORMANT Addres
Yga, no, ar unkig ]l(lf yeo1, give war or dates of service) o *
18. CAUSE OF DEATH {Enter only one cause per line for {a}, (b), ond {c}.)
PART I. DEATH WAS CAUSED BY:
IMMEDIATE CAUSE (a)
Caonditions, if ony, DUE TO(b)
which gave rizse to }
abave couvas (o),
stating the under-
é lying couse last. DUE TO (<)
= PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not reloted to the terminal disease conditlan given in PART § (o) 19. WAS AUTOPSY
x -7 7@ PERFORMED?
o . X YES[ ] NO
2| 200. ACCIDENT™ SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in PART | or PART Nl of item 18.) ,
w : .
v a O O )
Q 20¢. TIME QF .Hour Month, Day, Yesr _‘:‘f"
] INJURY a.m. .
x p.m. !
20d. INJURY OCCURRED ~20e. PLACE OF INJURY (e.g., inor abouthome,| 20f. CITY, TOWN, OR LOCATION COUNTY . STATE
WHILE ATD NOT WHILE 03 farm, fagtory, straet, office bidg., etc.) ) ’ .
WORK AT WORK
e
21. | attended the deceased from /‘{9 — "/ - ‘:)7 .o ,/J — A =57 andlasisaw 'Ih','m Riveon__ /B —H -]

Death occurred at

m on th- date stated obove; ond to the beat of my knowledge, from the couses stated.
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24. FUNERAL DIRECTOR

,"t:.“.“ ot

23b. DATE
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«| 23c. NAME OF CEMETERY QR CREMATORY

25. DATE RECD. BY LFAL REG.

/0 - 9.-1957

23d. LOCATION (City, town, or county)

26.- REGISTRAR"S SIGNATURE

22c. DATE SIGNED

. | s —F-57

(State)
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by me, or bym

-Received Q- |H ';7

Laclede County Health Unit

;  File Io. %
| sate Filed 1 O-1Y -§7

STATEMENT BY LICENSED EMBALMER

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

veereny Student Embalmer No. .........c.eeeee

working under my personal supervision.

Student voooo X eeeeeereeeeeeeeeeeeeeeeas e - Signed

Licensed Embalmer No¢22.-2J
P. 0. Addresst‘,.

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING.. (Failure
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 embalmed, fact should be so stated above,
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