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THE DIVISION OF HEALTH OF MISSOURI

ALED OCT 1 1957 STANDARD CERTIFICATE OF DEATH

R_cgi:tru_lion__D_isLicl No.. 2 7 ? Primary Ragisfrction District No., é.}‘ é_ﬁ“h-_.—.__ R.glsm:t s No. _%_ﬁg.
rd .

34666

STATE FILE NUMBER

1. PLACE OF DEATH

a. COUNTY MEﬁstk a. STATE MD

b, CITY (If outside corporate limits, give TOWNSHIP only) Inside Limits <. CITY

v O 392K Yes ) el om MARSHELIEL

2. USUAL RESIDENCE (Where dtc«ged lived. If institution: Ruldeﬁce befo)
b. COUNTY ” £
Inside Limits

c. FgLL NAME OF"(If NOT in hospital, give location) | Length of stay in 1b d. S'II')%EEE'IS'S (If outside, give location} ‘ : .
HOSPITAL OR Al "
INSTITUTION TN AML S MAPSHEIELR Y& MO

3. NAME OF DECEASED

4, DAT E Menth Dray Yaor

W SEPT 8 /957

L oy Fi-ru Middie Last
MILhiE Yane QRINER

5 SEX 6. COLOR OR RACE MARRIED NEVER MARRIEDD ‘8. DATE OF BIRTH 9. AGE (In yeers JF UNDER 1 YEAR| IF UNDER 24 HRS.
. ' Igut birthday) | Manths I Days Houra l Min.
FEMBIE | WH ) TE | viockol  ovorcel DM Y23 /370 | F7,
10e. USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BLSINESS OR jl- BIRTHPLACE (City and state or country) rC:' 12. CITIZEN OF WHAT CQUNTRY?
uring mo st ol riing hh wven il retired) INDUSTRY - P
LS EVI I FE MI-SS v R/ V.S A

136. FA] FATHER S NAME

WirhiBm AAhEN §uSiEZ?/9TEMH/Y

13b. MOTHER'S MAIDEN NAME

14, NAME OF HUSBAND OR WIFE

15. WAS DECEASED EVER IN 1), 5. ARMED FORCES? 16. SOCIAL SECURITY NO. INFORMANT

{Yea, no, gar pnknawn}| (If yas, give wor or dotes of service)
Mb e a——

MEDICAL CERTIFICATION

f

Canditlens, if any,

obove couvse (o),
stoting the under-
lying cause last.

which gave rise to }

IMMEDIATE CAUSE (a)

Address

VEATON WM

18. CAUSE OF DEATH (Enter only one cause per line for {a), (b}, und {c ) INTERVAL BETWEEN
PART I. DEATH WAS CAUSED BY: DNSET_AND DEATH

3 creeks

DUE TO (b) TQ.O—T-}‘Q C/ #w M

DUE TO (c)

Fo4 0

‘PART.IL.. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not reloted to the terminal diseass cendition given in PART | (<}2 l 19. WAS AUTOPSY °

PERFORMED? 2
YES[] ~O X

0 O

200. ACCIDENT  SUICIDE ~ HOMICIDE

20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART lI of item 18.) -

INJURY  a.m.

o p-m-

0 | " Fol] in Hovua - Fraclos of Femiar- Lot

20¢. TIME OF .Hour Month, Day, Yeor

1R

WHILE ATD NOT WHILE-
| WORK AT WORK

| 204 INJURY, OCCURRED __

. 200 PLACE OF INJURY (e.g., inor about home,| 207, CITY, TD\I’N, OR LOCATION COUNTY .. i STATE

v /"

Dnafh eccurr-d at /

il | attended the deceased from

/x'fucmry, street, officé bldg., erc.)

and last saw alive on A ’J-

M_;gm . %aﬁr.ﬁ ’J*;Z b oliveon _Seyaf, [ NTF
ﬂ A'II-A ) m on thE date stated gbova; and to the best of my knowledge, from the causes stated.

Yt HGHATURE

{Degree or title) % % nv‘?ﬂ;ﬁs A /.e

T2c. DATE SIGNED

/d /. 9= 9-& 7

Z3a. BURIAL, CREMATION, | z3b. DATE i 2e. Nmef OF CEMETERY OR CREMATORY z:d LOCATIOR (City, town, or county) _ (star)

PSHF/EAD _MD

RIBR" P s0-1959 | MRRSHFIELD

24. FUNERAL DIRECTOR

-

ADDRESS 25. DATE RECD. BY LOCAL REG 8. RE S SIGNATURE _

EAD 7,2U—w17

Ec0
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) . STATEMENT BY LICENSED EMBALMER .

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

by me, 0T DY ccviiiiiii e feseaesetmesaressesreterrerenstatenenenetasaanrrerneraras ., Student Embalmer No. ..........coeueeeee

working under my personal supervision.

SEUABAL weererereieaeiirnr s veescreeresseessareaeeseeennrtes
Signature of Student Embalmer

S o ' ’ ' ST ‘ Licensed Em?imer No..n.? é/
. - ST © P. O, Add Ta e 2o LY AT
- " Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING (Fa:lure

to comply with the above constitutes grounds for revocanon ‘of hcense)

If embalmed by a STUDENT, he also shall sign'in his OWN bandwntmg
St e If this body is not embalmed, fact should be so stated above
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