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STANDARD CERTIFICATE OF DEATH .

Primary Registration Distj?cl No.

"‘""'""""""s'ﬁ"fé";}

Yo 1D Z %5? _____

1. PLACE OF DEATH 2. USUAL RESIDENCE {Where deceosed lived. If institution: Resédencya{e
. COUNTY a. STATE * b. COUNTY admissio
: Andyrew : ‘. missouari Rndr
b. CITY (If outside corporate limits, give TOWNSHIP only) Inside Limits c. ng Inside Limits
TO\VN ie/q ..,- Yos Ne [] _TOWN ,?eﬁ "'éj"sm Ne ]
c. FULL NAME OF {If NOT in hospital, give location) | Length of stay in 1b d. STREET {If outside, give locufiﬁ\ﬁa RaBide on Farm
HOSPITAL OR ADDRESS Yes [ No{]
INSTITUTION . b
3. NAME OF DECEASED First Middle Last 4. DATE = Month Day Y eor
(Type or print} . OF /. .
Sadi e }uﬁéeﬂ; DerKS DEATH g¢ -22 -/ 7?57
5. SEX 4. COLOR OR RACE| ™ MARRLED[ ] NEVER Marrieo[] B. DATE OF BIRTH 9, AGE {In yeors EUNDER 1 YEAR] IF UNDER 24 HRS.
‘ Wiﬁm : lost birthday) | Manthy ] Days Hours I Min.
/‘-‘e}rm)d w,‘ ;{'e wiDy D1vORCEDL ] )ﬂﬂ)‘CA 14-/87¥

100. USUAL CCCUPATION {Give kind of work done

10b. KIND OF BUSINESS OR

11. BIRTHPLACE (City and state or country)

/

12. CITIZEN OF WHAT COUNTRY?

during most of working life, even if retired) INDUSTRY
AL Some Roon Lg Tnd 1 usa.
130. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME GF H‘USBAND_ OR WIFE
Georce bi17/ Ahn Budd
15. WAS DECEASED EVER IN U. 5. ARMED FORCES? 16. SOCIAL SECURITY NO.[ 17. INFORMANT Address
{Yes, no, or unknawn)| (If yes, give wor or dotes of service) . -
2 Hane A - vt
8. CAUSE OF DEATH (Enter only one cause per line for {a), {b}, and {c}.} INTERVAL BETWEEN
PART |. DEATH WAS CAUSED BY: ONSET AND DEATH
IMMEDIATE CAUSE (a) Oeavrayiname: 3 ma. oy bl
A=A E T I PN C= RV W Ny &

Conditiens, i any,
which gave rize to
above cause {a},
stating the under-

i

#2o

g lying cavse last. DUE TO (c)
=i PART I} 'DTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but-not related 1o the terminal disease condition given'in PART § (a} * 19. WAS AUTOPSY
x PERFORMED? o
g _ a yes[] No[]
=1 20a. ACCIDENT - SUICIDE HOMICIDE | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART I of item L1
g 0 J | )
S| 20¢. TIMEOF .Houwr Month, Day, Year i
a INJURY  a.m. :
B p.m. - =
2d. INJURY OCCURRED 2e. PLACE OF INJURY-(e.g., inor about home, 20f. CITY, TOWN, OR LOCATION COUNTY ' STATE
WHILE ATD NOT WHILE 0 farm, factory, street, office bidg., etc.) T : - .
WORK AT WORK ' sl !

Death occurred at

21. | antended the decsased from I Q/JI9/ 5'Z , to

2204

IR

m on the doté stated above; and 1o the best of my knowledge, from the couses stated.

and last SawR

alive on

10/22 /57

220 SIGNATUR wu or title) 22b. ADDRESS Z2¢. DATE SIGNED
A a(/ ; M. D, King City, Mo, o110/ i
23a. BURIAL‘CRE‘IATION 23b. DATE 23e NAME OF CEMETERY CR CREMATORY | 2ad. LOCATION {City, 'ewn, or eoumy] . ’(St_cfo)
REMDY AL, {Specify) - « e o
Uri A /0 RS /‘757 ('Aaﬁn-nﬁh SAUAR PAN: 1O
24. FUNERAL DIRECTOR ADDRESS 25. DATE RECD. B'l' LOCAL REG. 25?3‘“; s QGNATU_RE . .
p) NNA L2 *j—f AN
(Li 4 Embalmes’s S an.Reverss Side)/ S




' ; STATEMENT BY LICENSED EMBALMER

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

bylme, or B ettt e e e ee e e eeaeara e —aertteaaeaataearneaeataeeeeanenearaneesaneaeranarees .» Student Embalmer No. ...................

Signed ﬁ ..... %W ......................

i _ : L . . Licensed Emyer No.,?étjv

P. 0. Addres W 1 4

* .V "% 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). i
_If embalmed:by"a STUDENT, he also shall sign in his OWN handwntmg
" If this body is riot embalmed, fact should be so stated above.
(P NG A P .o

working under my personal supervision.

Student ceiiireiiiiiiiiere e e eenaee s .




