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Doctor, coraner, etc. must use only standerd nemenclature in item 18. No symptoms will be listed.

All diteases in Part | must be causally reloted.

James W. GrahdeSE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

THE DIVISION OF HEALTH OF MISSOUR1

STANDARD CERTIFICATE OF DEATH

R_g_ginruiion_ District No.

(Y7

Primary Registration District No.,___(_g_o_zﬁ_ _____

10523

STATE FILE NUMBER

Registror '_m_m.__-__ﬁ_‘f:l‘_’lﬁ

LHLED DEC 5- 1957

1. PLACE OF DEATH

a. COUNTY

2. USUAL RESIDENCE (Where deceased lived. If institution: Regidence before
a. STAT b., COUNTY ggdm‘"w’\),‘
- OR

k. CIOTRY (If outsidgfcpgharate limits, give TOWNSHIP only) Insida Limits Inside Limits

2 ] N Y :
(gj../-' "H o [] - BIE No-[J]
[ zgls.é.”lﬂ 1 I(E)ROF {If NOT in hospital, location) | Length of stay in 1b " STR%EES (I outsi, cation) Reside on Farm

A . ADDRE

INSTITUTION w SFo 7 Yes (] Noiid]

3. NAME OF DECEASED First Middle 0 Last 4. DATE Manth Day Yeor

{Type or print) ﬁ @a’ OF
£R )“/PME om EATH 7 /957

5.

AL AT L
10a,

SEX \ 6.

COLOR OR RACE
by,Zé.

wIDOWED[ ] |

MARRlEDENEVER MARRIED[]
piIvorcep[_]

B DATE OF BIRTH

W YW i/

FUNDER § YEAR
Months | Coys

IF UNDER 24 HRS.

9. AGE {In yaars
Haours ] Min.

lasr birthday}

USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR ﬁ BIRTHPLAEE (CIllund state or COUHNYJ 12. CITIZEN OF WHAT COUNTRY?
during gost 8§ working life, ' tf ratired) IND Q i J
Al oL Al , Btehes s %é A
" 19b. MOTHER®S MAIDEN NAME 14 NAME OF HUSBAND OR WIFE
: 4 Otrrnsiel Ol
l‘-‘“ L LA LS

15, WAS DECEASED EVER IN U. S. ARMED FORCES? 16. SOCIAL SECURITY NO.| 17]) INFORMANT Address -
{Yes, e, or unkngwn)| {I{ yes, give war or dates of service) §ﬂ
4™ X \ons. | LI (A
18. CAUSE OF DEATH (Enter only one cavse per line for (a), {b}, and {c).) INTERYAL BETWEEN
PART I. DEATH WAS CAUSED 8Y: ONSET AND DEATH
IMMEDIATE CAUSE (o) __Carcinoma of stomach 6_months
Conditiony, if any, DUE TO (b) .
which gave rise to
gbove couse {a), l *
stating the under- ‘ 5
g lylng cause last, DUE TO {c)
E PART 11, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not reloted to the tarminal dissoss condition givan in.PART | {a) 19. gég:él'rggg 2
- - A R ?
D Mitral regurgitation YES[] NODK)
%1 20a. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Emar naturs of injury in PART 1 or PART [l of item 18.) ' -
w
o O } 0
31 20c. TIMEOF Hour  Month, Day, Year
o INJURY  a.m.
£ p.m.
20d. INJURY OCCURRED 20e. PLACE OF INJURY {o.g., inor abouthome,| 20f. CITY, TOWN, OR LOCATION COUNTY = STATE -
WHILE ATD NOT WHILE ) farm, factory, street, office bidg., etc.) ) . . ;
WORK AT WORK N
21. 1 ottended the decsased hom __ 1937 to_Nov 17, 1957 ondiostsow? aliveon Nov. 4, 1957
Death occurred ot 4-'/-5’ p m on the date stoted above; and to the best of my knowledge, from the ceuses stated. .
22a. ATURE 9 Dogren or o) ) 22b. ADDRESS 22c. DATE SIGNED
| ’ 144407, Jm A RHYIM. D. | 518 Argyle Bldg, . 11/18/57
23a. BUKF / 23c. NAME OF CEMETERY OR CREMATQORY ) . 23d. LOCATI {City, town, or county {Stota}
{.“_414_’.4’ ’lld‘ f‘,’ /57 ¥ _&m

24. F MERAL DIREGTOR

ADDRESS

P ST,

LA _.14_‘....21-1

.

w4

725 REGISTRAR'S SIGNAT,

{Liconsed Embalmer’s Statemant on Ravecss Side)

25. DATE RECD. BY LO EG.
/e /J"-c‘sz;




o o | - ‘

Does b
ST

O -/

STATEMENT BY LICENSED EMBALMER

I heteby certify that the body whose name is recorded on the reverse sxde of this cemhcate was embalmed

T —

by me, OF by v Terengeares Feeresereenern e eses SN o Student Embalmer No. ................. .

working under -my personal supervision.

........................................................

Signature of Student Embalmer

-

T : T o . " Licensed Embalmer Nqﬁé%y
. ’ ' P O Address @ W

"-. . Note: The above MUST BE S[GNED BY THE LICENSED‘EMBALMER m ius 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 handwntxng

If this body is not embalmed, fact should be so stated above.

. - .- - - - -




