.5, Mo, 300

EV.

10.48

WRITE PLAINLY—USING UNFADING BLACK INE—MAKE A l:;ERMANENT RECORD

THE DIVISION OF HEALTH OF MISSOURI

BIRTH NC.

REG. DIST.

TILED DEC 30 195‘7 STANDARD CERTIFICATE OF DEATH

PR IMARY IIEG. DIST- NO . _1_0_0_3. Registrar's No, ..,1,2:304. en

1. PLACE OF DEATH
a. COUNTY o)

e an

2. USUAL RESIDENCE (Where detossed lived.

L]

b. C|TY (I outside corpurata limits, welta RURAL and give

townahio}

¢. LENGTH OF

u lmtiluuon ruriden fore
A /)/ ﬁ A

| 8 STATE o Z‘Z y. b COUNTY
c. CITY
TN 4—5—&0#51— 7/'6

Hmits o
l ﬂly lnwrpnr-led townT
t > O

18, CAUSE OF DEATH _
. Enter only one cause per
Itne for (a), (b}, and (c)

*This docs mol mean
the made of dying, such
of heart faflure, asthenio,
efe. It means the dis-.
case, infury, or compiica:

1. DISEASE OR CONDITION
DIRECTLY LEADING TO DEATH® 5y

ANTECEDENT CAUSES

dggl’g ‘¥m’hagf tie l&U&QM(g

STAY (ig this place)
tom St Sovis Mo, /12;1!,5: s
d. F}".‘]Jéls.P?{‘f\Ah:_EOOF (If pot in humul or inatitution, wive streot add: téemtion) DRBS (If rural, xive bnt.lun) 0,:‘" a
iNnsTiTuTIoN S Lowis N Zzf |l 2 ) ﬁul‘e #—“g.’
3 DEC%ES%FD 8. (First) b. (Middle) ¢, (Last) 4, DS'EE (Month) (Day) (Year)
{ Type ar Print} or man { ;ra c :?rferm@r; DEATH /‘2_ 7/ f 57
5, SEX Ol 6. COLOR QR RACE | 7. MARRIGE, NEVER MARRIED, L 8. DATE OF BIRTH 9. AGE"&Z‘YTH L'; l"::l 1 TEAR ; THOER W wED,
. ¥ obl curs | Mia.
Mile | White [0 -A/-55 oy e il
10a. USUAL OCCUPATION (Gliekiad of work | 10b. KIND OF BUSINESS OR IN- 1 11, BIRTHPLACE ; sy 12 ¢l
:on‘d wl.u(vork!ulﬂ-.t:tnnﬂ :-r.lr::l) i DUSTRY (CH-) aad State o r""‘. Countay? L C H%Q?FWHAT
T None. None_ Trey, Hissours .S.A,
13a. FATHER'S NAH[ 13b. MOTHER"S MAIDEN NAME 14. NAME OF HUSBAND'OR PIFE
\Joseph Vester Carterman| Rebecea (eck Nene
IS. WAS DECEASED EVER IN U.S. ARMED FORCES: 16. SOCIAL SECUR:;I'J 17. INFORMANT'S SIGNATURE OR NAME ADDRESS
(Yes, 00, 0r unknown) | (If ys, xive war or dates of service!
o None. Avar M". Sao S, /(/lgséfgé%.si‘[ow.s I'/g
MEDICAL CERTIFICATION INTERVAL BETWEEN

ONSEI' AND DEATH

> Mg,

Morbid conditions, if any, gicing DUE TO (b)
rire {o the above cause (a) stating
the underlying cauae fast.

DUE TO (c)

02055*0

tion which caused deaih.

11. OTHER SIGNIFICANT CONDITIONS

: Ctmduitm«t contributing to the death dut not

reloted to the disease or condition cauting death.

19a. DATE QF OPERA- Igb. MAJOR FINDINGS OF OPERATION _ 20, AUTOPSY?
TION b M .
wo L]
21a. ACCIDENT {Bpecily) 21b. PLACE OF INJURY (ex..inoraboeut | 2lc. (CITY, TOWN, OR TOWNSHIP) (COUNTY) (STATE)
SUICIDE homa, farm, fastory, sireet, office bldg..me.)
HOMICIDE . - .
2id. TIME {Month) (Day) (Year) (Houn Zle INJURY OCCURRED | 21f. HOW DID INJURY OCCUR?
oF WHILE AT [—] NOT WHILE
INJURY. =. | “work AT WORK

alive on

2. [ hereby certify that I auended the deceased from R_L IB_Z o _ZJ._“LL 19_2 that I last sew the deceased

19 3 , and that death oceurred at _lﬁ‘_’p.m , Jrom the causzes and on the dale slaled above.

23c. DATE SIGNED

o title) 1)2%. ADDRESS
%T-Q "1 5043

DATE REC'D BY LOCAL | R

OEC 23 57

TIONB E En M| SJ_ALCREMA- 25, DATE 24c. NAME OF CEMETERY OR CREMATORY
Breally} . . .
Remnuval | 12-23-57 | National Cemetery Jefferson Babracks; Mo.

25, FUNERAL DIRECTOR'S 51 GMATURE ADDRESS

McLAUGHLIN'S, 2301 Lafayette

W (Licensed Embaltier’s Statement on Reverse Side)
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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 embalmi

fereeeenns Student Embalmer NOw...ezeeeeenrens

working under my personal supervision..

Student...ccciomeeaiiicrireaiienaereciraatanaentarans
Signsture of Student Exbalmer

A

Note: The above MUST BE SIGNED BY THE LICENSED- EMBALMER in hia OWN HANDWRITING. {Failu:
‘to comply with the above constitutes grounds for revocation of license), T

If embalmed by a STUDENT, he also shall sign in his OWN handwriting.
: 1 this body is not embalmed, fact should be so stated above. -

' - P
Lo . .



