eaith,
Welfore

Doctor, coroner, efc. must use anly standerd nomenclotyre In item

All disenses in Part | must be causally reloted.

T. Reid Jones

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

FILED FEB 3 1958

Registration District No.

THE DILVISION OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH

l yf Primar

1139

Lo o2

y Registration District Ne.

STATE FILE NUMBER

Regiswor's o A L0

1. PLACE OF DEATH

2. USUAL RESIDENCE (Where deceased bived. If institytion: Reﬂdenca 'l‘:?dr/e
. COUNTY . STATE *, b. COUNTY j issio
: Thaxson = STATE () s S0 v R'Y Aceidte
b. CgRY (If outside corporate limits, give TOWNSHIP only} Inside Limits _ q CIOTY Inside anns
. R
TOWN ANSAS 1TY Yes ) No[] 4 (“ss'nTOWN MN.SA Ly 0[ 7Y Yes[X] No[]
. fig%#l{qw%g': (1§ NOT in hospital, give location) | Length of stay in 1b d. STREET (If cutside, give location) Reside on Farm
Al ADDRESS
sTITUTIoN, 36 24 CHES TNV T AVE| 4O YEAR S 24 Cresrwoy Aveyoed Y0 NX
3. MAME OF DECEASED First Middie Last 4. DATE Month Day Year
{Type or print) Co — ,4 OF 7,.
AROLYN LLEA/ OEATH AN /). /F95T
5. SEX 6. COLOR OR RACE| 7. 8. PATE OF BIRTH 9. AGE wars iIF UNDER 1 YEAR| IF UNDER 24 HRS.
F ! . MARR'EDQ NEVER MARRIEDD JP ast Ei:.:d.,; Months | Days Hours | Min.
EMALE |WHI/TE wooweo(] | onvorceoOl|Tuwe-2/)- 1883 | 7%
10a. USUAL OCCUPATION {Give kind of wark dene | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (City ond state or :ul.mtry')v ’ 12. CITIZEN OF WHAT COUNTRY?
luring most of working lifp, svan if ratired) INDUSTRY
QU3 EWIFE LIRS OraronN Cauwnry JEnnesse U. S 4.
13a. FATHER'S NAME — 13b. MOTHER'S MAIDEN NAME |4 NAME OF HUSBAND QRwH-g~
ot . . (Avior |Tosepune — Grover CO. Aeren
15. WAS DECEASED EVER IM U. 5. ARMED FORCES? 16. SOCEAL SECURITY NO.| 17. INFORMANT A, i CHE N
(Yes, no, or, wn]| (If yas, give wor or dates of service) S TAU £
. A Nown e  |Brovie 0. Aeien ?\ému; &y Messevar

DEATH wAS CAUSED BY:
IMMEDIATE CAUSE (a)

PART 1.

18. CAUSE OF DEATH (Enter only one cause per line for

b, (bl and ().}

INTERVAL BETWEEN

ONSET AND DE?TH

; /¢ L ltr

Canditions, if any, DUE TO (b}
which gave rise to y
obove cause (o), {
tating the under-
% l‘yinongcnu:.ula::. DUE TO (c) 33 ’
= PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not ralated to the terminal disease condition given in PART 1 (a} 19. WAS AUTOPSY
& PERFORMED
I YES[] NO
2] 20a. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART il of item 18.)
w
o a OJ [
§ 20c. TIMEOF .Hour Month, Day, Year
a INJURY a.m-
£ p.m.
20d. INJURY OCCURRED 20e. PLACE OF INJURY {e.g., inor about home,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE ATD NOT WHILE D farm, factory, street, office bldg., efc.)
WORK AT WORK
21. | attended the d d from W quj— , to A1 /?ﬁ

T 3

Death occurred at

M:/’ {7 ond last hcwtz:_gliveon_%”" y
m on the date stoted obove; and to the best of my knowledge! from the cavses stoted.

{Dogrea or |l||e)

[}

22b. ADDRESS

I Wkl )

27c. DATE SIGNED

{-1¢-

?b. DATE

TN 13-/F58

m-,zs.

23c. NAME OF CEMETERY OR.LREMNTORY

WeeBsrN QeMETEARY

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

(s

Movnodvieee Missosvri

24. FUNERAL DIRECTOR

[} fﬂ.hS;

1 357 Bruge Ccen
IA S y/)

25. DAT

/-

E RECD. BY LOCAL REG. | 26. REGISTRAR"S SIGNATURE

/3 -SE Nl v

d Embal ’

(Li

ot Reverse Side)




STATEMENT BY LICENSED EMBALMER

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

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

.» Student Embalmer No. ............cc..e..
working under my personal supervision.

Student

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

Signature of Student Embalmer

-

Licensed Embalmer No§{/6-2

P. O. Address;,ﬁ..a,...../.c%é.'..

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.




