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10.48

WRITE PLAINLY—USING UNFADING BLACK INE—MAKE A PERMANENT RECORD

! B{RTH NO.

THE DIVISION OF HEALTH OF MISSOURI
FILED JAN 30 1958 STANDARD CERTIFICATE OF DEATH

REG. DIST. NO. 31_8_,_?8"!“\’ REG. DI1ST. MO.

3709

State File Novwilin e -

842

Kegistrar's NJ’

1. PLACE OF DEATH

2. USUAL RESIDENCE (Where d d lived. If instituth i

a. COUNTY a. STATE b. COUNTY aulmimigs’.
E ITHinois Fapett2 7"
b, CCI).['-;Y {1t outride corpurats limits, wtite RURAL and give ;I'ALYENGTH OF c. CITY 2. I Residence within Dmits’ of
nahip) (in this place) l; {ncorporated yn?
TOWN sg 4 ou 1 5 /l{o sy o Bﬂu’ﬂs fo“} ”) RO o A .
d FULL NAME OF (If pot in bospitil or fnstitution. give strect ldd.re- ar loedtion) - STREET (I raral, give location) ];V_
HOSPITAL DDRESS - 8 b}
INSTITUTION_ﬁ‘ Leoves Sl re é 2
3. NAME OF Flrst b. (Middle) * . (Last
pEME o8 a. (Flrst) ( ’ e) c. (Last) 4, DATE (Month)  (Dey) (Year)
( Type or Print) j bnr arid wrner DEATH  f oled
5. SEX [ 6 COLOR OR RACE | 7. MARRIED, NEVER MARRIED, &| 8. DATE OF BIRTH 9.:\‘?5 (I::hn)ln o v YEAR | O GNOER 1 WES.
WHOGWED - BIORGED~Spediiy} ¥ ooths| Days | Hours | Min.
Male White /- 18-57 v |

donadurigs

one

108. USUAL OCCUPATION {(CGiwe kind of work
cet of working Lite, sren if retived)

10b. KIND OF BUSINESS OR_IN-
DUSTRY

/Vone.

7 "
1. BIRTHPLACE (Cicy and State or Forsiga Country) / ntgr"%ENOF WHAT

13a, FATHER'S NAME

{1t

(Yea, no. gr unkoowsa) I
__A/a

15. ’sAS DECEASED EVER IN U.5. ARMED FORCES?

13b. MOTHER'S MAIDEN
P

i6. SOCIAL SECURITY
one ’

you, elve war or dates of sorvice)
—

nd d//g" LI mors .
NAME 14. E OF MUSBAND OR ¥IFE
brkmasn one.
17. INFORMANT'S SIGNATURE OR NAME ADDRESS

Luzn Kehr goo S Lo Ws.S Aiahutty

2. T hereby certify that I atlended the deceased from £ 7€
, and that death oceurred at ,ﬂgﬂ.m., from the couses and on the dale staled above.

18. CAUSE OF DEATH MEDICAL CERTIFICATION Ig;ggtl;‘gmﬁiﬂ
| Enter anly onecause . DISEASE OR CONDITION \ ,\_ D
Yime for (a), (b), and ‘(’3 DIRECTLY LEADING TO DEATH® (5 (vl me rvlar \\l‘\ 1S -
*Thiy docy not meen ANTECEDENT CAUSES
the mode of dying, such | Murbid eonditiona, if any, giring DUE TO (b)
ae heart fallure, asthenia, | Tise to the above cause (o] stating
ele. It means the dis- the underlying cause last,
ease, infury, or complice- DUE TO {c}
tion which caused death, | 11. OTHER SIGNIFICANT CONDITIONS
Conditions contributing Lo the death but nof
related to the disease orgcondltion cauting death. 5 ? 3 7‘\
192. DATE OF OPERA- | 190, MAJOR FINDINGS OF OPERATICN 20, AUTOPSY?
TION t g
ES NO D
21a. ACCIDENT {Bpeclty} 21b. PLACE OF INJURY te.g..norabout | 21¢, (CITY, TOWN, OR TOWNSHIF) (COUNTY) (STATE)
SUICIDE home, arm, factory, strest, offce bldg., eto.)
HOMICIDE
2id. TIME (Month)  {(Day) (Year} {(Hour) 2le. INJURY OCCURRED | 21f. HOW DID INJURY OCCUR?
o WHILEAT[ ] NOT WHILE
INJURY = | WORK AT WORK
/1% . IQﬂ, lo _._Z:eZé-_, IBJK that I last saw the deceased

DATE REC'D BY LOCAL

JAN 23 ,SnREG.

25 FUNERAL DIRECTOR'S S1GNATURK ADORESS

81 ALRERT

H_HOPPE 1,700 WASHINQTON BL.

(Licensed Embalmer’s Statement on Reverse Side)

-
before

alive on = . 13
23a. SIGNATURE (D o leD ZBQ. ADDRESS . 23c. DATE SIGNED
n %A .foo.SiiavqumAmw J-22-58
2a, NBURIAL CREMA- | 24b. DATE 24c. NAME OF CEMETERY OR CREMATORY | 24d. LOCATION/ (Clty, town, ol county) (Btate)
HEROVAL""-| 1-23-58 1 o MAPLENOOD CEM. ST _FIMO TLL.



STATEMENT BY LICENSED EMBALMER

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

DY M, OF DY it rivirresvsrrcrrrammmcneraociaeitiaaiiessanmmaaaeen bemmeses , Student Embalmer No...cocevveene.

working under my personal superviaion.. jm
Student.....coveroiiiiiiiiri it e iiriieneaas Signed N L LT TS LY A Al

Signaturs of Student Embalmer
P. O. Addrea-/tgfé’“‘

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Fail
to comply with the above constitutes grounds for revocation of licensé).

If embalmed by a STUDENT, he also shall sign in his OWN handwntmg. ,

T* this body 'is not embalmed, fact should be so atated above.

i N N




