th,

Ifare
ic

All diseases in Part | must be causally related.

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

FILED FEB 19 1958

THE DIVISION OF HEALTH OF MISSOURI

Ragistration District No. ___.-

STANDARD CERTIFICATE OF DEATH
.35.&. __________ Primary Ragistration District Ne. .h_é G‘Z ............

8=008552 ..

'—_"“"Eﬂée FILE NUMBER

Reqisfrcr'lN_o..._.,A %_____-....__

PLACE OF DEATH

COUNTY

Texas

2. USUAL RESIDENCE (Where deceased lived.
0. STATE, ’
/MissauLyL

e UNT“ institution: Res'idenco by/
. Co Y agmi 5100
[exas

b.

CITY (H outside corparate limits, give TOWNSHIP only)

OR
o JAac Hsen Jwh

Inside Limits

Yas [] Ne [

<. CITY

o o] Ac Koo s 7

7&;50 Lb:::iiDs

c. Fgl.é. NAMEOOF {If NOT in hospital, giv‘ location) | Length of stay in 1b d. STREE'ES (If eutside, give locc‘lon) Reside on Farm
HOSPITAL OR ADDRE
INSTITUTION & I/rs Yes o [
3. MAME OF DECEASED First Middle? Last 4. DATE Month Day Yeor
{Type or print} d -I\ OF
Ada efMfress DEATH - /&5 - 58
5. SEX 6. COLOR OR RACE| 7. MARRIEDD NEVER MARRIED] ] 8. DATE OF BIRTH 9. AGE {In years :UN:JER I:I’VIEM! l: UNDER 2:“HRS.
. DM‘ D 3 gunl birthday) | Months oys ] ours n.
Female white mofde OIVORCED - 20-/8771 84
10s. USUAL OCCUPATION (Give kind of werk done | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (City and state or country) Z 12, CITIZEN OF WHAT COUNTRY?
dyring mast of wrklngﬁf', avan if ratired) INDUSTRY ‘P - () M S\'
OLL8E N i /o"f' YOV o L[' : 4 :
|3a FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE

Wr //1 A MM C}’)Amherlml

Anna B,

[Pose ||

deasc .

I5. WAS DECEASED EVER IN L. 5. ARMED FORCES?
{(Yeas, no, unknqwn)l {If yos, give war or dates of service)
No

18. SOCIAL SECURITY NO.

None

17. INFORMANT

W IV, Jefinee

18.

CAUSE OF DEATH (Enter only one cavsa p
PART |. DEATH WAS CAUSED BY:

IMMEDIATE CAUSE (a)

Condltions, if eny,
which gave riss 1o
above causs (a),
stating the under-

line for (), (b}, and (c).)

DUE TO (b) M_M

Address

55
INTERVAL BETWEEN
ONSET AND DEATH

IO PVCe .
/SWA.
4

430 |

~MEDICAL CERTIFICATION

Iying couse losi. DUE TO (c)
PART IL. the terminal disease condition given in PART | {q) 19. WAS AUTOPSY
PERFORMED?
- YES[] NO D
200. ACCIDENT SUICIDE 20b. DESCRIBE MOW INJURY DCCURRED. (Enter noture of injury in PART § er | of item 18.)
O O O
2c. TIME OF Hour Month, Day, Yeor
INJURY o.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, foctory, street, office bldg., etc.) .
WORK AT WORK Yl

.

r. ]
| ottended the deceased from A y .10
o M 55 o

[

and last sow him

her alive on %é .;. Zg.sz
m on the date stmod' obove; and to the best of my knowledge, from the covses stated.

22e.

£l TURE

d. SDmn

%U
L

22¢. PATE SIGNED

1/ 2SK

24.

FUNERAL DIRECTOR

ADDRESS

wA

E RECD. BY LOCAL REG.

AN 4

26. REGISTRAR'S 51

230. BURIAL, CREMATION, | 230, DATE 23c. NKME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town, or caunty) (Sta1e)
REMOYAL (Spectfy) . : .
Buvyial 2-19- 58 \Walnyl Crove L

AT,

{Licensed Emialmer’'s Statement on Reversa Side)

777; NEL | hoxg



STATEMENT BY LICENSED EMBALMER

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

BY M, OF DY i e s irr i s s e e e e s o ensasarerana s ., Student Embalmer No. .........ccoeienene

working under my personal supervision.

Student .o e
. Signature of Student Embalmer

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.




