THE DIVISION OF HEALTH OF MISSOURI

. Mo, 300 —
Xo-20 STANDARD CERTIFICATE OF DEATH 257012895
MDRAPR 15 1953 REE. DIST. NO. _3_3_{_ PRIMARY REG. DIST. m.élﬂ_ Registrar's No.... r/ 3
1. PLACE OF DEATH v 2. USUAL RESIDENCE (“'h-ru. decossed lived, 1f iostitotion: residence before
a. COUNTY - a. STATE * - b, COUNTY aynbaion),
S%CHC/ﬁRC{ M RS0 v Ry JMdﬂd
b. CCI)TY (l'l oytalds :Drpurlte limitas, writa RURAL nnd‘:::.mp] gTAli’E:ifl}; pl?anm c. ng . &, t-ag‘e;igenj;:owlinug Wt:,n’r
TOWN fob\x\c.a Duck Creex Tupl 2LYRS TOWN R.»‘A VL O Noog A
d. FIEIJé'S_PrTAAT_EOORF {If ot in boepital or institution, give strect -ddm-,or loeation) ..A%rélREEESrS (If ranal. gve location) e
INSTITUTION /', 2 o Quel Creerr Tw p
3 NAME OF s, (First) b. (l\zddle) <. (Lasty 4 DATE (Momh) (Day) . (Year)
{ Type or Print) 'lfd)‘ll\/ . I—JHN ES DEATH M g Y AW:
5. SEX 6. COLOR OR RACE | 7. mﬁ)%%%g EIE\\;OEECPESRR]ED' 8. DATE OF BIRTH 9. lnAlGEhifx;:x.l‘."]I:; ur IDV'EM IF UNDER M HaEs.
. {Bpeclly, f oo ays | Hours | Min,
M W arersiem ot | Tvwe ) 5 1853 A | |
108, USUAL OCCUPATION (Give kind of work /g:b KIND OF BUSINESS OR IN. | 11. BIRTHPLACE ¢, , P — Comntry] | 12 SITIZEN OF WHAT
pess Cpepatere Fess Operalep WhiLliomauvitie ;MO
13a. FATHER'S N‘li 130, MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
Wm. TIAME-=S | Wottrie Wallare | Lois & I ES
15. WAS DECEASED EVER IN U).S ARMED FORCES? | 16. SOCIAL SECURITY 17. INFORMANT' S SIGNATURE OR NAME ADDRESS
{Yes, no, or unknown} {If yes, xive war or dates of sorvice) - f— .
Mo 379-07 < f2oq | Lois K- EJAMes  Potsco, My R 2
18. CAUSE OF DEATH MEDICAL GE_R-TIFICATION INTERVAL BETWEEN

| Enter only anocaussper | 1. DISEASE OR CONDITION
Jine for (8), (b, and () | D'RECTLY LEADING TO DEATH®(4)

ONSE'I' AND§ZTH

*This does mol mean ANTECEDENT CAUSES

the mode of dying. such | Aforbid conditions, if any, giring DUE TO (b) S
as keart fatlure, asthenia, rise {0 the above coude (4) stating A
cte. It means the dis- the underlying cause last, :

case, injury, or complica- DUE TC ()
tion which canaed death, | 11 OTHER SIGNIFICANT CONDITIONS
Cenditions eontributing to the death bul nof
| _related to the disease or condition cousing death.
19a. DATE OF OPERA- [ 19u. MAJOR FINDINGS OF OPERATION 20. AUTOPSY?
TION
'L{ 20| ves (] o

21a. ACCIDENT (Bpecity) 21b. PLACE OF INJURY (e, inorabout | 21c. {(CITY, TOWN, OR TOWNSHIP) (COUNTY) (STATE)

SUICIDE home, farm, factory, strest, office bldg.,ete.) B

HOMICIDE -
218, TIME (Month} (Day) (Year) (Bour) 2le. INJURY OCCURRED | 21t. HOW DID INJURY OCCUR? t o~

oF WHILEAT [} NOTWHILE .

INJURY WORK AT WORK

2. I hereby certify that I attended the deceased from e 18 . lo ; 19 , thet I last saw the deceased

alive on and that death eccurred at Mm from the causes and on thc date staled above.
23a. TURE \A) (Degree or title) @Rm M) 23c. DATE SIGNED

%A«J\ a/dlw Corovand . L -5 I3
?l._da 'BHERMICA)Q‘}.ALCREMA- 24b. DATE 24c. NAME OF CEMETERY OR CREMATORY 24d. LOCATION (Oity, town, or county) (5iate)

{Bpecily) . . . .
EMmou m. L ‘-/[ G =3 |Flind er- pﬁ'f’ﬁv £ 2 eh
y‘g DATE cp B AR'S SIGNATUR 25. FUNERAL DIREcToa 8 SIGNATURE ADDRESS
Yorgnrs JLUNPA’J} L H"’W/ﬂd‘l’: o Mo.

OQ WRITE PLAINLY—USING UNFADING BLACK INK:;-MAKE A PERMANENT RECORD ™

(Licensed Embalmer’s Statement on Reverse Side)
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STATEMENT BY LICENSED EMBALMER

, Student Embalmer No.

byme, OF BY o vomriiiii it et aieimaiesceseseaeassssreceeesssosaaseesenaes
working under my personal supervision.. )
— /}{/ L B F

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

Signed
Licensed Embalmer No%éf‘

10T: 13 1L SR T T
Signature of Student Embalmer

P. O. Address

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Fai

to comply with the above constitutes grounds for revocation of license).
If embalmed by a STUDENT, he also shall sign in his OWN handwriting.

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




