Heolth, THE DIVISION OF HEALTH OF MISSOURI 58__017314

& Walfore STAN DARD CERT'F'CATE OF DEATH STATE FILE NUMBER
, Public .
h Service AY 2 6 Igsaggistmrion_ District No. __.._3...Ag...._.......__Pfimury Registruﬂ Distriet NO-._-&.Q-Q._& _______ Registrcr's No.,__?-,_;,g_ﬂ_,_“_w
1. LACE OF DEATH 2. USUAL RESIDEN(;E (Where deceased lived. If institution: Residence before
3 . COUNTY a. b CO admission
w0 Boeone " Missownt " hspnn
. 1-57 I CITY {If cutside corperate limits, give TOWNSHIP only) Inside Ligpits c. CITY 0 7(q g' Insidy Limits
OR
vos B T v
vow (o /o bum BN L oy cno\ LAJ Yesld N0
FgL;_ NAME OF () NOT in hespital, give loc no%j Leng:lj of stay in 1b d, S-II-DR%ET (if outside, give lo:nhon) Reside on Farm
HOSPITAL O s ADDRESS @/
Y NSTTUTIONEA s e 2 1 qu'&cdr . 172 has. Qn’l‘cwnu Hotel Yes O No
3. FTAME OF DECEASED First Middle Last 4, DA?E Month Day Y ear
ype or print) OF
Sheewood Keed DEATH V7.9 4
5. SEX O 6. COLOR OR RACE| 7. MARRIED[ JNEVER MaRRIED[ ] B. DATE OF BIRTH 9. AGE {in yeors JF UNDER 1 YEAR| IF UNDER 24 HRS.
t birthday)} [ Months | Days Hours Min,
Mple | White | woreO 4 oworceolS| vwKpown  H79 I I
10a. USUTAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE {City and stote or countr:) q 12. CITIZEN OF WHAT COUNTRY?
during most of working life, even if retirad} INDL K
(Ads L0t at ] ?Lowu v hvowa) _
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
ualyown vwkuowa war Ko
15, WAS DECEASED EVER IN U. 5, ARMED FORCES? 16. SOCIAL SECURITY HO.| 17. INFORMANT Address
{Yes, oo, or unknawn}| (If yes, give war or dates of service) * .\- N
i Rasous polvorw At
18, CAUSE OF DEATH (Enter only one couse per line, for (a), {b), and {c).} INTERVAL BETWEEN
PART I. DEATH WAS CAUSED BY é ! g g‘ T AND DEATH
IMMEDIATE CAUSE (o) .

above cause (o),
stating the under-

. . >
Conditions, if ony, } DUE TO (b) 8&&&-7 W Hlpcea’ 36/1124/15 :

which gave riss to
DUE TO (¢) m& CMM 52’[ LLV'J;’!"" Wiy

etc. must use only standord nomencloture in item 18, Mo symptoms will be listed.

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

z lying cause last.
. ,% PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the termingl disease condition given tn PART 1 (a) 19. WAS AUTOPSY
3 5 PERFORM
3 g MWW Zusstipiglle maveitic g 4 LTt Yes[] N 2
= = [ 20a."ACCIDENT ~ SUICIDE  HOMICIDE 7 ¥'20b. DESCRIBE HOW INJURY OCCURRED. (Enter natura of injury in PART | or PART I of item 18.)
3 i e—a—a _—
9 § 2c. TIME OF How  Month, Day, Year
4 3 R —
U
‘;’ X p.-m.
E 20d. INJURY OCCURRED 20s. PLACE OF INJURY {e.g., inor abouthome,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
o WHILE ALy MOTWHEE — for office bldg., etc.) —— .
& WORK AT WORK A /)
- “d
E E - | 21. 1 attended the deceased from a//é 6% 3 //@/JO and lost -,aw""'"h aliva on 5 //b/.& 8
g-: - “r = Death occurred at , m on the date stated above; and to the best of my knowledge, from the couses stated.
i § ,?—&GN Tu E% (Degree or title) D K{ 22b. ADDRE n:sy ED
-
& Tk N ), o Midasici Wk G ; (oo ., W0, | 51 758
/m CREMATION, | 23b. DATE 23c. NAME OF CEMET RY OR CREMATORY 23d. LUCATION {City, town, ﬂcoumy) ($tate)
- ROV, (Specify)
LAY S —38 Ww grard\ | columbea ard
24. FUNERAL DIRECTOR ADDRESS . 25- DATE RECD. BY LOCAL REG. 26. REGISTRAR'S"SIGNATURE

22D | Mp, 02 1958 mﬁ_&_‘&&m&u:_

{Licensed Embolmet's Statemqnt on Reverse Side)




STATEMENT BY LICENSED EMBALMER

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

DY M, OF DY iriiiin et ciiiii i reee st ee i rearrensn v s rasas s anstsseasasrrannsrarinsanrane ., Student Embalmer No. ...................

working under my personal supervision,

Student ..oeiin e s
Signature of Student Embalmer

- P. O. Address..........coocciiiinniiniiinine.

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,




