THE DIVISION OF HEALTH OF MISSOUR) & _
STANDARD CERTIFICATE OF DEATH 51873~ é'“"""“""E§§ﬁf94ﬁ:§59@831m_

istration District Ne. 3 18 anary Rngls:mmm Dnstm:t Ne. 1003 ________ Regislmr's No.,

1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before

$. 300 o. COUNTY : a. STATE /’7 o bJC?UAT\; v odmisgion}

g ‘37 b. ch\r (I outside corporate limits, give TOWNSHIP only} | Inaide Limits < cm Inside Limits
TOWN .f]'xay/.'; N Yos @ Mo [ TOWN C/JSG@W V/A’Z/?{:E b Yes[pd” No [
| c. FULL MAME OF (If NOT in hospital, give location) | Length of stay in b 27 STREET, {If outside, give W‘ Reside on Farm
| 7 MOSTALOR oy orsrigy Hosrr |/ Ao FIA)S|C o0 PRS0, vavie ou/y 5# Yos O No [~
3. :'TN:E 31;?:;:5.&550 First Middie Last . 4. DATE Maonth Day Year
Y SANORA  JEAY QUEHTON beatn F4E /¥ S P5F
5. SEX 6. COLOR OR RACE T'MARRIEDDNEVER MARR‘EDM 8. DATE OF BIRTH " | 9. AGE (in years fFUNDER 1 YEAR] IF UNDER 24 HRS.

/= / W. winowen[T} ¢ opivorcen[] JH&}’ S, S FE5SE ast bisthdor) M"/'h' ]D'? Hours l Hin-

100 USUAL OCCUPATION (Giva kind of work done | 30B. KIND OF BUSINESS OR 11. BIRTHPLACE (City and stote or sountry) 12. CITIZEN OF WHAT COUNTRY?
during moat of working tife, svan If retired)} INDUSTRY .

Ao NE AonE ST Aovis, Mo o | Y-S A

13a. FATHER®S NAME 13h. MOTHER'S MAIDER NAME 14. NAME_OF ﬂUsBAND_ OR WIFE
HENRY &K Taon AIRLIAN AAMAMER 72y

15. WAS DECEASED EVER IN U. 5. ARMED FORCES? 16. SOCIAL SECURITY NO. 17. INFORMANT Addross S OAVAV/IE

{Yes, no, or unkngwn)| {If yes, give wor or dates of service}

Vo Yoy £ SENPY CUEHTon ST Aguls Co /5 Mo

18. CAUSE OF DEATH (Enter only one cause per line for {a), (b), ond (c).} i INTERYAL BETWEEN
PART |. DEATH WAS CAUSED BY: ONSET AND DEATH

IMMEDIATE CAUSE (1) Congenital Cardiac Hypertirophy . 0 days

. Health,
& Welfare
. Public
h Service

t;:__.__‘

Conditlong, if any,
which gave rise to }

obeve couse (a),

OUE TO {hy Horseshoe Kidney 4O days
Toimg covuo. Tour. 4 DUE TO (&) Congenital Mal Formation of long bone articullations

PART Il OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but net releted to the terminal dissase conditlon glven in PART | {a) 19. WAS AUTOPSY
PERFORMED? a

Mongolism YES[ ] NORd
20a. ACCIDENT SUICIDE  HOMICIDE Ab. DESCRIBE HOW INJURY OCCURRED. {Enter nature of injury in PART 1 or PART 1l of item 18.)

O O O 7545

20c. TIMEOF .Hour Month, Day, Yeor
INJURY a.m.
p.m.

204. INJURY OCCURRED 20s. PLACE OF INJURY (e.g., inor abouthome,| 20f. CITY, TOWN, OR LOCATION COUNTY S5TATE

WHILE ATD NOT WHILE 0 form, foctory, street, office bldg,, atc.)
WORK AT WORK

21. 1 attended the deceased from __JULY 5y 1958 1o _Auge Lhy 1958 cndtost sow D™ clive oo __AUgZe 1L, 1958

Deoth occurred at 9 : 30 P.M. : m on the date stated cbove; and to the best of my knuw!odga, from the couses stated.

{Degree or title) 22b. ADDRESS 22¢. DATE SIGNED
@Wg@%e Z? ,@(}dj{/-,\_) M.D.9 21135'6 Warne Averue (7) 8-915-58

23a. BURIAL, CREMATION, | 23b. DATE 23e. NMA'\E OF CEMETERY OR CREMATORY 23d. LOCATION (City, town, or county) (Srote)
REMOVAL [Specify}

esas e 152258 | SR EQENS CEM . ST AoU/S Mo

24. FUNERAL DJRECTOR ADDRESS . 25. DATE RECD. BY LOCAL REG. | 26 REGISERAR'S SIGNATURE
* ’ -
sy ros7] A 1558 g2 )
) {Licensed Embalmer’s Stcrement on Reverzs Slde) (78

L.~

MEDICAL CERTIFICATION

otc. must use only standard nomenclature in item 18. No symptoms will be listed.

All diseases in Port | must be causally related.
USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

ctor, corcner,




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. _....c.covcinvnnns

Signature of Student Embalmer

Licensed Embalmer No, ﬂff%/g
P. O. Addre%ﬁ'{{.ﬁ-:zz.é’.

Note: The above MUST BE SIGNED BY THE 'LICENSED EMBALMER in his OWN HAND@TING. (Kilur
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.




