Health,

L Welfore
Public
Service

©  All dizeases in Part | must be cousally reloted,

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

@’

|iico SEP 24 1058 vt e

THE DIVISION OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH

/T

—
ey

STATE FILE NUMBER

Primary Reglmaﬂon Dmrl:' No. .__q:zeﬁ_é _____ Roglstrw s Neo. .___ﬁ._‘i__.--__..

1. PLACE OF DEA 2. USUAL RESI {Where deceased lived. If in esidence befo;//
. COUNTY a. STATE b. COUNTY odmission,
its, give TOWNSHIP anly) Inside Limits c. CITY Inside Lemits
Yes (e [ ogoﬂgﬁN Yos[@No ]
. FgL'L.' NAME OF (If NOT in hospital, give lo Length of stoy in 1b d. ST%ERE [\l ou!snd%l Reside on Form
HOSPITAL OR AD
INSTITUTION%M z “e| B l)/f_j’,j %%k ) Yes [[] Nol)—
3 NTAME OF DE)CEASED First / Middle Last 4. DATE Day Yoar
{Type or print OP
ETHEL BRovet7zls LAZFpafs| ceam /B /Ty
5. SEX 6. COLOR ORRACE} 7., ARRIED[ ] NEVER MarRtED[]| & DATE OF BIRTH 9. AGE (In yeZrs JFUNDER i YEAR] IF UNDER 24 HRS.
. last birthday) | Months | Days Hours Min.
'ﬁ / W wibowep [Z— 2 oivorceo[] 2o MB '7?0 /‘ﬂ [
100, l:lSUAl. QCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR 11 ACE (City and state or country) i 12, CITIZEN OF WHAT COUNTRY?
durigg mest of working lih wn iF retired) JNDUSTRY 0
AP Rt AAD AL Cl Sl E gttt on FHTFECR e, -
130. PATHER'S NAME 13b. MDTHER'S MAIDEN NAME .y vt AR [
' 2ol 2 N a2 % /a0y A 9 AN
-~ s 2 _ /’ ’ I L
i L W B IIIRe i - R st ) -~ Vo r. A
15. WABDECEASED EVER IN U. 5. ARMED FORCES? 16, SOCHAL SECURITY NO. Address
{Ye o, urﬂ(mwﬂ)l {If you, give wdmcu of asrvice) ‘/ ,
Lo ity S Y
187 CAUSE OF DEATH (Enter only one cause per line for {a), (b), and (c}.) INTERVAL BETWEEN™

DEATH WAS CAUSED BY:
IMMEDIATE CAUSE (o)

PART 1.

Vg

ONSET AND DEATH

Conditions, If any, DUE TO (b)
which gave rise to }
above couse (@),
tatl h durs
2 ying caves lasr. ] DUE TO (<) 422/
[=]
= PART 1), OQTHER SIGNIFICANT CONDJTIONS CONTRIBUTING TO DEATH but not related ty the termingl dissase conditlon given inRART | {a} » 19. WAS AUTOPSY
S 0.;] . t PERFORMED? )
Z . yEs[] ~no [
£ 200. ACCIDENT SUICIDE HQMICIDE 20b; BESCRIEE HOW INJURY OCCURRED. {Enter nature of injury in PART 1 or PART Il of item 18.}
w
v | O | \
5[ 20c. TIMEOF Hour -Month, Doy, Year ;
o INJURY  am.
X p-m.
20d. INJURY OCCURRED 20e. PLACE OF INJURY (e.g., inor abourhoms,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE

WHILE ATD NO]’ WHILE | farm, factory, street, office bldg., ctc)

WORK
s 1o

gﬁ e Z E and lost kawmahv. on
on the date stated abeve; and 1o the best of my knowlpdge, from the causes stated.

21. | attended the deceased from
Death ecevrred ot < et
22a. S%?RE ? i

23a. BUIAL CREMATION, | X ATE
EEACVAL t59.c }
i od e al

ﬂ AL Dlnecmg '

%

TE SIE
fsim)




STATEMENT BY LICENSED EMBALMER

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

by me, or by ................................ feeetsrersetrretteseneransretratssaenensreneiearerreanee , Student Embalmer No. .............ccue.

working under my personal supervision.
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