Healsh,

5 Welfors

Public

- Servics

. 300
1-57

tem 15. o symptoms will be listed.

7e 1n

latur

. pemanc

dard

All diseases in Port | must be causally related.

on

only $ft

Sl Ve

oner, eic. mi

+ » OCI0s, COt

o7

i

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

faﬁﬂ’“i""’”"". District No.

THE DIVISION OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH

7 Vpnmqry Reglstruﬂon District No.

58-035312
s 22D i i3

Ll Sl S

. PLACE OF DEATH

2. USUAL RESIDENCE (Where deceased lived. I institution: Residence before
a

(Type or print)

ZDR

B J/oMmMAs

a. COUNTY WEBSTEK . STATE Mo b. COUNTY oA .
b. CITY {If outside corporate limits, give TOWNSHIP only) Inside Limits c. CITY Inside Limits
om UNION Yor [J Mo [ TomN 2uB ‘,Srj;fpr Yes(J Ne (]
c. E{gls-é-l’?:r%ROF (If NOT in hospital, give location) | Length of stoy in 1b d. i}-)%%%};s (|f outside, give location) Reside on Faorm
INSTITUTION é M/I EBST You m No [}
3. NAME OF DECEASED First Middle Last 4. DATE Month

DEATH QSEW ‘:lj }9.3'9

5. SEX 6. COLOR OR RACE] 7.

FEMRAL | WwaiTe

MARRIED[ INEVER MARRIED[ ]

winowep{fy ) oivorcen[]

8. DATE OF BIRTH

APR/G /8 %O

9, AGE (In ysors §F UNDER 1 YEAR| IF UNDER 24 HRS.

lbnl?hdﬂy) Months | Doys Hours | Min.

106, USUAL OCCUPATION (Give kind of work done | 10b. K

during m3t of wklnq.lif?von if ratired) INDUSTRY

IND OF BUSINESS OR

11. BIRTHPLACE {City and state or country}

Missourr

12. CITIZEN OF WHAT COUNTRY?

°1 U SA

13a. FATHER'S NAME

CHARAES DWDAEyY

Q&’X??”“b“}‘i PPs

14. NAME OF HUSBAND OR WIFE

15. WAS DECEASED EVER IN U. 5. ARMED FORCES?
{(Yas, nogo unkmwn)l(ll yes, give war or doten of service}
bbb inlbibdel)

SOCIAL SECURITY NO.

. INFORMANT

Addresse

— S NTNR
18. CAUSE OF DEATH {Enter only one cause per line for (a), (b}, and (c}.) INTERVAL BETWEEN
PART |. DEATH WAS CAUSED BY ONSET AND DEATH
IMMEDIATE CAUSE (o) _mmﬂ o—p n&—wﬂh \ [tr et
/ [74
Cond { y .
itions, 1 . hd
which gave cive 1o } DUE TO (&) e Z% Ca 7 Y
above cause (o),
tating th der-
lying caves last, 7 DUE TO {c) 1550
PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TQ DEATH but nat related to the terminol dissone candition glven in PART | (o) 19- WAS AUTOPSY
. . PERFORMED?
YEs[(] ~no[f 2

O 4 O

2a. ACCIDENT CIDE HOMICIDE 20b. DESCRIBE HOW INJURY QCCURRED. (Enter nature of injury in PART | or PART Il of item 18.)

2e. TIME OF  Howr  Month, Doy, Year
INJURY  am,

MEDICAL CERTIFICATION

P
20d. INJURY OCCURRED 20e. PLACE OF INJURY (e.g., inor abouthome,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE ATD NOT WHILE O form, _ctory, strest, office bldg,, atc.)
WORK AT WORK

21. 1 attended the deceased »\M
Death occurred at ll.r

_a_%&s_

and last mw-Lglluan [? Wﬂ

A m on the date stated above; and to the best of my knowledge, fromT; cauvses stated.

22a. SIG; ATURE

(Degrae or ml-) W& o

22b. ADDRESS

22c. PATE SIGHED

Pzare Al By | 25SpE5S

23a. BURIAL,CREMATION, 23b. DATE

®IBL 1G-2¢- 1 a5

23c. NAME OF CEMETERY OR CREMATORY

FPRosPEC)

254, LOCATION (City, town, or county) (State)

EBSTER Co Mo

24. FUNERAL DIRECTOR ADDRESS

A

25.

S

TE RECD. BY LOCAL

~ A=

G.

26. R IS NATURE

{Licenssd Embaimec’s Stotement on Reverss Side}
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STATEMENT BY LICENSED EMBALMER

u'l

1 hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed
by me, OF BY oo e e b a e e e

, Student Embalmer No. ..................t
working under my personal supervision

Student ..iiiiiii i e et Signed %MA

Signature of Student Embalmer

P. O. Address,

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure
tf\t‘o comply with-the above constitutes grounds for revocation of license). .
*  If embalmed by a STUDENT, he also shall sign in his OWN handwntmg '
If this body is not embalmed, fact should be so stated above.
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