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PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. Ruldoncc be
a. COUNTY Clay . - STATE Missouri o COUNT\B*@‘}?%?@t g o
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HOSIALOR Smithuille Community ADDRESS ~ Route Yes 7] No[]
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YPe or print . v -
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5. SEX ¢l 6. COLOR OR RACE| 7. mAKRIEDE] JEvER MarRIED ] 8. DATE OF BIRTH 9. AGE (In ysars §FUNDER 1 YEAR! IF UNDER 24 HRS.
Mal e Wh lt e WIDOWEDD DIVORCEDD 3_1 9 _94 Ingzﬂidly} Months ] Days Hours Min,
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{30. FATHER'S NAME
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18, CAUSE OF DEATH (Enter only ona cou“ per line for {a), (&), and (e) H
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PART I. DEATH WAS CAUSED B

IMMEDIATE CAUSE (o}

17. INFORMANY

<

14. NAME OF HUSBAND OR WIFE

Ytr e LBatiq -

Condltiona, if any,

DUE TO {b) /‘9/?7‘4 ﬂ/o \)’C’LL‘/fd/lo //L’ﬂ/t’?"l)/f(.‘//-ﬁé

obove cause (a},

whlch gave rise 1o
stating the under-
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MEDICAL CERTIFICATION

USE ONLY BLACK INK OR RIBBON TYPEWRITE iF POSSIBLE

lylng couse lasr. DUE TO (c)
PART Il. OTHER SIGHIFICAKT CONDITIONS CONTRIBUTING TO DEATH but not related to the terminal diseans condition glven in PART I [a) w. gAS AgTOPSY
RM|
/77}/0 CRRDIAE /NARRCT Fwhks PRrvrees : Diggures Hecisros YESLT NOLT &
a. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART Il of item 18.)
o 0. O o~
2c¢. TIME OF Hour Month, Day, Year
INJURY  a.m.
.
0d. INJURY OCCURRED 20e. PLACE OF INJURY (v.g., inor abouthome,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE ATD NOT WHILE o} iarm, wClory, straet, ofh:o bldg., etc.)
WORK AT WORK

21. | attended the dececsed from (2 7 / fj f to

I:f

Decth eccurred ot

L‘/df/ JO/fqund last uw:- alive on
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All diseases in Port | must be causally related.
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3 B REMQVAL (Specify)
i ’?0 Bigent™™ | 7%1). 23,1957 i}m (e sprilin ;%Zw—rz/ 72~

2¢4. REGISTRARS SIGNATURE




e ™o T : . 896‘

L
CETNG
@ r 1958
- - ‘ 52§ €O
- ¢ \\&ﬁ“ GngR%
\ g

STATEMENT BY LICENSED EMBALMER

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

DY M€, OF DY oirtitiiiiiir vttt et e e e n s e e e e e ra s e an e ., Student Embalmer No. .................00

working under my personal supervision.

Student ovniiiiiii e e
Signature of Student Embalmer

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.




