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THE DIVISION OF HEALTH OF MISSOURI

STAN DA CERTIFICATE

Primary Registration District No.____

OF DEATH

58—04.3092

‘__5 TATE FILE NUMBER
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PLACE OF DEATH
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uldance befora
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3. NAME OF DECEASED Middle Lost 4, Year

{Type or print}

WEX 44 6. COLC
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8.
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DEAT

/ /78T

DATE OF BIRTH

9. AGE (In years

FUNDER 1 YEAR

1F UNDER 24 HRS.

- hday) hs Hours Min.
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dpfingfmast o rkin Wd) INDUSTRY -~ 4 XZ
130, f ATHER' S AME 13b. MOTHER'S MAIDEN NAME  #, 14. %g oF HlfSBAN%
16. SOCIAL SECURITY 17. JNFORMANT Address

. WAS DECEASED EVER IN U, 5, ARMED FORCES?
{Yes, %‘-ﬂm)i {If yas, give wor or dotes of servics)

A

18. CAUSE OF DEATH (Enter only one cause per tine for (a), {b), and (c).)
PART |. DEATH WAS CAUSED BY: o o D ONS
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' . {/
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stating the under- -
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2|_; | attended the deceased from / If\'b_-b Y / a /‘ Ib R and last saw her alive on
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RECEIVED

DEC 2

WASH, COUNTY HEALTH DEPT.
FilsNo:

STATEMENT BY LICENSED EMBALMER

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

., Student Embalmer No. .......c.c.covvnuee

BY ME, OF DY i e e e e e s s s e na e

working under my personal supervision.

Student ..o e e
Signature of Student Embalmer

P. O. Addregs7 4

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.




