THE DIVISION OF HEALTH OF MISSOURIL 58""'043361

Health,

, Welfare STANDARD RTIF'(A‘E OF DEATH .TATE FILE NUM-B- :
Public
Service I_BLED_D_E[" 2 2 lnggmmemn District Ne, . ,.....\5_..,_.Primary Registration District No.. W O278 /. Registrar’s Noé@ ___________
_1. PLACE OF DEATH 2 USUAL RESIDENCE {Where deceased lived. If in tion: Rasidence b).lnn
o o. COUNTY STATE L COUNTYP agmisgion
X ALER Ho .
1-57 b. CITY {If outside corporata limits, give TOWNSHIP only) Inside Limits . CITY U? Inside Lénits
om B plae Blass B0 o (JAns Buren Yo MoK
<. FULI!’-I':'JAITE06F If NOT in hospital, give locatiop) | Length of stoy in 1b B STREEE'ES (IF omstde. give lacation) Reside on Farm
HOSPITAL OR ) ADDR _g
INSTITUTIO ! Vo Hles ,949 Yes (] NoBEL.

3. NAME OF DECEASED First 4 Middle Lost 4. DATE Month Day Y ear

{Type or print) m&& \/ mé‘é d C'zoqsg DSAFTH /a - ?"' 5.9

5. SEX {| & COLORORRACE} 7 ~warmiED(RNEvER MarRien[]| & DATE OF BIRTH .. | 9. AGE (i years JF unpER i YEAR] IF UNDER 24 HES.

éﬁ?ﬂ"! m,};,@ WIDOWED ] pivorcen[] ﬂma /0 ‘Z?,S' :..'uim|7a. Mﬂ&h' ‘3:9 Tm_l—r

10a. USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR 1. BIRTHPLACE {City and stots or cauntry) * 12. CITIZEN OF WHAT COUNTRY?

durin st of warking 1if®, sven if ratired) INDUSTRY . g
- 3 _éta#__m Yae M?/ €.5. 4 =
T30 FATHER'S NAME |3b MOTHER S®AIDEN NAME NAME OF HUSBAND OR WIFE

_M% ARreec !\E//ev Clouse

15 WAS DECEASED EVER (N U. 5. ARMED FORCES? . .| 17. INFORMANT Address ;
{Yes, no, prunknawn)| (1F yes, give war or dates of service) *
() Ny WNowe |Alies 7o Aeai_m
18. CAUSE OF DEATH (Entor only one cause per line for {a), (b}, ond {c).} INTERVAL BETWEEN
PART I. DEATH WAS CAUSED BY: ONSET AND D H
IMMEDIATE CAUSE {a} __

Conditiens, if any, DUE TO (B) M) /'2‘ /‘fM}:
which gave rise o } 4 / ™

ST W T TR T

abave causs {a),
stating the under-
lying couse last.

DUE TO (c)

PART . OTHER SIGNIFICANT CONDITIONS CONTRIBUTENG TO DEATH but not related to the 1erminal disease condition given in PART | (a) 19. WAS AUTOPSY
x PERFORMED?

YES[] NO[) &

200. ACCIDENT  SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in PART | or PART |l of item 18.)
a O O

2c. TIME OF Howr Month, Day, Year
INJURY a.m.

p.m.
20d. INJURY OCCURRED e, PLACE OF INJURY {e.g.. inor cbout home,| 20f. CITY, TOWN, DR LOCATION
WHILE ATD NOT WHILE D farm, _ctory, street, office bidg., etc.)

AT WORK
21. | ottended the deccosed from é 6 - 4 ) t z_ - i - _i 6 and lost uw‘hbphnon [ —
Death oceurrad a1 5 . e 5 P # _ m on tha date stated above; ond to the best of my knowledge, from the causes stated.

220. SIGNATURE {Degres or title) 22b. 4PDDRESS 12c. DATE SIGNED
-

[2-V/-5 8

MEDICAL CERTIFICATION

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

All dizesses in Part ! musrbe ;:uusally rol otad.

. BURLAL, CREMATION, | 238. . 234, LGEATION (Clty, teén, or (s:«.)
q VAL {Specify)
9 LY Aﬂ/#e

co
0 . FUNERAL DIRECTOR . E EE E'iSIGNATURE E S



,
M T

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 (o ii it rer s et s et rra i r e rsrene e ks aa s e st a e na e it e e , Student Embalmer No. ...........ccvvne-

(O ZY i en

Licensed Embal;zr Noé{»"ﬂs/3

P. O, Address A, et e, )
”

working under my personal supervision.

Student .oooeriiii 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 constituies 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.



