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etc. must use only standard nemenclature in item 18. No symptems will be listed.
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THE DIVISION OF HEALTH OF MISSOURI
STANDARD CERTIFICATE OF DEATH

IXD_

..... Primary Registration District No.

2B =043744

STATE FILE NUM?
Regist!qr's Ne. X

T -
1. PLACE OF DEATH 2. USUAL RESIDENCE (Whare deceosed lived. If institution: Residence belore
o COUNTY _& m—" a STATE X admiggian
sl oo
b. CITY (I outside corpomm limits, glvu T IP only) Inside Limits ¢. CITY y 35‘ Inside®Limits
OR Yes (] No (X OR f Yes[] N
TOWN es ° TOWN es o R
c. FULL NAME OF (If NOT in | glvcl cation) | Length of gtay in 1b d. STREET (If cutside, givvé locgtipn) Reside on Farm
HOSPITAL OR W“ﬂ? Jj % . ADDRESS f}!; Y No []
INSTITUTION y 142 es a
¥ f e
3. NAME OF DECEASED First Middle y /Last J 4. DATE Tith Doy Yéar
90 or print} b £ OF D I ’ / J Y
| Ba. _(,{,)A Ibe)‘;(fp 17| ot Deecas [N 17
6. COLORDR RACE[ 7. 8. DATEOF MRTH o 9. AGE (In years JF UNDER 1 YEAR| IF UNDER 24 HRS.
W W\h :rDRDRU:':D NEVEI:):AV.::::E‘S /V{“'.. c ’) /J /f/¢9 laxt birthdpd) [Months | Days Hours ! Min.
Iﬂl USUAL OCCUPATION (Give kind of wnrlmnl 10b, KIND OF BUSINESS OR n. BlRTHPLACEhCIIy and state or counlry) al 12. CITIZEN OF WHAT CCJUNTR'I'?tl
during mpat of working life, even if uhud] INDUSTRY
rEfy~ Ny ey — IFAFM Yo, M O -5 A
13a. FATHER'S NAME . 136, MOTHER'S MAIDEA NAME . 7/ J4. NAME OF HUSBAND OR WIFE  ©
3 Qarg 0 rdey=
15. WAS DECEASED EVER IN U. S. ARME! CORCES? Clal. SECURITY 17. INFO T
(Ys, k If yas, give war or d i .
[ 1! a& or unllmn)l( yes g-:--:i-__:__o-—:ﬂvlc ) 3-. 4) \,..3 } kv
18. CAUSE OF DEATH {Enter only one cause par line for (a), {k), ond (c
PART |. DEATH WAS CAUSED BY
IMMEDIATE CAUSE {a)
W -
Cenditions, if any, DUE TO (b)
which gove rize 1o
above causs (a), }
stating tha under-
z lying cause last. DUE TO ()
(=]
= PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related 1o the terminal disease condition given in PART 1 (g} 19. WAS AUTOPSY
= ]' b PERFORMED?
i L" \( YES{] NO
% { 20a. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. {Enter noture of injury in PART { or PART Il of item 18.) v
w
: . O O
Y| ¢ TIME OF Howr .Month, Day, Year w
s INJURY  a.m.
x p.m,
20d. INJURY OCCURRED 20e. PLACE OF INJURY (o.g., inor about home,| 20f. CITY, TOWN, OR LOCATION | COUNTY STATE
WHILE ATD NOT WHILE | farm, factory, street, oifice bldg., etc.) S .
WORK AT WORK x
21. | ottended the deceased from b 7 Jb . to Z‘ - /l - Jl and last iuwmaiiva on 4' 3 '\W _ i)
Death occurred al m on the date stated cbove; and to the best of my knowledge, from tha couses stated.
M f See or 226 ADDRESS 22c. DATE SIGNED
&LZ?“’ M 2 ) Mo /R -4
230. BURIAL, GRepiww®tone | 235, DAT /\5 ( 23c. NAME OF CEMETERY OR CREMATORY LOCATION (Clty, town, or county) (Stats)
L00\a / Z / 72 . )?7 0
24. FUKER DIREC%R 4 E RECD. BY LOCAL REG. TURE

ADDRES
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STATEMENT BY LICENSED EMBALMER

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

DY M@, @b oo oriiri e e e s ern e e s b e et ra et ., Student Embalimer No. .......ccooevueanis

P. 0 Address

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (FaHure

to comply with the above constitutes grounds for revocation of hcense) -
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. .




