THE DIVISION OF HEALTH OF WISSOORY - | 5__9__:018495____“

lwalth,
w;ll'nrt . STANDARD CER"H(AT! OF DEATH ’ SrTATE FILE NUMBER
ublic .
ervice LED JUN 1 1ng2:9i31:qtioq District No., 8 o0 Primary Registration District No. _______ ... Reglshur s No. No...___ ﬁ__g__,,ff__,,._
1. PLACE OF DEATH 2. USULL RESI CE (Where dacmnld lived. If institution: Reiéi-_ﬂc_u bgfore
. COUNTY STATE - NTY odmi $310!
0 ° AP ceon o PR G P ?
=57 b. ClOTY {If eutside corporate limits, give TOWNSHIP only) Inside Limits €. CgRY Inside Limits
. 100 Hogmon [ edson T 0 S TOWN 2o e i Yol Moy
v c. FULL NAME OF (tf NOT in hospital, giva location) | Length of stay in 1b o¢ d. STREET {IF cutside, give locotion) Reside on Farm
2 HOSPITAL OR J ~ o ADDRESS Yo O] No[]
INSTITUTIONZS L 2 e LICr ¥ 5 o - i °
3. NAME OF DECEASED First Middia : Laost 4. DATE Month Day Y aar
{Typo or print) OF
Te ba  pPanpas ledk A" S~ /A . 5F
5. SEX 4. COLOR OR RACE f.MARmED&‘EVER MARRIED]] . DA F BI 9. AGE (In yeurs JF UNDER iYEARI 1F UNDER 24}1Rs.
" - lost birthday) [ Months | Days " Hours Min.
2 o . ; woowen[] ovorcenl ]} S ~ 9~ = 4 F
10e. USUAL OCCUPATION {Give kind of work dons | 10b. KIND OF BUSINESS OR 11- BIRTHPLACE (City ond state or country) v J | 12. CITIZEN OF WHAT COUNTRY?
during mast of working lifgGaven | retired} INDUSTRY
e e (‘,},/A)‘M_ha.dgl 3 g
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
, L]
w T2k A YAy SO U @ LA 4,5,4'#4: WAy L e
a' 15. WAS DECEASED EVER IN U, §, ARMED FORCES? 16. SOCIAL SECURITY NO.| 17. JNFORMANT Address
= W (Yes, no, or unknawn) {If yes, plve war or dates of service) -
g - iy R [2epren
£ 18, CAUSE OF DEATH (Entor anly one cause per line for (a), (b), and (c).) INTERVAL BETWEEN
w PART |. DEATH WAS CAUSED BY: ONSET AND DEATH
w IMMEDIATE CaUSE (0 Hypostatic pneumonia . 2 days
o
E
w Canditons, f any, . DUE TO (b) Congestive heart failure 2 days
which gave rise
E abova ue';\u. (u')‘: }
] P s e o ) pueTo (9 _Chronic nephritis 2 vrs
-l PART Il. OTHER $IGRIFICANT CONDITIONS CONTRIBUTING TO DEATH but not ralated t¢ tha termine) dissase condition given in PART | (s} 19. WAS AUTOPSY
3 afs . PERFORME
3 o« hemoplegla following cerebral vascular accident ST % YES[] NO
;; % E 200. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Entes naturs of injury in PART i or PART 1l of item 18.)
i:fl o o T
S < NS5[ 20c. TIMEOF Hour Month, Day, Yaor .
s ags INJURY  o.m,
| ‘?: : % p.m.
E % 20d. INJURY OCCURRED 20e. PLACE OF INJURY (e. ? , inorgboutheme, | 20f. CITY, TOWN, OR LOCATION COUNTY STATE
T w WHILE ATD NOT WHILE D farm, Factory, street, office bidg., etc.)
5 g [work AT WORK
E 21. | ottended the deceased from 10"7—5'5' . o 5' -5’9 and last hw: alive on C)’—l-l-- ")'Q
H oc:wud a1 q . m on the date sta?ad above; ond to the bast of my Imowhdge, fmm ﬂw causes stoted.
§ / as or titls) =1 22b. ADDRESS 22c. PATE SIGNED
3
Z . / D.D.. | Macom, Missouri 5=22-59
23s. BURIAL, CRE TION, | 23b. DATE Z3c. NAME OF CEMETERY OR CREMATORY 3, LOCATION (City, town, or county) (Sfm)
r EMOuRL { -
- ..V S~ pos g \W Ask o p Lenn Les. cn

¢ /\ 24. ADDRESS 25 DATE RECD, BY LOCAL REG. GISTRAR'S SIGNATURE
- ’A Z Ay APos L.n '5’/"'3/'5’7 L”-‘“-g"l

- - e L b o

= r (L3 d Enbalmer's $ on Revetse Side)




2N pelld SR

aqer
e

priddtiiny A V3

.....f-. .

STATEMENT BY LICENSED EMBALMER
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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.



