URI DIVISION OF HEALTH STANDARD CERTIFICATE OF DEATH

ENDED

HILED VS DEC 21 1953

Registration Dlmlc! No. __.

'590483!2

STATE FILE NUMBER

Y
1. PLACE OF DEATH 2. USUAL RESIDENCE [Whera deceased lived. [f institution: Residence before
a. COUNTY a. STATE b, COUNTY admission)
Sr, Lovrs Mo, Sr., Lour
b. CITY {If ourside corporate limits, give TOWNSHIP only) Length of stay in 1b ¢. CITY Inside Limits
' rgn N D :85m Y m/N
. WN _WEnsTER GROVES AXS ArFTON =B D
c. FULL NAME OF (If NOT in hospiral, give location) Inside Limits d. STREET {If cutside, give location) Reside on Farm
' HOSPITAL OR N ADDRESS . v N
INSTIUTION (7, ENWOOD _NURSING HQ¥E MO 8510 SkyrLINE DR, |Y20 %
i‘ 3. ':AME OF DECEASED First Middle Last 4. DggE Month Day Year
(Type or pring) AL«
LawpgNcE A W veah  Noy 30 1959
' 5. SEX 6. COLOR OR RACE 7. Married [J Never Married [] |8. DATE OF BIRTH | 9- AGE {last birthday) | IF UNhDER IDVEAR ::UNDER 24 HR
! Wid d Divoreed Months ays ours Min.
! MALE WHITE idowed &3 veeedD | 12/3/1878 80 !
! 10a. USUAL OCCUPATION [Give kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY| 11. BIRTHPLACE {City and state or country) | 12. CITIZEN OF WHAT COUNTRY
; duyring most of working life, aven if retired)
| RETIRED cITYy EMBLOYEE | Warsewna, ILL. US4
13s. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
-----WALKER ~-~---Dunpar DECEASED
15. WAS DECEASED EVER IN U.5. ARMED FORCES? 16, SOCIAL SECURITY NO. 17. INFORMANT Address
(Yes, no, or unknown)| (If yes, give war or dates of serwce) -
w0 | 488-07-2216 Rura SiLver 8510 Skyrine Dr.
— 18. CAUSE OF DEATH (Enter only one cause per lina for (a), (b}, and (c). ENTERVAL BETWEEN
E PART I. DEATH WAS CAUSED BY OBET NO DEATH
= IMMEDIATE CAUSE () CM&IA(. /‘Mﬁ‘-!‘! "1 LAy / j"" ?
0 /
9 /.‘ L ? M
o Conditions, if any, DUE TO (b) [ - p—". ‘e"ﬁ MM" “.f
wbl:ch gave rise( r;a ’
- above causa ([a),
stating the under. ‘%‘ IM [P M {( W
lying cause last. DUE TO (o) "‘.’(u ac v
Zz PART 11, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the terminal PART LI, If deceased was female was
g disease condition given in PART - - there a pregnancy in last 90 days.
3 s op Koz, [0 ver [ O Mo | 5 ninown
E 19. WAS AUTOPSY. | 20a. ACCIDENT  SUICIDE  HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART 11 of item 18.)
= PERFORMED? O O (w]
by YES [ No,(
& 20c. TIME OF Hou Month, Day, Year !
a INJURY a.m.
lg . p.m.
20d. INJURY OCCURRED 20e, PLACE OF INJURY {e.g., in or about hame, | 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT WORK (] farm, factory, street, office bidg., etc.)
NOT WHILE AT WORK []
2I. I attended the deceased from quo-ﬁl - 4 i nd last saw ::.:1 alive un..”‘- ’a -n
rred at P” !’ 30‘ ﬂgm on the date stated sbove, and 10 the best »f my knowledge, from !he causes stated,
w ___——Deg ; Ie “E-.?‘ 22b. ADDRESS —- lf 22c. DATE SIGNED
e 18D (- { 300 Rat 37.L.1F. fMo. {2147
i 23a. BURAL, CREMATION, [ 23b. DATE "1 Z3c JNAME OF CEMETERY OR CREMATORY 23d. LOCATION (Cily, town, or county) (S1a1e)
a REMOVAL {Specify)
c| BURIAL 12/3/1959 | Pamr LawN CEMETERY Sr, Lovrs Co., Mo, .
< | ~Za  FONERAL DIRECTOR - ADDRESS 25. DATE RECD. BY LOCAL REG. EGISTRAR'S SIGNATURE
5 & 3 027 G [2~/-5F Arl
alJ L ZIEGENHEIN onNs 7 RAVOIS 2
{Licensed Eﬂba@ef‘: Statement on Reverse Side} r




Eed .. R .

STATEMENT BY LICENSED EMBALMER

_ . Y )
! | hereby certify that the body whose name is recq’FHeﬁd’bn the reverse side of this certificate was embalmed by

or by Student Embalmer No.

working under my perscnal supervision. / . ﬁ
Student Signed //{, o, Zéﬁ / —Ea s

Signature of Student Embalmer
Licensed Embalmer No.
T - ‘jﬁ'
Vi vy P. Q. Address”4

R LI
Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. {Failure to co
_with the-above consfitutes grounds for revocation of Ilcense) ) .
If embalmed by a STUDENT, he also shall signsin.his OWN handwrmng R redd
If this body is not embalmed, fact should be so stated above. .

‘o - A - R
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