A\ISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH

ARTMENT OF PUBLIC HEALTH

\

DATE AMENDED

AND WELFARE
Registration District Now e ___
AD

ik |

7___Pr|mary Registration District Ne. ‘ﬁ_g____.g__-lteginrar s No. -

é STATE FILE NUMBER

I __c?_—-------—é [~0078L7

l ‘.t T4

- PLACE OF DEATH

C’AZ/AH/AV

a. COUNTY

2. USUAL RESIDEN
a. STATE d

{Where deceased wo {f institurion: Rasidence before

b. COUNTY : ‘JA y admission)

b. CITY {If outside corporate [imits, gfve TOWNSHIFP only)

Length of stay in 1b

3 Hes

c. CITY

Bu/? D72 Auyihsse

Inside Limits

Yes [ Mo B

¢, FULL NAME OF (If NOT in hospital, give location}

HOSPITAL OR

INSTITUTION CR lIAuJAV /’/OS/QZ:\‘L Yes

Inside Limits
Ne [J

d. STREET
ADDRESS /V 7,

{If cutside, give location)

Reside on Farm
Yes A’D

3. NAME OF DECEASED

{Type or print)

MAFERuJ Pl Caahlf

4,

DATE
OF
DEATH

Month Day Yaor

Maek 2 IFes

5. SEX

/Y=

CLOR OR RACE

A L4

7. Married (@~ Never Married [] |8. DATE OF BIRTH

Widowed [ Divorced [} 05(_ /(/ /g f‘

9. A(Z(l?nhday)

IF UNDER 1 YEAR, | IF UNDER 24 HR

Wﬁ‘l M Hour:T Min.

10a. USUAL OCC|

ON {Give kind of work done

during most, ﬂkn IME-ifRired)

10b. KIND OF BUSINESS OR INDUSTRY| 11.

FZRM/‘/YJQ

BIRTHPLACE (City and state or country)

OTTa M WA,

12. CITIZEN OF WHAT CEUNTRY

Jo WA .

L]

13a. F:erR'S NAME
*

‘M CARARM

13b. MOTHER'S MAIDEN NAME

OLhie May GaJES

14, NAME OF HUSBAND OR WIFE
FRADCES CLlan R

7. INFORMANT

15. WAS DECEASED EVER, IN U.S. ARMED FORCES?
{Yes, no, or unknown) ¥ @ivn war or dates of service)

Fﬂaﬂefs Chanli o

Address I? Fb = 21_
FV/ S &N

PART .

Conditions, if any,
which gave rise to
above cause (a),
stating the under-
lying cause last,

18. CAUSE OF DEATH (Enter only one cause per line for'{a), {b), and (c}.
DEATH WAS CAUSED BY:

IMMEDIATE CAUSE (a)

IN‘IEEVAL BETWEEN

ONSET ANaEATH

- m[c)[‘&a.. n.«-e%. Mlgemt™ | 2

DUE TO (¢}

PART II.

QOTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the terminal
diseass condition given in PART | {a}

PART JIl, If deceasead was female was
thers a pregnancy in last 90 days.

l ] Yes ] O No I [ Unknown

9. WhAS AUTOPSY |
PERFORMED?
YES[J NC O3

20a. ACCIDENT
a

SUICIDE
O

HOMICIDE
o .

20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART |1 of item 18.)

20c. TIME OF Hour
INJURY am.
p.m.

ANENDMENTS ON THIS RECORD ARE AS FOILOWS
INSTEAD OF
DOCUMENT

MEDICAL CERTIFICATION

Month, Day, Year

20d. INJURY QCCURRED
WHILE AT WORK
NOT WHILE AT WORK [J

20e. PLACE OF INJURY (e.g., in o about home,
farm, factory, street, office bldg., etc.)

20F, CITY, TOWN, OR LOCATION

COUNTY STATE

Death occurred at

21. | attendad the deceased from

Sept.

1953

w_e March 196}, ..

on the date stated above, and to the best of my knowledge, from the causes stated.

2 el Cr

Sb—
AW Lim alive on

220, SIGNATURE

SHOULD READ

320 Pwa .
S A

lu

225, ADDRW l

Ezc. ire SIGNED

23a. BURIAL, CREMATION,
EMO Al Iszfy)

23b. DATE

& S Laneh /541

23¢c. NAME OF CEMETERY oﬂuemronv

A Ak

23d. LOCATION (City, town, or county)

o7l7arM A

{51ate)

/o wA.

24. FUNERAL DIRECTOR

BY AFFIDAVIT QF

ITEM NC.

ADDRESS

IMawp. n) Fidsal Momic Faltoy

| 25. DATE RECD. BY LOCAL REG.
b-1961

{Licensed Embalmer’s Statement on Reverse Side)




STATEMENT BY LICENSED EMBALMER

| hereby certify that the_body whose name is recorded on the reverse side of this certificate was embalmed by me,

or by Student Embalmer No.

W o
’ -~
Licensed Embalmer No \50 ;Z

P. Q. Address

working under my personal supervision.

Student Signed
Signature of Student Embalmer

Nofe: 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.






