SSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH

=51-0(8283

STATE FILE NUMBER
AMENDED Registration District No. _‘._.Z_Z.!'{_--_______._.Primary Registration District No. H_}_K_J?______aggimr'. No. _éj____________.,
1. PLACE OF DEAT 2, USUAL RESIDENCE {Where deceased lived. If institution: Residence before
o a. COUNTY TAT ' b. cO dmission)
2 RANKEL A, N8 Sovrr > ALy A
% b. C(I)LY (If outside corporate limits, give TOWNSHIP only} Length of stay in 1B ||~ <. CITY v N Inside Limits
5 OR
T N . Y
Z M SULL oS 25 W S sl /s =0 g
c. FULL NAME OF (If NOT in hospital, give location) Inside Limits d. STREET (If cutside, give location) Reside on Farm
E HOSPITAL OR v N ADDRESS v
< INSTITUTION S, 4 o - Cueive c e Nol . f es X No O
a. RAME OF DE:ICEASED First Middle Last 4. D‘»;FTE Month Day Yoar
ype or print
- ATH
Magy Srepppee WesSkops /94,
5. SEX 6. COLOR OR RACE 7. Married [1  Never Married J&_ [8. DATE OF BIRTH | - AGE (last birthday) l;‘ UNhDER 1 YEAR :UNDER %Hn
Widowed [ Divorced [3 onths axs I ours an.
MBLE | o #17E A7, 7 1957 > e 7%
E 10a. USUAL OCCUPATION (Give kind of work dons | 10b. KIND OF BUSINESS OR INDUSTRY[ 11. BIRTHPLACE [Ciry and stete or country} | 12, CITIZER OF WHAT COUNTRY
during most gf-working life, even if retired) — /4
I W VO A E Syt v o | (.5 27,
13a. FATHER'S NAME T 113b. MOTHER'S MAIDEN NAME A 14. NAME OF HUSBAND CR WIFE
EN WEISKoPF | Leov s S‘a/m (T o
[ 15. WAS DECEASED EVER IN U.5. ARMED FORCES? 16, SOCIAL SECURITY NO. 17. INFORMANT Address
s {Yes, no, of unknewn}( (If yes, give war or dates of service) w f
/4 7) bl o NE  WARe ErsKo /F gL fup s A,
— 187 CAUSE OF DEATH (Enter only one cause per lina for {df, {b), and (ch INTERVAL BETWEEN
E’ PART |. DEATH WAS CAUSED B ONSET ANDAQEATH

1 B g IMMEDIATE CAUSE (a) /

) 15 v

B Q

b | =} Conditions, if any, DUE TO {b}

- which gave rise to

E % above <cause (u),] v

= stating the under-

; {ying cause last. DUE TO (c)

i F4 PART il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the terminal PART HI. If deceased was female wns
g disesse condition given in PART | (a) there a pregnancy in last 90 days. i
§ ID Yes | O N- [ E]Unlmcwn‘
E' 19. WAS AUTOPSY 20s. ACCIDENY  SUICIDE HOMICIDE 2Cb. DESCRIBE HOW INJURY OCCURRED. (Enter nature of inJury in PART | or PART Il of item 18.) '
5 PERFORMEg? O ] ,r /V 65
U|__Ys0 NoR _ VRNED Moy (oREASE OVUER oN N/MsmeF
& | 20c. TIME OF  How Manth, Day, Year
a INJUIRY am,

] o /000 wm  J 9[-~

20d. INJURY OCCURRED 20s, PLACE OF INJURY (a.g., in or about home, | 204. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT WORK [J larm h:mry atrpat, office b1dg afc.) /? ﬂ

o NOT WHILE AT WORK P Ao M SuiLy 1Y Ant L. Ee/wecm/ /Wa.
é H, | attended the decessed fro . last nw‘F’-l:v- o !
a Death occurred st ’/.' I/ —m on the date stated above, and to the best of my knowledge, from the causes stated.
.
8 B 226, Al ESS - 22¢_DATE S51QNED
I /
b} = N

2 23c, NAME OF CEMETERY on-cnm?uﬁavcg- ) 23d. LOCATION (City, town, or county) (5tate) [

) [}

2 £ phey Mheries o oy |SuitroA/ RRZ AJo .
= 3 t DIRECTOR RESS 25. DATE RECD. BY LOCAL REG. | 26. REGISTRAR'S SIENATURE
= 5 M. Eeorn
= & A/M ,5.470.4/ SULL/Véb Oimdred 29, 1961 {MNoviaors .

(Llcensed Embalmer’s Statemen? 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.

working under my personal supervision.

Student

L,

Signed ﬁ\‘.}«f/—vz---m/ S, - Tolerno

Signature of Student Embalmer

Note: The above MUST BE SIGNED BY

L os0
P ! =
P. 0. Address “ewddarund . Jn0

THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply

Licensed Embalmer No.

with the above constitutes grounds for revocation of license).
If embalmed by a STUDENT, he also shall sign in his OWN handwriting.
If this bedy is not émbalmed, fact should be so stated above.
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|




