SSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH

ITMENT OF PUBLIC HEALTH ANG WELFARE
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35 STATE FILE NUMBER
]E_‘e&srrmon District Na. _________-,___/ _5/ j;nmnry Registration District No, __f’_ﬂ_a_ﬂun.ltegimar'l No. _-_-_-___QQ___
I E=r un L4 mE
LR = VIV N C: U 193]
1. PLACE OF DEATH il 2. USUAL RESIDENCE {Where deceased lived. If ingitution: Residence before
a. COUNTY a. STATE b. COUN admission)
P
b. CITY (If offside gorporate limits, give TOWNSHIP only) Length of stay in 1b <. CITY [Z4 . inside Limits
OR OR
1OWN %‘/ C,+y LD pce ToWN %./ &z Yo I No €
[N ;lg.épl;éT-;AqA{-EOOF (If NOJ in hospital, give locafion) Inside Limits d. .“~.1‘REETSS If cutside, give location) Reside on Farm
ADDRE:
|NsmunoW W . Yes @ No O /‘5? i//l//,é'“.d Yes O NoAT
3. NAME OF DECEASED First Last 4. DATE Month Day Year
{Type or print) ﬂOMI NG“‘E‘i 7‘ OF p T
?Aﬁz. Son70 oEATH 7-F~rG& s

., \H- OWens  mebical cerTiFICATION

E

7. Married“ Never Married [J

8. DATE OF BIRTH

9. AGE (last birthday)

IF UNDER 1 YEAR

IF UNDER 24 HR

5. SE 6. COLOR ]
ﬂg&f Widowed [J Divorced [] ,.2‘_ /?o/ o Months [ Days Houwrs Min.
10a. USY, CCUPATION (Give kindfef rk done | 10b. KIND OF BUSINESS OR |NDUSTRY R 12. CITIZEN OF WHAT COUNTRY
g m fewprking L3 vely if Prtired) -] i
k37 JATH NAME * 13b. THER'S MAIDEI
Gaad Gleelin A

Y
ﬂs. WAS DECEASED EVER IN U.57 ARMED FORCES?

(YH.%H_an) '[lf yes, give war or dates of service)

18. CAUSE OF DEATH (Enter only sne cause per ling

JNTERVAL BETWEEN
ONSET AND DEATH

to.

21. | attended the deceased from

Deasth occurred st

m on the date stated above, and to

PART |. DEATH WAS CAUSED BY;
IMMEDIATE CAUSE
o 7
Conditions, if any, DUE TO (b}
which gave rise to
shova cause (a),
stating the under-
lying cause last. DUE TO (c} _
PART 1. QTHER SIGNIFJCANT CONDI‘IONS CONTRIBUTING TO DEATH but not related to the terminal PART IH, If deceassd was female was
Jdiseage condition given in PART ) .- there a pregnancy in last 90 days.
l [ Yes I O No O Unknown
R HOwW INJ CCUR .- (Enter ure of injury jg PART | or PART ll of item 18.}
20c. TIME OF  JHour  Month, Day, Year = e . !
INJURY a.m .
e @ L |
20d. INJURY OCCURRE 20e. PLACE OF | RY, ., in or_about home,
WHILE AT WOCRK fa fa . strfet Joftice biffy., etc.)
NOT WHILE AT WORK [

e beit of my knowledge, from the causes stated.

-~

27a. SIGNATURE

/r E.MATI )
4’ (St}
M/

ERA DIRK TOR

! /)

D AT

14

MAR/UARA

./,

] . i

{Degree or title)

AAMA J‘/t z2¥ )

22b. ADDRESS - £
[NRAAY] AP/ 2

23d. 17‘“!0 {City, to

AV aWe¥s

26,

(Licensed Embalmer’s Statement on Reverse Side)
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22¢c, DATE SIGNED

(State)

at
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STATEMENT. BY LICENSED EMBALMER

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

or V_by Student Embalmer No.

working under my personal supervision.

Student ] Signﬂm

Signature of Student Embalmer

Licensed Embalmer No.

P. O. Address /((’ %_;0-

e
‘Nofe: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. {Faifure 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.






