AISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH =61~0257"79
ARTMENT OF PUBLIC MEALTH AND WELF ",’ig .
STATE FILE NUMBER
eagistration District Ne. ______1______________anary Registration District No. -.55.9.1_--_-__Regmrnr s No. -“--.2._3.-_--_____
AMENDED
1. PLACE OF DEATH 2. USUAL RESIDENCE (where deceased lived. If institution: Residence before
. COUNTY _7" / . STATE b. COUNTY j_ i
8 a /:'Fg/e So a. § i OUN é"/{/:_—_ admission)
% b. CITY ({If outside corporate limits, giva TOWNSHIP only) Length of stay in 1b [ ClTY Inside Limits
]
< TOWN /4__/_45 Sor olCentraly 7/ ... TOWN /é/a.f.c (M WG ¢ Yo O No &
< ¢. FULL NAME OF (if NOT in hospital, give location) Inside Limits d. STREET (I Ztude, give lo‘hbn} Reside on Farm
E HOSPITAL O ADDRESS
by INSTITUTION Castle Acre Nursj_ng Hlveso neQ Yes O Ne O
[a]
3. I‘Q_AME OF BE)CEASED Firss Middle Last 4. Dé\F'lE Month é 6i-¢ur
ype or print
( VICTOR /7 VON ARX ocbw  August 12, 19
5. SEX 6. COLOR QR RACE 7. Morried )4, Never Married [1 |6. DATE OF BIRTH | 9 AGE (last birthday) [ IF UNr?EE ] YEAR IF UNDER 24 HR
. Widowed [ Divorced [ o e Months | Days I Hours | Min.
2/l LIt [0~ /585 70127
10a, USUAL OCCUPATION Give kind of wark done | 10b. KIND OF BUSINESS OR INDUSTRY| 11, BIRTHPLACE (City and state or country) | 12. CITIZEN OF WHAT COUNTRY
vy n of wahking life, even if retired) %
9 13a, FATH 'S NAME 13b. MOTHER'S MAIDEN NAVE 7 14, NAME OF #Eimﬂ WIFE
o~
g AV /fz/ el /72y \fﬁ/é‘/ﬁﬂ?/m/ Lz Lo Fex
v 15, WAS DECEASED EVER IN V.5 ARMED FORCES? 16, SOLIAL SECL?{TY NO. 7. INFOQMANT Address
-4 (Yes, no, or unknown){ {If yes, give war or dates of service) / ﬂ
= /77/)7/ A A x ;7 Liicae
3 [ 18. CAUSE OF DEATH (Enter only one cauie per line for, @), (b}, and {c}. N
< 4 PART I. DEATH WAS CAUSED BY:
2y = IMMEDIATE CAUSE {o) A—-ﬂ"% D e e
Q O =
212 &
o 5 [=] Conditiens, if any, DUE TO {b)
v "B which gave rise to
= |7 sbove cause (a},
EE = stating the under-
lying cause lasy. DUE TO {c)
g z PART 11. OTHER SIGNIFICANT CONDIIIONS CONTR!BUTING TO DEATH but not related to the terminal PART LIl If deceased was female was
g disease condition given in PART | (&) there a pregnancy in last 90 days,
%
E § rD Yes ] 0 No I O Unknown
[
g E §9. WAS AUTODP?SY 20a. ACCBENY SUICDIDE HOMDI(:lDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART 11 of item 18.)
PERFORME
2 8 YESD NO Iy
- 3
= Z | "HCTME OF  HouF Month, Day, Year
2 a INJURY a.m.
g p.m.
- 20d. INJURY OCCURRED 26e. PLACE OF INJURY [e.g., in or about home, | 20f. CITY, TOWN, OR LOCATION COUNTY STATE
- WHILE AT WORK [ farm, factory, sireet, office bldg., etc.}
= NOT WHILE AT WORK (O
o
§ 21. | artended the decessed from Weé /?ldﬁ to. J"’{"‘ﬂz / //?5/ and last saw hh:m alive on 90"&'/ 2""5’( £/
o Death occurred at U q M ! m aon th/ate stated above, and to the best of my Imowladge, from the causes stated.
—
8 6 2%a. SIGNATURE {Degres or title) 22b. ADDRESS 22c. DATE SIGNED
ol =
Z £ FHALY 2T (T D , 1790 )
- < | 75 E0RIAL, CREMATION, | 23b. DATE ' 23c. NAME OF CEMETERY GR-EREMATORY 23d. LOCATION {City, town, or county) ﬂSn:e)
o a OVAL {Specify) g ¢ é / 5 ;, ) 7 ‘/
z i / 7h' /‘/ é—. <7 .£// i ~rs
= < 24, FU AL DIRECTOR ADDRESS /,? /./ f’ 4 25, gA}E Ric})g!’ LOCAL REG. REG|STRAR'S § TURE
uwi >~ % ’ L 1 l
— "
= @ o I TTER=/TLLER il .Qtp
{Licensed Embalmer’s Statement on Reverse Side)




STATEMENT BY LICENSED EMBALMER - |
|
1 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. . al /

/ / 7
Student Sign il

Signature of Student Embalmer

Lice%f'f ~

’ P. O. Address/A_Z2 . d/ ‘/7
Note: 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 alse shall sign in his OWN handwriting.
If this body is not embalmed, fact should be so stated above.



