5SOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH

TMENT OF PUBLIC HEALTH AND WELF
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—Primary Registration District No.

=-61-040863

/i

Registrar’s No.

STATE FILE NUMBER

1. PLACE OF DEATH
a. COUNTY

//OLT‘

2.

USUAL R
8. STATE

IDENCE (Where decoased lived.

,ssouﬂ . COUNTY 0L T

If institution: Residence before

admission)

b. CITY (If cutside corporate limits, giva TOWNSHIP only)

Length of stay in 1b

. CITY

Inside Limis

: 2o A
OWN ? MO <, TN f—o KEST' . Yes 0 Mo
c. FULL NAME OF NOT in hospital, give location) Inside Limits d. STREET (If cumde, giyk location) Reside on farm
HOSPITAL O A ADDRESS
INSTITUTIO =] Yo 0 No g" m/ < oé?,—;{ Yes &No [J
3. NAME OF DECEASED First Middle Last 4. DATE onth Year

(Type or print)

EOLGE.

A2LEs’

Novaw.

oam VOV 2/ /’76/

6. COLOR QR RACE

7. Married [J Never Married [J
Widowed @B~

Divarced [J

3

DA]’E or BIRTH IF UNDER 1 ?EAR

IF UNDER 24 HR

Months Days

9. AGE Ill?!birrhday)

7-/88%

Hours Min.

_ﬁM UWH &

10a. USUAL OCCUPATION (Give kind of work done
d 2 1i I2 if wd
urumml g li even if ratired)

10b. KIND OF BUSI:JESS OR INDUSTRY

FALM 1N

THPLACE (
)/;Lr

jty and’ stafe or country)

unTey Mol 4SH.

12, CITIZEN OF W

YHAT COUNTRY

13a. FATHER'S NAME .
67 Mo RE /I/O‘Lﬁ-nf.b

IWOTHER‘S MAITDEN NAM
Ld

)

15. WAS DECEASED EVER IN U.S. ARMED FORCES?
{Yes, no, known) { (If ves, give war or dates of service)
7

16. SOCIAL SECURITY NO.

No /V(.'

PART I. DEATH WAS CAUSED 8BY:

IMMEDIATE CAUSE (a)

Conditions, if any, DUE TO {b} »

18. CAUSE OF DEATH (Enter only one cause per line orru), (b), and {c

147 MAME OF HUSBAND OR WIFE

oL

Address
——

IN
Q

Mo

AL BETWEEN
ET AND DEATH
[ ]

S wlg

a

which gave rise to
above cause (a),
stating the under-

lying cause last. DUE TO (c)

[iga,
I/L//orém/ﬁa«V %"*/"“Cf 7N

= laes

WHILE AT WORK []
NOT WHILE AT WORK [J

farm, fnciory, street, office bidg., etc.)

= PART 1I. OTHER SIGNIFICANT CONDITIONS CONT BUTING TQ/DEATH but o?ﬁI d 1o inal PART 1IN If deceased was female was
g dive ition I(van in PART /4 2 I there a pregnancy in last 90 days.
§ ] O Yes | O Neo 0O Unknown
E 19. WAS AUTOPSY 20a. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART H of item 18.)
o] PERFORMED? a W
o YES[J NO
- B
& | 20c.TIME OF  Hour  Month, Day, Year
a INJURY am.
g p-m.
20d. INJURY QCCURRED 20e. PLACE OF INIURY (e.g., in or about home, | 20f. CITY, TOWN, OR LOCATION COUNTY STATE

21,

| attended the deceased frow%_m
Death occurred at

et 2] T

£
ond last savfhf,.; alive onzﬁo U 2 [! /QL/

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

{Degree

/

itle)

-,

22b. ADDRESS

g’y @IZZ/'I)[&/ :

ATEz:gT

CREMATION, [ 23b7DATE

L (Specify)

B E‘JAL,

/.—
M&A&J Dound Dt Mo

z. E OF CEMETERY 02 CREMATORY

25. DATE RECD. BY LOCAL REG.

M —2r2-~/56y

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

{S5tate}

%LV'C‘ELWT v Mo .

ZISH!AR ] SIGNA:UE 2

(I.lca

Embalmer‘a Statement

on Reveris Side) ’ ’

v



STATEMENT BY LICENSED EMBALMER 1

| hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by m{

or by Student Embalmer No.

working under my personal supervision.

Student

Signature of Student Embalmer

Nofe: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to com
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.

1



