SOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH

MENT OF PUBLIC HEALTH AND WELFAREK

427

-(31.-044800

STATE FILE NUMBER

ation District No. Sgo¥
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MPNARLE Mo MONVROE “
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RCEBERT LEE Mc G EEF oeam Moy, 2, 1941
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15. WAS DECEASED EVER IN U.S. ARMED FORCES? 16. SOCJAL SECURITY NO. 17. INFORMANT Address
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= 2 Q‘. m-vvdlx\'\/\ b
= o) E H AGwew - Faris. Mo 1 -13-196] A\VES! D .

{Licersed Embalmer’s Statement on Reverse Side)




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 by Student Embalmer No.

working under my personal supervision.

Student, Signed WVA&LM 4{

Signature of Student Embalmer /

Licensed Embalmer No. # 152& |
c

P. Q. Addressw
~

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.




