MISSOUR! DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH ) :63-00]616

DEPARTMENMT OF PUBLIC HEALTH AND WELFA

RE
" " " A - { - L} STATE FILE NUMBER
DO NOT WRITE AMEI&DED Registration District No. -—-----__Lﬁ?_ ritmary Registration District No. _[fﬂo é_,'l,.__ Reglstrar's No. __________é_z 2

ON THIS STUB

1. PLACE OF DEATH - . 2, USUAL RESIDENCE (Where decesssd lived.  If institution: Residence befon

2. COUNTY Tﬂ C K 5 o Ar ) a STATE M ss b. couﬂﬂ | admission)

b. C(IJ‘I;!Y (If outsidg corporate limits, gwu TOWRNSHIP only) ?ﬂn of stoy in 1b c. CITY Inside Limits

. TOWN ﬂ&sﬂs .- e TOWN l(ﬂﬂ‘ﬂs C "'y Yun,uo-c_]
<. FULL NAME OF (Ii NOT in thhal give- Ioutmn) Inside Limits d, STREET _(lf cutside,  give locstion) Raside on Farm

HOSPITAL OR ADDRESS
‘Hasa.l-nl Yo &) No DI H717 Tereace YO No R

INSTITU'IION
3. NAME OF DECEASED First Middle -~ Last 4. DATE Month Day Year

frem o i) Steehe Halliw n JAN 1571963

5. SEX & COLOR OR RACE 7. Marciad 1 Navsr Marriod O J8. DATHIOF BIRTH | 9. AGE [last birthday} |IF UNDER 1 YEAR | IF UNDER 24 HR
- Widowed [ - Divorced - Months {  Days Hours Min

_Male - | wlile 1114
- 108, USUAL OCCUPATION (Give kind of work dot}. 10b. KIND OF BUSINESS OR INDUSTRY| 1t. BIRTHPAACE (City eng statp or country} | 12, CITIZEN OF WHAT COUNTRY
moy of wm'kinq"l_ifa, even if retired) b L " A
'S jews Machoye WIS . $. A

13b. MOTHER'S MAIDEN NAME

13a. FATHER'S NAME 3
e 1k
15. WAS DECEASED EVER IN U.5. ARMED FORC| . SOCIAL SECURITY NO.

{Yes, of unknown)} | (If yes, give war or dates of service) | . £ o 2 . a s m
£é | A

Vs 200
Rev. 4/59

DiTE AMENDED

18. CAUSE OF DEATH (Enter only one cavse per line . INTERVAL B EN
PART |. DEATH WAS CAUSED BY: " ONSET AND DEATH

ImmEDIATE cause ) Acute shock - severe - Uith_ complete anuria '_

DOCUMENT

which gave rise to
T e undar: '

tatin )
I-ymgg:auseu last. WL = Right lung .

ART (. OFTHER SIGNIFICANT COND!'I'IONS CONTRIBUTING TO DEATH but not related to -the urmmal -PART IIl. If deconsad was female was'
PaR disease condition given in PART | (a} . there » pregnancy in last 90 days.

Advanced Pulmonary Emphysema: Bileberal Bronchiectasis [Ove] ONe | O nkrwn

19. WAS AUTOPSY | 20a. ACCIDENT SUICIDE HON&CIDE 20b. DESCRIBE HOW INJURY OCCURRED, (Enfe (Enter nature of injury in PART | or PART Ii of item 18.)
m| O

PERFORMED?
YEs® No O

20c. TIME OF Hour Month, Day, Year
INJURY a.m. .
p-m.

e, PLACE OF INJURY (.9, in or lbcut homa, | 20F. CITY, TOWN, OR LOCATION COUNTY
. wd':{'?‘ occume:lsg farm, tactory, strest, office blda., «ic.) C
NOT-WHILE AT WORK [J

21. | attended the dmauad#?‘-zy'? to_l_-_lsij——'—'nd last saw :":I alive on. 1-111-61

A am eon the dst stated sbove, and to the best.of my knowiedge, from the causes stated.

Conditions, If nny‘ DUE TO (b} Acute Bronchopneumonia - left lung,
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Death occurred ot

235, SIONATURE k, a {0 “or_fille). - | 22b. ADDRESS 72c_ DATE SIGNED
'ﬁ% x be- %ﬁﬂ 14320 Wornall Boad, K, cLMo. 1-16-63

pOSJAL, CREMATION, 2:v DATE ZSCM? CEMETERY OR CREMA RY 23d. ATION {(City, Y [Stare)

OVAL (Sp.:lfv) T /7'/2“9‘;3

H. Wheelar mepicaL cermiricaTion

USE BLACK INK
OR :
TYPEWRITER RIBBON

SHOULD READ

[4

- 4
25. DATE RECD. BY {OCAL REG.

/./é &3

t on Reverse Side}

BY AFFIDAVIT OF

ITEM NO.




5

STATEMENY 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

Signature of Studant Embalmer

Licensed.Embalrﬁef No._m_ '

P. O. Address A

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in h15aOWN HANDWRITING (Fajlure .to comply
with the above constitutes-grounds for revocation-of license). « . .- . a4 K

" if 'embalmed by a STUDENT, he Talso’ shall sign in his OWN handwnhng _ \

If this body is not embalmed, fact should be so stated above. :




