MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH ‘—53—001 629

DEPARTMENT OF PUBLIC HEALTH AND WELFARHE

Registretion Djstrict No. . ____
DO NOT WRITE AN kl l Ee ST G :
ON THIS $TUB ENDED LY fa T o0

1. PLACE OF DEATH 2. USUAL RESIDENCE {Whers decaesed lived. )f ‘institvtion: Residernce before
4. TOUNTY . . STATE b. COUNTY admissi
JACK S oM " Mussovt Jacison o

b. CITY {If outside corparate limits, give TOWNSHIP only} Length of stay in 15 <. Inside Limits

R 0
O Mantag Ciry [7years OWN S vsas Oy Yes if No'[J

FULL NAME OF (If NOT in hoapiral alve location) Inzide-Limits d. ASDDRESS (W outsidd, give location) Reside on Farm

*I{NOS%'ITUJ‘AIJI'ON ?/}’ E. ARmou® Yol No I FIVY £ ARMOUR © | Yes 1 No i

. NAME OF DECEASED First Middle Last 4. DATE Month Day Year

(Type. or print) : '
5 . < DEA'FH - b
ViR iacra AN HEADRIc & JZMm%mJ‘%F £

5. SEX 6. COLOR OR RACE 7. Marrled [ Never Marrled [ |8. DATE OF BIRTH | - AGE {last birthday) IF UNDER 24 HR

Widowed ] Oivarced Months Oays Hours Min.
LEmars CAapc, "2 |F-vty9 10 | S22 years {
10a. USUAL OCCUPATION {Give kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY| 11. BIRTHPLACE (City andstate ar country} | t2. CITIZEN OF WHAT COUNTRY

during mast of working Ilfa! En ;f r‘irllzead)'P ?’ ﬂJEU‘RG j ALA S MJ‘ A‘

13s. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR.WIFE

ERanN € DILLARD L{IQKL\_]O(U N | EPwesr Heapprcs
|6: SOCIAL SECURITY NO. Address

V5 300
Rev. 4/59

1

23 507

DATE AMENDED

15. WAS5 DECEASED EVER IN U.S. ARMED FORCES? 17. INFORMANT

, ho, k )} [ (1f yos, Qi dares of servi .
{Yes, no nrug NOWN, |( ¥o%, Qive war or da EP/V_ cADPIC / £. O R

| 1B. CAUSE OF DEATH (Enfer only one causs per line INTERVAL BETWEEN
PART I. DEATH WAS CAUSED BY: - ONSET AND DEATH

IMMEDIATE CAUSE ()

DOCUMENT

Conditlons, if any, DUE TQ (b)

which gave rise to ’

above couse [a),

stating the under-

lying cause lest. DUE TQ (c)

PART 11, O'HER SIGNlFICANT CONDITIONS 'CONTRIBUTING 30 DEATH but not related to the terminal PART L, 1f deceased was female was
disease condition given in PART | {a} e o pregnancy In last' 90 days.

rD Yes O Ne I O Unknown

19, WAS AU'I'OPlSY 20a. ACCIDENT  SUICIDE  HORICIDE b, DESCRIBE HOW INJURY OCCURRED, (Enter nature of injury in PART | or PART Il of item 18.)
PERFORMED [m] [w] =]
YES[] NO n

20¢c. TIME OF ‘Hour Manth, Day, Year

INJURY am.
p.m.

T INJURY QCCURRED 200 PLACE OF INJURY (e.g., in ar sbout home, | 20f. CITY, TOWN, OR LOCATION
xd WN!-JE'IJLE A?cWORK 0O farm, factory, street, off-ce bldg., efc.) -
NOT WHILE AT WORK [] .
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MEDICAL CERTIFICATION

ded the d od from te. and [ast saw nf;.alive on
___m on the date stated above, end to the best of my knowledgs, from the causes stated.
N o ]

[Dagres o, fitla) 22h. ADDRESS 2%c. DATE SIGNED

Death occurrad at.

H. Owens

USE BLACK INK
OR
TYPEWRITER RIBBON

SHOULD READ

'6 2 Y
25. DATE RECD. BY LOCAL REG. . SIGNATURE

REMA o 4
24. FUNERAL DIRECTOR = ADDRESS
MUEHLERACH LF0O0 Tro0ST /- y- 65’ 4@%_
fLé d Embeimer’s 5t on Reverss Side)

BY AFFIDAVIT OF

ITEM NO.




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 g; Student Embalmer No.

working under my personal supervision. ' . : %W
Student. "j': ;_ Signed_

Signeature of Student Embalmer
Licensed Embalmer No. j_/& -—3
P. O. Address //C %

_Nofe: The above MUST BE SIGNED BY THE LICENSED EMBALMER. in his OWN HANDWRITING. (Fallure fo comply
© with the above constitutes grounds for revocation of license).

If embalmed: by a STUDENT, he also. shall_sign in his QWN handwrmng
If this body is not embalmed fact should be so stated above.




