MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH

DEPARTMENT OF PUBLIC HEALTH AND WE ASE
DO NOT WRITE ) DED Regixtration District No. rimary Registration District No. #.ﬂﬂé___luqimar‘sﬂo. _____?__.___.._-
- 2. USUAL RESJDENCE (Whera doceayed lived. If institution: Residerce before

ON THIS STUB
a. STATE b. COUNTY
o, /F AY

=-63-003022

STATE FILE NUMBER

1. PLACE OF DEATH

2. COUNTY asdmisslon)

VS 300

AY

Rev. 4]59_

b. COHI;Y [1f outside corporate limits, give TOWNSHIP only)

TOWN #’q /p w

length of stay in 1b c.

CIT‘(

S /TR0

Inside Limits
Yes Pf No O

c. FULL NARE OF (If ROT in hospital, give location)

T Tyne. 1|

STREET {If cutside, give location}

Reside on Farm

ADDRESS
—

HOSPITAL OR
INSTITUTION Ha m £‘
. NAME OF DECEASED
{Type or print) /
(rL&E/N -

6. COLOR OR BACE

Yes AT No O Yes O NoJp

TDATE AMENDED

Middls 4. DATE Month

£imer Lyvw oeam Jam

7. Married Never Married [] |6._DATE OF BIRTH | 9 AGE (last bifthdey)

Widowed Divoreed [ /fﬂ A o

10b. KIND OF BUSINESS OR INDUSTRY| T1. BIRTHPLACE (City and state or country) | 12. CI'I'IZEN OF WHAT COUNTRY

hy . d.S.

[*14. NAME OF HUSBAND OR WIFE

Y ‘CVW

Address

First Cay Year

7, /%S

IF UNB 1 YEAR |F UNDER 24 HR
Mnnths Day Hours Min.

5. SEX

10a. USUAL OCCUPATION (Give kind of work done
durii ost of workine life, aven if retired)
rd

13a. FATHER'S

K. T 4,
15. WAS DECEASED EVER IN U.5. ARMED FORCES?
(Yes, no, or unknown} l(lf yes, give war or dates of

F3b. MOTHER'S MAIDEN NAME

Gorore [Frewes

14, SOCIAL SECURITY NO. |17. INFORMANT

18. CAUSE OF DEA'I'I! (Enter only one cauze pe
PART |. DEATH WAS CAUSED B

IMMEDIATE CAUSE (a)

DOCUMENT

Conditions, if any, DUE TO (b}
which gave rise to
asbove causa {a),
stating the under-
lying cauvse last, DUE TO (&)

PART 1. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING 7O DEATH but not related tc the terminal
disease condition given in PART | (a)

L
(o]
=]
<
w
o
w
z

PART lI. f deceased was fernsle was

ere 3 pregnancy in lsst 90 dsys.
IEY“ I O Ne I O Unknown
njury in PART | or PART Il of item 18.)

19, WAS AUTOPSY
PERFORMED?
YES [ NO.OJ

20c: TIME OF -
INJURY

20s. ACCEENT SUKEIDE HOMDICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of

Hn;:ur
am.
p.m. -
20d. INJURY OCCURRED

WHILE AT WORK. []
NOT WHILE AT WORK' O

d from l/g"‘/{"‘/g?

Month, Day, Yeer

78]
£
O
e
2
L]
<
(i3]
o
<
fa]
o
o
)
i
= 3
v
I
—
-
glLe
vy
e
z
w
b
[=]
=z
w
=
<

MEDICAL CERTIFICATION

20f. CITY, TOWN, OR LOCATION COUNTY

/ - /,9 -édnﬂ'ﬂ'n uw'mrnlive on_Aé&&

on the date stated abowe, and to the best of my knowledge, fram the causes stated.
town, or county) {State)

22¢c. DATE Sl_GNED
s %, )=204.3
230, LOCATION {City" /
,ﬁ Gooprry, o
. RBG STRAR'S SlGNATURE

20e. PLACE OF INJURY (e.g., in or about home,

STATE
farm, factory, street, office bldg., etc} -

OR
TYPEWRITER RIBBON

| attended the d
Death occurred at.

b1

27a. SIGNATURE or title)

USE BLACK INK

SHOULD READ

23s. BURIAL,

. NAME OF CEMETERY OR CR
I.. (Specify . .

24. FUNERAL DIRECTOR

BY AFFIDAVIT OF

ITEM NO.




_ STATEMENT BY. LICENSED EMBALMER

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

or by .- Student Embalmer ‘No.__

working under my personal supervision.

Student.

Signature of. Studant Embalmer

Licensed ‘Embalmer No %77

P. O. Address%&_

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 also shall sign in his OWN handwriting.

If thls body is. not. embafmed fact should be so stated above.

.




