' MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH P

DEPARTMENT OF PUBLIC HEALTH AND WELFARRE ES_P -3- STATE EILe MUMBE
. DO NOT WRITE Registration District No. . ______ rimery Regittration District No. Q_Q_tn_kegimar's No. Hh}_L_-__ R

AMENDED
ON THIS $TUB ={{L =M OCT 101953

1. PLACE OF DEATN t. - - 2. USUAL RESIDENCE (W‘hcrc deceased lived. I|f institution: Residence before

a. COUNTY .& JE A . smrm 550 uRL" %‘/ admission)

b. CITRY (If cutside corporate limits, give YOWNSHIP only) Length of stay in 1b c. CITY tnside Limirs

S Co o mbih [wrk ¢ [day oW A gu)son/ YerJ§ No DD

c. FULL NAME OF (If NOT in haapital, give location) Inside Linfits d. STREET (If cutside, give location) Reslde on Farm

S, edad Ceoden g v | " yog £ M ST el

3. NAME OF DECEASED First Middle Last 4. DATE Month Yeaar

{Type or print) z ! L[ ! ‘ ﬂ{bb{e ”ol&w ng /0 6 ,763

5. SEX 6. COLOR'OR RACE 7. Merried S Never Married [ |8. DA‘I’E OF BIRTH . | 9. AGE [last birthday) | IF UNDER 1 YEAR IF UNDER 24 HR
”74& Clucasrow Widowed [ Divorced ] - J PS 7¢ . Montha | Days I Hours | Min.
10a. USUAL OCCUPATION (Glve kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY BIRTHPLACE (City and ﬂa!e or country) | 12, CITIZEN OF WHAT COUNTRY

i t of warking=Jife, if refired) .
et ¥ " Ime 9‘ -' . lssouﬁ(. u.s,

13a. FATHER'S NAME 13b. MO HER‘S MAI : E AME OF R WIFE
Tllliam H. Nolkes /7 B | ﬁmué

15. 'WAS DECEASED EVER IN U.5. ARMED FORCES? 16, SOCIAL SECURITY NO. | 17. INFORMANT Addrm

{Yes, W unknown)l {if yes, pive war or dates of servi 7 L
19. CAUSE OF DEATH (Enter only one cause per line INTERVAL BE
PART ). DEATH WAS CAUSED BY: ONSET AND. DEATH

" IMMEDIATE CAUSE (a) PA/E UMonriA : [ wEEx
Conditions, if any, DUE 1Q (&) Sufesﬂy f’o& BowEL Oes rﬁu c T/w g bﬁf.s

which give rise to
sbove cause (a),
stating the under.
lying cause last. DUE TO (c)

PART lI. QTHER SIGNIFICANT COND!T'IDNS CONTRIBUTING TO DEATH but not related to the terminel PART 111, f  daceased war femsle wm
disease condition given in PART | {8} thara-a pregnancy In last 90 days.

ARTEROSCLEROTIC CRRD olASco L HR DISFASE [Dve | O N | O Unknown
o WAS AUTOPSY T 205 ACCIDENT _ SUICIDE HOMICIDE | 20b. DESCRIBE HOW [NJURY GCCURRED. (Enier notura Gf infury in PART | or PART |1 of item 18,)
" PERFOR S | [ B
YES @ NO O . _ .
20c. TIME OF Houl Month, Day, Yesr
INJURY a.m.
p-m.

20:i INJURY QCCURRED "20e. PLACE OF INJURY (e.g., in or about home, | 20f. CITY, TOWN, OR LOCATION COUNTY .
* WHILE AT WORK farm, factory, street, office bidg., eic.}
* NOT WHILE AT WORK [J

'—2;.- | attended ﬂ;- deca-;od WM\J‘—’L&-—QS—- M—Q:——‘a——‘“d last saw tu'i!:’"“ on 4 o- 6."?

Death occurred at. ? : 3_{ _m on the date stated above, énd to the best of my knowledge, from the causes stared.

GNA : [Degree or title) 2. ADDRESS . 2% DATE SIGNED .
2};—2; Y. (_a—-Jn M- D, B0 s7Avm KD, . CoLvmé/N |16-7-6€3

23b. DATE. 23¢. NAME OF CEMETERY OR CREMATORY 23d. LOCATION [City, town, or county) (State)

/é 7.— &%/c,,y C\‘fﬂf f?&ﬁlsé;mesﬁgmuns /)76
=/ M Okt 1263  |Mues REPolomaX,

(Licensad Embalmer‘s Statement on Reverse Side}
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STATEMENT BY I.ICENl.fn.ED EMBALMER

o . - I
EH < . < wmt s -

| héreby 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 Student Embalmer

Note: The above MUST BE SIGNED BY THE L!éENSED EMB_ALMER 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.




