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"MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH 563;638554

DEPARTMENT OF PUBLIC HEALTH AND WE

AR
" 1A 3 ; STATE FILE NUMBER
DO NOT WRITE AMENDED Registration District No. __ _____.....Prlmlry Registration District No. \QQ_‘L}______R,,.,"., a No. _____\!‘_k_ _____

ON THIS STUB ’
1. PLACE OF DEATH 2. USUAL RESIDENCE (Whera dacecud lived. If imstitution: Residence before

a. COUNTY : a. STATE% i -b. COUNTY § 4 4 sdmission)
. AR,
b. CCI)? (If outside corporate limits, give TOWNSHIP only) Length of stay in 1b <. CI'IY Insids Limits

TOWN " =2 TOWN Yoo fll No D

. FULL NAME OF ([T NOT in howital, give location) Inside Limits d. STREET 1§ cutiids, locati ;
HOSPITAL OR ¢ ! (lf cutside, give lacation) Reside on Farm

INSTITUTION g 4 - ver e NG| gntzss -k_ 7' Yes O No'B,

3. NAME OF DECEASED i
| First Middle Last 4, DATE Month ? Day /& j Yanr/j¥

A Tames (Afned Savyes | dn  q g
IF UNDER 1 R

5. SEX , I \a rt 6. COLOR OR RACE 7. Marrind Never Married ] |8 DafE OF BIRTH | - AGE (last birthday) IF UNDER 24 HR

Widowed Divorced [J Months | Days Hours | Min.
_#v__ eq RO ®-18-1884 47
10a. USUA CUPATION {Give kinglfot work done | 10b. KIND OF BUSINESS PR INDUPSTRY 11. BIRTHPLACE [Ciry and state or :Dun!ry] 12. CITIZEN OF WHAT COUNTRY

of working life, even if retired) n
Eh arer " " utemelive Brewngiilla :ZE:m{ LS.
14. NAME OF

13a. FATHER S NAME 13b. MOTHER'S MAIDEN NAME OR WIFE

O vward Saroy enr Meattie Fleld: @nne Belle Lee

15. WAS DECEASED EVER IN U.S. ARNED FORCES? 16, SOCIAL SECURITY NOQ. |17. INFORMANT Address

{ no,g unknown) ' (If yes, pive war or dates of varvice) #- ?3 0?- s_o ’s, 7-A e /?’1 2 3 / ; 1

18. CAUSE OF DEATH (Enter only one cause per lina far'(a), (b), mﬁ(:l’ INTERVAL BETWEEN

VS 300
Rev. 4/ 59

209178

DATE AMENDED

PART I. DEATH WAS CAUSED BY: ONSET AND DEATH

IMMEDIATE CAUSE (a) 3 A é / éé RIX XL ;} "' : '
Conditions, If any, DUE TO (b} Vf ( 72 auzﬁ-f &7 P \/

DOCUMENT

which gave risa to
above  cause  (a),
stating the under-
lying <couse last. DUE TO (c)

PART 1. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not releted to the rerminal PART 111 1§ decessed was  femals  was
direase condition given in PART | (a) there a pregnancy in last 90 deyvi.

.- . . rD Yes l O Ne l 0O Unkrown

1%, WAS-.AUTOPSY X8, ACCIDENT . SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY QOCCURRED. (Enter nature of (njury in PART | or PART |1 of jtem 18.)
PERFORMED?- jmi 0 in]
YES O N(_)m Saon
20c. TIME OF Hour Month, Day, Yeor
INJURY am. .

AMENOMENTS ON THIS RECORD ARE AS FOLLOWS
INSTEAD OF

MEDICAL CERTIFICATION

» p.m.

20d. INJURY OCCURRED 20, PLACE OF INJURY [a.g., in or about home, | 20f. CITY, TOWN, OR LOCATION STATE
" WHILE AT WORK [] farm, fectory, sireet, office bidg., etc.)
L. NOT WHILE AT WORK [J

2l.- 1 artended the decsased fro / A"-—-‘-/’-ﬂ- ! q [‘J 3 to _I_[L_%_and last saw hlm alive Qn%\ ! tfc f q ‘ ?
k

Desth occurred ,,,,.A'_.—-Lp—q. e an L qf-" ! CC L & _m'on the date stated sbove, and to the best of my ledge, from the causes stated.

BT lrn B, il Iy 00

23! ‘U‘RIALVCREMATION 23b. DATE 23c. NAME OF CEMETERY OR CREMATOR d. LOCATlON (Clty town, or county) ‘ (Sum)
Specify} A
S RID &,g‘t.ﬁ-/?ﬁ.‘[:z;ﬁwua:w CemeteryMar &s b
24. FUNERAL DIRECTOR ADDRES . 25. DATE RECD. BY LOCAL REG. 26 REGISTEAE S SI%AT E
Beo H.Ggeen Fu/z'o%..ﬂ)ﬂ, -1\ - 3 Q,,s

{Licensad Embalmer's Statemant an Raverse Side)

USE BLACK INK

TYPEWRITER RIBBON

SHOULD READ

BY AFFIDAVIT OF

ITEM NO.




STATEMENT. BY I.ICE_hiSED EMBALMER

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

or by (y}{/ﬁn@LE J YfWﬂm MLL:\BW\‘-‘ Student Embalmer No. 93

working under my persenal supervision.

Studentw M MM—%J

Signature of Student Embalmer

Licensed Embalmer No. é L RO

N - S P.O.Adjmm

oy " EEY . . -

Notfe: 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).

JIf embalmed’ by a STUDENT ‘he also shall sign in his OWN handwrmng

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




