MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH I63-050102

DEFARTMENT OF PUBLIC HEALTH AND WELFA 2
Registration Diatrict N I 8 Reqistratian Dictrict ~1.003 o STATE FILE NUMBER
DO NOT WRITE AMENDED egistration Diatrict No. ______ o——_Primary Registratian Distr 9 s No. - )

3 2. USUAL RESIDENCE (Where deceased lived. |f institution: Residence bofore

a. COUNTY a. STATE . b, COUNTY - adminsi
RVS iogq - e = = wr = = /n‘—dw wn Si. LOM muuu:ll
ev. 4/ b. CITY {If outside corporare limits, give TOWNSHIP anly) Langth af ytay in 1b o CITY Inside Jdmity

TOWN St lowls - Town Clendale Yo i No )

<. FULL NAME QF (If NOT in hospital, glve locatian) Inside Limits d. STREET if ide, give | i i
HOSPITAL OR ADDRESS (I cutside, give lacation) Reside on Farm

INSTUTION  fleg conniess /{04'5!!' tal ve i No DD 705 W, Lockwod Yer [1 No

3. NAME OF DECEASED Firsr Middls Last 4. DATE Month Day Year

{Type or print} Flﬂ neace Ca}‘lﬁe& W“R"td DEO':“" ﬁe,cemb en ’8 7 6

5. SEX 6. COLOR OR RACE 7. Martisd [1  Mever Married |’ [8. DATE OF BIRTH | 9. AGE (lost birthday) | IF UNDER 1 YEAR | IF UNDER 24 HR

gme W/‘i-te Widowed [ Divorced [J 5-_22-1896} f67 Maonths I Cays Hpur.T Ain.

10a. USUAL OCCUPATION [Give kind of work done | 10b. KIND OF BUSINESS OR [NDUSTRY| 11. BIRTHPLACE [City and siale or country) | 12, CITIZEN OF WHAT COUNTRY

during most of working life, even if retired) - i~
Managen fro to St fouia, Mo, {l, S, /i,

13a. FATHER'S NAME F13b. MOTHER'S MAIDEN NAME 14, NAME OF HUSBAND OR WIFE

Joaseph F, Wintel (athernine Finan - —— = -

15, WAS DECEASED EVER IN U.5. ARMED FORCES? 14, SOCIAL SECURITY NQ. |17. INFORMANT Addreas

{fes, no, or unknown) | (If yes, give war or dater of serv] . ] . 7
no | Marnie Winted 705 W, Lockwood
1B. CAUSE OF DEATH (Enter only one cause per line vor @y wrnomawr INTERVAL BETWEEN
PART |. DEATH WAS CAUSED BY: ONSET AND DEATH
IMMEDIATE CAUSE {a) Q”LA’ '-;Z:;\_— Vi 4 A/LA
Conditions, if any,]  OUE T0 (8] ﬂ v AQAM 9 A

which gave risa to

sbove :;usend[ll.

stating the under- %2

lying caure laat. OUE TQ (¢} 0 ’/

PART 1l. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the terminel PART IH. If decoppad war  fomale was
diseass condition given in PART | [a) thare a pregnangy in last 0 deys.

I 0 Yas IXND I [0 Unknown

19. WAS AUTOPSY | 20a. ACCIDENT  SUICIDE HOMI:IICIDE 20b. DESCRIBE HOW INJURY CCCURRED. {Enter nature of injury in PART | or PART il of item 18.}
t /| a a

TDATE AMENDED

DOCUMENT

PERFORMED?,
YES [} NO

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

20d. INJURY OCCURRED 20a. PLACE OF INJURY {e.g., in or about home, | 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT WORK (J farm, factory, street, office bldg., erc.) ) -
NOTF WHILE AT WORK [J

21. | attended the deceased from / q {—// to / 2// 7/6 :3 and |ast uawmlive on#&l@_f——

Death occurced ot ? /__5-‘/ F 4 ; m on the date stated sbove, and 10 the best of my kaowledge, from the causes stated.

22s. SIGNATURE 5 Zzu op_title) | 22b. A% z 22;2}?8512;

238. BURIAL, CREMATION, | 23b. DATE 23c. NAME OF CEMETERY OR CREMATORY 23d, LOCATIONACity, town, ar county} {State)

EEMOVAI. tre:ifv) 7 2_ 2 T . 5
“24. FUNERAL DIREGWORI 1 F_'EBER-é Gk b 7 DATE RECD¥BY LOCAL REG.
COLONIAL CHAPEL UEC 18 1863

WEGSIER GHOUVER 1&h o=

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
INSTEAD OF

MEDICAL CERTIFICATION

USE BLACK INK
OR
TYPEWRITER RIBBON

iTEM NO.[ SHOULD READ

BY AFFIDAVIT OF

er’'s Stat t an Reverse Side)




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 Student Embalmer No._.

working under my personal supervision.

Student Signe

Signature of Student Embalmer L/ (_/
ST L

censed Embalmer No 4/ C?/F/
P. O. Addre s

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply
with the abave 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.

o, PO R
e i - .




