MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH

£ ATE FILE NUMBER
Registrar's No. ____ &Sl odah 07

F_' 11£ Em . 2, USUAL RESIDENCE (Where deceased Ilved If institution: Residence before
a U a. STATE b. COUNTYB admission}
Eﬁgv e il {opt
~  b. CITY. [If qutside garparate Amits, give TOWNSHIP only) Length of stay in Ih <. CITY Inside Limits
OR

OR .
TOWN M;VC/SOY' ‘5‘ s TOWN LI”CJIA, Yes " No [

c. FULL NAME OF (If NOT *hnsp.ral, give location) Indfde Limits d. STREET (If cutside, give location} Resicde om Farm
CR

HOSPITA ' DRESS
I o> uu;?t_/' /JO.‘DI /%i Yes e O -?P ecls & Ty Yes O No 6

3. NAME OF DECEASED First ' Middle ’ 4, DéQ;I'E Month Day Year

(Type or print) HEZ_T/E Z/ZZ_/AA/ /‘/isffyﬁff DEATH 5_5077 /o /124_£

/ 5. SEX 4. COLOR QR RACE 7. Married T1  Never Married [J ]8. DATE OF BIRTH | 9 AGE (last birthday} fIF UNDER 1 YEAR

- . Widowed =" Divorced [ Months I Days | Hours | Min,
S Crpmle | M sr. 7
10a. USUAL OCCUPATION [Give kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY| 11. BIRTHRLACE (City and state or country) | 12. CITIZEN OF WHAT COUNTRY

:uring mosr‘::;}vpr-}life, even if retired) //Omé- ‘__dz::/ Cﬁ Ull’/l/ Wo -S g

13a. FATHER'S NAME 13b. MOTHER'S MAIPEN NAME PN ﬁ\IAME QF HUSBAND OR WIFE

Sogpmrwrl! /il s 1M ry C— 73;%% v/t AV

15. "WaAS DECEASED EVER iN U.S."ARMED FORCES? 18, SOCIAL ZECURITY NO. [17. INF Address

es, no, or unknown es, give war or dates of service)
NV 2 S RV Y-S VY - VOV 5 ella ST es oa_a’ A;Moa/nf }7Llo

18. CAUSE OF BEA‘I’H (Emer only one cause per |ine far (a), (b), and (c). INTERVM BETWEEN
ART | AS CAUSED BY: QNSET AND DEATH

" wwEpiate cavst ) _Cardio Vascular Collapse -5 hrg

DO NOT WRITE
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DATE AMENDED
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Conditions, if say,|  DUETO ) _Aclite Generalized Peritanitis 8 days
which pave rise to
above “cause ), (Ruptured) Large greater curvature

stating the under-

- — s
lying cause last. puETo () Zastric ulcer, 2-3 mo.
PART Ti. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH But rof relared o fhe ferminal | PART . 11 deceased was ~female —was

disease ¢ondition given in PART | {a) . . . there a pregnancy’in laat 20 days
¥evare Rheumatoid agthrltls and severe Sve T BN 1O o
__pernicious or secondary anemia, | | I rnown
19. WAS AUTOPSY | 20a. ACCIDENT  SUICIDE  HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED, (Enfer naturs of Injury in PART | or PART Il of item 18.)
sEgF{%RNEg?D ] O 0

20c. TIME OF Hour Month, Day, Year
INJURY am. -
p.m.

20d. INJURY OCCURRED 20e. PLACE OF INJURY (e.g., in or about home, | 20f. CITY, TOWN, OR LOCATION COUNTY
WHILE AT WORK (J farm, factory, street, office bidg., etc.)
NOT WHILE AT WORK O

21. 1 attended the deceased from. Z ?l’ -;2-10 y 4 Mnd fast saw d,,,m.alwe on ?“"’ /0 "—/1 %

Death occurred at. K‘? 20/5’-‘!“ on the date stated above, and to the best of my knowledge, from the causes stated

e or titie W}/ 22c. DATE YGNED
B s A, Tt l AL, » ?'f//-—éj,&.

23a BWRIAL, CREMATION, | 23b. DATE 23c. NAME OF CEMETERY OR CREMATORY 234, LOCA*ON (City, town, or county) (Siaie)
MOVAL (Spacify)

RuvreH, /27_/f/%7 Liweoly Cemélav-y | ljntcolas
Wf. FUNERAL DIRECTOR " ADDRESS . DATE RECD. BY!OCAL REG. 26. REGISTRAR'S S4GNATURE
/C'r}gd [7,40:.5.—'; ¢t Sonw L wedls 12 /P8 S| et 'J@Q&%_ﬂ

{Licensed Embalmer’s Statement on Reverse Side)

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
INSTEAD OF

MEDICAL CERTIFICATION

USE BLACK INK

TYPEWRITER RIBBON

SHOULD READ

ITEM NO.

i BY AFFIDAVIT OF




STATEMENT BY LICENSED EMBALMER

| hereby ceriify 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 Signed iﬂi W . AT

Signature of Student Embalmer
Licensed Embalmer No. 5 2 /7

P. O. Address j:/%//ZwVJ W@

Noie: The above MUST BE SIGNED BY THE LICENSED EMBALMER ln his OWN HANDWRITING (Failure to comply

with the :above constltufes grounds for revocatioh of- ficense). g .
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.




