MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH

DEPARTMENT OF PUBLIC HEALTH AND WELFAHE/ 5 STATE FILE NUMBER
Registration District No. __________
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1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before
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5. SEX 6. COLOR OR RACE 7. Marcled O ever Martied [ ATE OF BIRTH | 9- AGE (last birthday) IF UNDER 1 YEAR [ IF UNDER 24 HR
N Widowed Diverced [J q_a -'9%' 34 Months I Days Hours Min.

10a. USUAL OCCUPATION (Give kind of wark done | 10b. KIND OF BUSINESS OR INDUSTRY( 11. BIﬂTHPLACE {City snd state or country) | 12. CITIZEN OF WHAT COUNTRY

during most of warking |ifc,.cven if retired) A_,rh @ H < D" ,' o U. s . h .

13a. FA 'S NAME 13b. MOTHER’S MAIDEN NAME 14, NAME OF HUSBAND OR WIFE

Geovge mith Hele v Danes Tvyoy O. Bugqa\-A
15. WAS DECEASELFEVER IN U.5, ARMED FORCES? 16, SOCIAL SECURITY NO. 17. INFORMANT a Addras
{Yes, no, or unknawn} I(If yes, give war or dates of sarvice) .
N Mys. R osn_maEaﬂauA_,_&
18. USE OF DEATH (Enter only one caun per line far {a), {b), and {c). INTERVAL BETWEEN
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Conditions, 1t sny, ) DUETO t6)_JB 00 @ AF (" 4 e/ @& Fle A2

which gave rise to
above cause (a),
stating the under-
lying cause last. DUE TO (<}

PART Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TC DEATH but not related to the terminal PART Ill. 1f deceased was female was
disease condition given in PART | {c) there o pregnancy in last 90 days.

'i’,’ﬂéx |DY“]DN°IDUnkncwn
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20c. TIME OF Howr Maonth, Day, Year
INJURY a.m.
p.m.

20d. INJURY OCCURRED 20e. PLACE OF INJURY (0.9., in o about home, | 20f. CITY, TOWN, CR LOCATION COUNTY
WHILE AT WORK [J farm, factory, street, office bldg., etc.}
NCOT WHILE AT WCRK ]

21. 1 attanded the d d from. M 0 v ,9 5‘ b _.S_C_,ﬂ"" 0" I96‘and last saw :;fnslivu ol + h

Dasth occurred at. «on the date stated above, and to the best of my knowledge, from the causes stated.

ZW% %.Kor :@ 22b. ADDRESS N . DATE SIGNED
©, s |

23a. BURIAL, CREMRTION, | 23b. DATE 23c. NAME OF CEMETERY OR CRES . {City, town, or county)

nsmov_ALtSoecifv) -12-19 oy ‘Qsﬁ Cldl-lﬁ- MO.

28" FUNERAL DIRECTOR ADDRESS 26, REGISTRA'R'S SIGNATURE

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
INSTEAD OF

MEDICAL CERTIFICATION

USE BLACK INK

TYPEWRITER RIBBON

SHOULD READ

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 me,

or by Student Embalmer No.

working under my persona! supervision.

Student

Signature of Student Embalmer

Licensed Embalmer No. 452///44

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