i A BT b

b b

€
=
L]
o
=z
=
€
>
£
4
=
5
©
S g lying ecause laost. _
E <5 E PART It. OTHER SIGNIFICANT CDNDlle’S CONTRIBUTING TCQ DEATH Buf not r-lu!-d# the terminol dissase condition given in PART | (q) 19. foégéggﬁggY /
4 ?
L3 H 4 neo vESQ NO[]
b5 - % | 20a. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. {(Enter noture of injury in PART | or PART Il of item 18.)
" - = TT]
- U O & O
i €8 4
b 59 Gl 20c. TIMEOF Hour Manth, Day, Year
-1 =] INJURY  a.m.
[ w
.- = p.m,
1 2 E 20d. INJURY OCCURRED 20e. PLACE OF INJURY {e.g., inor about home,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
R - WHILE AT[j NOT WHILE O farm, factary, street, office bldge, etc.)
P ® £ WORK AT WORK 0 f s & P
: g f 21. | attended the deceased from ;o and last saw her " alive on
; § § ¢ Beoth occurred ot m on the dote sfoted above; and 1o the best of my kndwlgtge, from the covfes stated.
! é‘ ] 220. IGNATURE o 22b ADDRESS 225. DATE SIGNED
Az Moz ufuﬁ' Mo 16-8
-5 NALAA " 2 o L Sﬂ
1AL, CREMATION, | 23b. DATE METERY OR CREMATORY 232 LU IUN (City, town, od caunty)} {Staie)
' MOV AL (Specify}
147 P §- 37 ) S, VLS o' K
u 24. FUNERAL DIRECTOR 25. DATE RECD. BY LOCAL REG. REGISTRAR'S SIGN.

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

THE DIVISION OF HEALTH OF MISSOURI
or. Hslth, 59-020'724
F-, & Wellare STANDARD (ERTIFICATE OF DEATH STATE FILE NUMBER
S, Public
hith Service HLED JUN 1 7 1953i3fru1ion District No. ..u....%-Am..........“...._.._Primury Raqismﬂion Disffic_?_fq_"éd/\a_ e Registrar’ ' No %,.//,dé A
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased livad. If institution: Resédqncsfbfﬂ;rn
. 5. . COUNTY . STATE - « b, COUNTY adméssi
S. 300 a @—\&W a Ml5$vu,vl eala-\‘l/ :
ev. 1-57 b. C(I)TRY (If outside corporate li@\is, give TOWNSHIP anly) | Inside Limits c. CIOTRY Kl Inside Limits
Tow NoyTh Kamsas Ciry Yes [&] Mo [] TOWN L therra Yesi No[']
c. FULL NA&\%OF {H NOT in haspnul ive |ocn Leng:h of stay in 1b L d. STREET 13 I\[ (t ; tside, give location) Reside on Farm
HOSPITA En@ ? 6/ ADDRESS . L
2 RaTautionNor th Kavieas oy Homrs o 4 Yorrie Yes [ NofX]
3. NAME OF DEFEASED First Middle Last 4. DATE Month Day Year
{Type or prist OF -
Cova. Yuawmrer OEATH o b 1959
5. SEX 6. COLOR OR RACE| 7. MARRIED[ JNEVER MARRIED ] 8. DATE OF BIRTH 9. AGE (In years IF UNDER | YEAR| IF UNDER 24 HRS.
- t '3._ - , lagt hirthday} [ Months | Days Hours Min.
= - I Negvyo 2, WIDOWED X pivorcen[] [T~ 188
¥ 100. USUAL OCCUPATION (Give kind of work dons | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (City end state or country) | 12. CITIZEN OF WHAT COUNTRY?
= ng most of norklnn life, #yan if retirad) INDUSTRY
: Wenge bt LM, 91 WSA.
: —_;- 13a. FATHER'S NAME 1ib. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
L ¢ Beauy MCSHEEpRS | MARY_ _\ACoBs Low Ll Huw TER
£ 15. WAS DECEASED EVER IN U. §. ARMED FORCES? J6. SOCIAL SECURINY NO.| 17. INFORMANT dresy
{Yus, no, or unknawn)! (1f yas, gi dat f service) ’ ﬂ g -+
- v 4%, give war ar dates o 1) q & ? M‘W

PART |I. DEATH wa5 CAUSED BY

IMMEBIATE CAUSE ()

1B. CAUSE OF DEATH (Enter only ons cause per line for (a}, (b}, and (<}.)

Affe//oqrc/raﬁc_ A@f’ L)AJ"E-‘&J’L

INTERMSL BETWEEN

sy

Cornditions, if any,
which gave rise ta
obove cauvss (a),
stating the under-

OUE TO (b}

}

DUE TO (e} —ﬁMJﬁwJ

V,—r

Osuan n Ot 04 .

i)nsss

-Y-59 7/

7

(LicamMed Embolmer’s Statement on Revafss Side) v/




STATEMENT BY LICENSED EMBALMER

1 hereby certify that the body whose name is recorded on the reverse side of this certificate was embalilfe?
by me, 0 bY ..ot eaes U ., Student Embalmer No. .......c.ccoeeuveen

working under my personal supervision. 4

€ - 2, Ceerml . - . _,.:;_"" e
Staudent .......c...... CeveeTesees ie artavveessrnrenetbaeranes Signed ‘ &-QN-'\ m .....................

Slmre o‘EStudent Embalmer
Licensed Emqu T Noqh"‘“f‘g ......
- 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.




