MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH . g
OEPARTMENT OF PUBLIC HEALTH AND WELFARE / ws%%;

S nEALIn fﬁ ) N oo -
DO NOT WRITE AMENDED Regiswation District No. € _/—_Primary Registration District No. £ € @ A= _ Registrar's No
ON THIS STUB

2. USUAL RESIDENCE [Where deceased lived. |f institution: Residence before

a STATE COUNTY J'- . mission)
(SSAUAT Aoxson
T b €M (T o®side corporate limits, give TOWNSHIP only) Length of stay in 1b c. CiTY Inside Limits

OR ' OR B
o Alnsas Crry b YEAR S oW A usas C)/'ry Yespd No D)

e, FULL NAME OF (If NOWh hospital, give location) Inside Limits d. STREET (If cytside, give location) Reside om Farm
HOSPITAL OR ADDRESS

INSTITUTION ST Z U}L’E‘J /Z/OSPI?';‘L Yes [ No[J ééﬂ 7 ML#&AM /JVE'/VUE Yes [1 No B

3. NAME OF DECEASED First Middle Last 4. DATE Month Day Year

e Svevesren - Lupwie | 2% Mprew 3 1964

5. SEX 4. COLCR OR RACE 7. Married [ Never Married {] |B. DATE OF BIRTH | 9 AGE (last birthday) | IF UNDER 1 YEAR IF UNDER 24 HR

idowe: ivarce onths Days Hours in,
Mhure Warre | WD o0 g/ Ji903) & d R "

10a. YUSUAL OCCUPATION (Give kind of work done { 10b. KIND OF BUSINESS OR INDUSTRY{ 11. BIRTHPLACE (City and state or cnumry) 12. CITIZEN CF WHAT CCOUNTRY

during most of working lite, even if retired} CHUR
CETER 3 ng s rawy | 8o e inranene \Mowragon Trinors J.S.

13a. A\}HER S}AME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBANB-OR WIFE

IHEMME Lopwre Minnre  Briur Mes. [ ana iu.owte
15. WAS DECEASED EVER IN U.5. ARMED FORCES? 14, SOCIAL SECURLITY NO. 17. INFORMANT dress
{Yes, no, or;(ymwn) (H yes, give war or dates of service) oMb /VE

V5 300
Rev. 4/59

DATE AMENDED

ve war o 49l-65-9905 /Mg.r Ciarq Lvowie rf;w: i 2y Mo.

18. CAUSE OF DEATH (Enter only ene cause per line for (a), lNTERVAL BETWEEN

), and (c}
PART . DEATH WAS CAUSED BY W ONSET AND DEATH
IMMEDIATE CAUSE (a) / %.

Conditions, if any, DUE TO {b)
which gave rise fo
above cause (a),
stating the under-
lying cause last. DUE TO (¢}

PART [I. OTHER SIGNIFICANT CONDITICNS CONTRIBUTING TO DEATH but not related te the terminal PART IIl. If deceased was female was
disease condition given in PART | (a) . there a pregnancy in last 90 days.

| [Oves l O No | [J Unknown
7. WASWPSY %5 ACCIDENT SUICISE HOMICIDE | 206, DESCAIBE HOW INJURY GCCURRED. (Enter natore of irfury 1n PART | o PART 11 offam 16
E| O w}

=
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w
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o

PERF D?
YES \[oNm]

20c.TIME OF  Houf  Mhonth, Day, Year |
INJURY a.m,
p.m.

20d. INJURY OCCURRED 20¢. PLACE OF INJURY (a.9., In or about home, | 20F. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT WORK [] farm, factory, street, office bidg., etc.)

NOT WHILE AT WORK [J ™
21, | attended the deceased%im to. , u‘{ and last saw ., alive onm
[ 45 P,

m on the date st buve, and to the best of my knowledge, from the causes stated.

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
INSTEAD OF

MEDICAL CERTIFICATION

Death occurred at
y ]

e A Degree or fifie 22c. DATE SIGNED
& e z’ao/w‘uﬂfﬁ Xa{m/ e S her %

‘23a BURIAL, CREMATION, | z3b. DATE M 23c. NAME OF CEMETERY QOR-EREMATORY . LOCATION (c.w, tawn, or county) {State)

USE BLACK INK

TYPEWRITER RIBBON

SHCULD READ
M, G. Derry

-

FRESTE™ Waecy 61264 Cazen Laww ANsAs /38 dURT

24. FUNERAL DIRECTOR ADDRE 25. DATE RECD. BY LOCAL REG. | 26. RE 'FRARS SIGNATURE
, ¢33/ ﬁnuﬂv @nt‘;p( C é -
. AOMER'S JoNS 3-S5 - ¢

(Licensed Embalmer’s Statement on Reverse Side)

BY AFFIDAVIT OF

ITEM NO.
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STATEMENT BY LICENSED EMBALMER

.

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

L
E
b

or by Student Embalmer No.___

working under my personal supervision. W %
Student Signed Mj 4’/

Signature of Student Embalmer
Licensed Embalmer No. j / g-'z

R ‘
‘- ) .. . P. O. Address /K C' ; /S//‘J
7L —

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 alse shall sign in his OWN handwriting.

If this body s not embalmed, fact should be so stated above,

?ﬁr—




