i .

THE DIVISION OF HEAL TR UF MI3S0URI

Health, STANDARD CERTIFICATE OF DEATH SRR N en

. Wolfare FLED NOY 12 195‘] 22y } P

Public Registration Distriet No. . A Wheat SN y ......... Primary Registration District No. 5 7 f 2 i Registrar's No, . I A

 Service

1. PLACE OF DEATH 2. USUAL RESIDENFE {Whae d-:uas-d lived, IE instjt ruon. Rund o bafors
o COUNTY W E‘ 5 : a. STATE b. coun """”‘“"’
. 300 \ b. CITY {if outside corpgaate limits, give TOWNSHIP only) | Inside Limits c. CITY ‘ % Inside Limits
- 1-56 OR . ; & ~ /
TOWN - ¢ mo- Yes1 N TOWN Ol.u YesO HNo®
c. Egls.’l;l;l:&ggf:ﬁf NOT in hospital, give location)|Langth of stay in 1b d. STREET {IF outside, give location) Reside on Farm

Z4 INSTITUTION ADDRESS ves E o

w
- g 3. NAME OF First Middle 4. DATE Month Day Year
[ DECEASED oF W
2
2y (Topeorpriny [UTINE HAC I NEY | o /¥ 95T
e 3 5. 5EX {‘ 6. COLOR OB, RACE 7. marriep 1 never marrieo () 8. DATE OF BIRTH 9. AGE (In pears | 'F UNDER | YEAR [I¥ UNDER 24 HRS.
. g . tost birthday) [ Monthe Dawgs Houra | Min.
=, w wlngr?a@/ pivoreep [ ! o 29
34; | 10a. usuaL CCUP}TIONk(G'w;;mdofwfgrttdorsg 100. XIND OF BUSINESS OR lNDusm\Z . BIRTHPLACE (Ciry and atatc or country) E 12, CITIZEN OF WHAT COUNTRY?
3 w most of working life, even if relirel P . s a
§° 4 | >l - = /o . A.
g- t 5 13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME
LY ]
w9

o 0o
f o W 4 ASED EVER IN U. 5. ARMED FORCES 16. SOCIAL SECURITY NO,|17. INFORMANT Address

- = C Fes. no nknawn) UIf yes. oive wyr or dater of nerviced -

T E E o “118. CAUSE OF DEATH [Enter only one cause, pe ne for-{m), (b), and ()] - - - INTE AL TWEEN
2o = PART I. DEATH WAS CAUSED BY: ‘ DEATH
-5 B IMMEDIATE CAUSE (a} .

- E >_
g +
2
z Conditions, if any,
E s O which pare rise to | DUE TO (5) _
ve @ " abore ~cause (8}, - . - o0t A
¢ tluting the under- )
ES @ > tying cause last. DUE Ta (e)

2 g =] PART 1l. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TG DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART i(n) B LN :'e?ai' sg;%;f‘fj
T L= ?

52 x |S 4ao | ves (0 no B
E% ; E 20a. ACCIDENT SUICIDE HOMICIDE | 206. DESCRIBE HOW INJURY QCCURRED, (Enter nalfure of injury'in Part Lor Part W of item 18} - -

- - *

w ] [ ", . D D

hé“ «{ 3 -
9 J 2 | 2. TiME oz, Hlour  Month, Day, Vear

I h BRIy o N B T . . am

! § o : a p.m.

ey g Z | 20d. INJURY OCCURRED 20¢. PLACE OF INJURY {e. §., in or ahout home, |20f. CITY, TOWN, OR LOCATION COUNTY STATE

| ‘g.:._“ 'mm . WHILE: AT NOT WHILE farm, factory, street, office bidg., ¢£c } '
EE ga - | woRrk AT WORK s P l/ , . /\/

i %._ oo 2], Iatten he deceend(rW;; /7‘@ Lw and last saw poq, alive on
e 'g '-'i‘ Dea} ufred ot __ m on the date uaxed apovy; and to the beat of my knowladge,from the causes atated.
] -

g% TY _ *(Degree or title) - s e ?

L & v (o /

S & . Vemsia-7
5 E 23a. muLcngimoN‘ 23h. DATE . MAM) oFc ETERY OR'CREMATORY Aéd LOCATION (Cify, town. or county)  ~ ~ {(Std'ey ~
< 2 MOYAL (Speptfy .

83 (@4 S=195 7 G-wu. S e
24, FUNERAL DIRECTOR . ADDRESS 25. DATE,RECD. BY AL REG. 26. REGISTRAR'S SIGNATU
. . ; .
o rd
A hpnanea P 10176/ 5 7T\ MNE [ prrie,
. - r Z
() (Licalsed Embaimet’s Statement on Reverse Side) & 4




b ery ‘*n N S .
L -yl . 3 g
Tave oo, 3 gy N, T AT
5 o N ‘{: PARTOSPRAN SO 3 T b
» L
. - s .
¥ " he - ™ “\. <, i ‘\,r\b 4 Sy ‘a w
D S I el ” . ~ T T L L. .
- -_‘t . !
. - T
*
- P, T
MRS - -7 - t: STATEMENT BY LICENSED EMBALMER S
el Tem ad Ty L e e
I hereby certify that the body whose name is recorded on the reverse side of this certificate was emb
byme, OoF DY ..coiviiniriir i cicieaiaeeas ebttdstssvassssnsrarasrriseanaeraras . , Student Embalmer No...........

" working under my personal supervision..

Student ...ooovime i a s

[ ~ . T -
e e L, e S el wma.
SRR : . A R T h R P. O. Address.%.

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (F:

ot n

- 'R‘:L to comply with the. above constitutes grounds for revocatmn of l1cense). .
If embalmed by a STUDENT "he ‘also shall sign in his OWN handwntmg.
cIf thts bodv is not ernbalrned _fact should be.so, stated above. - .. ...~ Bt L

Pa
v v .
- . + . N
. - e . -
ot Aade WS -t . R S




