THE DIVISION OF HEALTH OF MISSOURI 44225

No. 300 i .
|| FILED FEB 111953 STANDARD CERTIFICATE OF DEATH State File No..
BIRTH KRO. REG. DIST. NO. %PRIIMY REG. DiIST. NO-J-O-O-B Registrar's No. 12()61
_O 1. PLACE, OF DEATH 2. USUAL RESIDENCE (Where d d lved. If loatitution: resld before
&. COUNTY a. STATE l!issoul‘l b. COUNTY adinimion).
b. CITY (1t outaide :Drpulrlta limits, writa RURAL and L::;h - §T AI:;E{QEZI: DEL . c. CBTI;( (Tf outslds corporste Limits, write RURAL sud rive township) é ? 657
TOWN gt liouls TOWN St.Louls
d. Fil%ls.PPAPf_E OF (If net in beepital or Insitotion, glve stregs address of loeation) d. SDTSFEEESTS (If rural, alve location)
INSTITOTION : 5068 Eagton Avee
3 NAME OF a. (First) b. (Middle) . <. (Last) l 4. OATE (Month)  (Day) » (Year)
(Typeor Pint)  William Emapuel Kinnison oeai Dece 28, 1982
5. SEX o 6. COLOR OR RACE | 7. #&%EB BWgEC%SRB"LED.) 8. DATE OF BIRTH 9. I.-A-?Elr&:;‘)"’ nl; m:.n ll)‘:" IF GNDER u RS,
N oily, ¥ on ¥a { Hours | Min.
_Maje © | White Widower o — | Auge'7,1883 €9 | |
10a. USUAL OCCUPATION (Gwveadofwork | 100. KIND OF BUSINESS OR IN. | 11. BIRTHPLACE (8tata or oretga oouater) 12. CITIZEN OF WHAT
done during most of warking lifs, even if retired) DUSTRY 0 c&mgm
I Deep Water Well Whitewater, Mo, wSe
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
on i Unknown 8 | _ Frances
15. WAS DECEASED EVER IN U.S. ARMED FORCES? I 16. SOCIAL SECURITY | 7. INFORMANT'S SIGNATURE OR NAME ADDRESS
{Yes, o, or ynknown) | {If res, Kive war or dates of service} NO,
No Unknown [Berpice Kinnlson,4242- McPhars on
18, CAUSE OF DEATH MEDICAL CERT TION lgTéngAL BETWEEN
1. DISEASE OR CONDITION .- B AND DEATH |
. Enter only cnecause per DIRECTLY LEADING TO DEATH* 0<' ﬁ-‘-d-»t/ MW—@ p ) - -
Hne for (a), (b), and (&) (a) - ——
e | TECEDENT CAUSES é..‘,u_r Y nl ol ce e -, Tanil
*This does not mean NTEC ; ,}ﬂ‘uu/ /CAA’ : ol
the mode of dying, auch | Morbid conditions, if eny, giving DUE TG, (b

¥

WRITE (’,JIJAINLY—USING ‘UNFADING BLACK INKE—MAEKE A PERMANENT RECORD

2
a8 heart failure, asthenia, | rise to the abooe cause (a) stating m ;
e It means the dis. | he underlying couse last. . E‘m' “:ﬁv - z“' R A - Y N . ) .
case, Infury, or complica- “‘ﬁu& M" W
tion which cansed death. | 11. OTHER SIGNIFICANT connrrlons(Wm‘/w Ut & Ll
Condilions contributing to the death but not ?
related to the disease or condition cauking mu.a?a M -‘-‘-—“—J A
199..DATE OF, OPERA. | 195. MAJOR"FINDINGS OF OPERATION “* | 20. AUTOPEV?

. .. YES ‘NO
' Emr TOWN, OR TOWNSHIP) (courrrv) (STATE) ,

21a, ACCIDEN ) 215. PLACEQF INJURY (o.x., inorabout
algﬁ;glED'-- : . ; boma, farm, fastory, strect, office bldg..et0.) .

2)d. Té#E (Month) (Day} (Year) (Hour) 21s. INJURY OCCURRED | 21f. HOW DID INJURY OCCUR? ?
WHILEAT[™] NOT WHILE
INJURY - m- | “woRk AT WORK : - 4 4 ‘,.v\
22, I hereby certify that T a!tended the deceased from . , ‘9_# o 19, that I last saw the deceaced
' alive on and thal death occurred al 1., from the causes and on the date sialed above.

@IGNATURE ’ é ?é 4‘“ &Dezreeortltle) zsb./m‘)ndn;sasta 22 | é |?j2‘5|sn

a. BURIAL, CREMA- | 24b, DATE 24:. NAME OF CEMETERY OR CREMATORY 124d, LOCATION (Oity. town, or county) (5tats) )

T 15N, REMOVAL sty 1 k . __Lute gville 2 MO, .

25. FUNERAL DIRECTOR'S S|GMATURE AUDRESS

-+ Albert H.Ho 4700 Waghington Bivd

{Licensed Embalmet's Statemsrt on Reverse Side)

DATE REC'D BY L%%%L RE
NFC 301959




STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me, or by o ..

ot e noeeesetrreerae e eRteASAbS LS Aas e Rae BAARn At e bt mrbb e o 255207 PERE RS e e A e S S8 et oS 01 £ 88  5e arnms mm s S e ., Student Eabaleer No.

working under my personal supervision. M‘M.
SEUJONE sieassccasnssscasnnsocsonasesssanss Smed.%rﬂwﬁ

Student Embalimer
Licensed Embalmer

P. Q. Address ‘
Note: The above MUST BE SIGI";'ED BY THE LICENSED EMBALMER in his OQWN HANDWRITING. (Failure to comply with
the sbove constitutes grounds for revocation of license.)

ncha.bo'dyi.rnogembdmd,fm.houmrn\mwaban. | R




