.S, No.300 THME DIVINIUN Ur REALIR U VilaaJURE 0‘)9950
e, 0.
o o | FLED DEC 7 953 STANDARD CERTIFICATE OF DEATH Stte Fie Noom 2 S DI
am'm NO. REG. DIST. NO. Mg_ PRIMARY REG. DIST. m)ﬂﬂkegulur’sh’a ‘q. ‘j&:k:
0 . PLACE OF DEATH _ Z. USUAL RESIDEDCE (Whera decessed fvod, if insthution: reidines befors
* a. COUNTY Fike 2. STATE 1issouri b. COUNTY Fike adainfon),
b. CITY (If outside corpurata limits, writa RURAL and give ¢. LENGTH OF ¢. CITY (U cuwdds sorporsta limits, writs RURAL aod give township)
OR towmahip) | STAY fin this place) OR ’
; TOWN jouisiann {14 months TOWN Iouisiana 7 g Y
.. d. FULLP:“?A"!'.EOORF {If not In hoapital or lostinntion, give sireot addruss or location) d-ASDT[?REEErSS . (1? rural, give location} D
INSTITUTION Fike Co. Hospital 617 Nebraska 3St.
| 3. NAME OF a. (FiTst) b. (Middle) c. (Last) 4. DATE (Menth) (D
DECEASED . , i “) (Yesr)
! S'Iigle b 6. COLOR OR RACE | 7. ‘m\RRIED NEVER EBR‘EIED,D 8, DATE OF BIRTH 9. AGE (Iur-;.n L4 m:.m: YIAR | o ORDER U oAb
i i B , alf; nn H
vhite INRRYED. QYPAGER = Ocy. 18, 1940 %) | 28 ol R
10a. USUAL OCCUPATION (Givekindof work | 100, KIND OF BUSINESS OR IN- | 1. BIRTHPLACE (i), vud Stute of Forsigs Coustry) 12, CITIZEN OF WHAT
wmmumm-vuum) none DUSTRY st. Louis Co., Missouri o cqgr.rm‘gr.
138, FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
FILLIAM FRANCIS KREYS, | BERTEA MCCLARIE NOMNE
15. WAS DECEASED EVER IN U.5. ARMED FORCES? 16. SOCIAL SECURITY | 17. INFORMANT' 5 SIGNATURE OR NAME ADDRESS
(Yee.00, oz unknown) | (If yeu, give war or dates of sorvioe) one NO. B
no n william Francis Keys Sr., Louisiana, Mo.
18; CAUSE OF DEATH MEDICAL CERTIFICATION INTERVAL BETWEEN
.|l Enter only onscsuseper { |. DISEASE OR CONDITION _ . % ” £| z -I ORSET AND DE‘TH
Iine for (a), (b), and (¢) DIRECTLY LEADING TO DEATH @) i -

*This does not megn ANTECEDENT CAUSES M 2%
the mede of dying, such | Morbid conditions, if eny, gm DUE TO,(b) 20,
as heart falture, asthenla, rize to the above canse (a)

de. It means the dig. | he oRderiping cauae ladt. -
eare, injury, or complicar DUE TO ()

tion which caused death. | 11. OTHER SIGNIFICANT CONDITIONS

Condittons contributing to the death bus et (D g0 Mg S“.“ﬂ‘~1,aum
related to the disease or condition causing death. oy

19..DATE OF OPERA- | 195, MAJOR FINDINGS OF OPERATION - AV} o : 20. AUTOPSY?
' S92 X | w wX
21a. ACCIDENT (Bpecity) 210, PLACE OF INJURY (0.5 1norabout | 2lc. (CITY, TOWN. OR TOWNSHIP) {COUNTY) . (STATE)
SUICIDE home, larm, [setory, sirest, offios bldg..ete.) .. . .
HOMICIDE : .
21d, TIME (Moath) (Day) (Te) (Houn | 2le. INJURY OCCURRED | 21f. HOW DID INJURY OCCUR?
o | MEERTT)
I 2. I hereby certify that I allended the deceased from 1993 o M 195:3 that I last saw the deceased
alive . 19_\?.__.'3, ‘and that death occurfed at _ﬁ‘.l.ltpﬁ, from the causes and on the dale staled above.
Z2s. SIGHA 5 DRAE, Mmortig zv. ADDRESS & (4 Ecorgra $¥- 2. oATEs:;s_Hao
oy
. . e Al boursiana_ Mo . rr=18-53
24s. BURIAL, CREMA. | 24b, DATE 28, NAME OF CEMETERY OR CREMATORY | 24d. LOCATION (City, town, or county) (State)
TiOM, REMOVAL pmcits) 11/18/53 Riverview Cemetery - Iouisiana, 1issouri = /

WRITE PLAINLY—-USING UNFADING EBELACK INE—MAKE A PERMANENT RECORD

Fa

TE REC'D BY LOCAL | REGISTRAR'S SIGNATURE . 7}4'5; FUMERAL DIRECTOR' 8 SIGNATURE ' AODRESS /
ﬁw ﬂ‘/) ﬁrg.mm 4 | 3terne puneral wome, Louisiana, 0. /

{Licented Embalmer’s Staternent on Reverse Side) {




:‘,t}h ‘?T, 033

ki

STATEMENT BY LICENSED EMBALMER

[ hereby cértify that the body whose name is recorded on the reverse si’dc of this certificate was embalmed by me, ofadl e e,

-

e et bbb en sk e mnbama s s v st e . S vwrneny Student Embaimer Mo,
working under my persona!l supervision. '

SEUSENE vovrannorernnoonansavssons veeravass Sigmd._...._....l) L, At -m_m_.ﬂ.
Student Embalmer )
) . Li

‘ Ll
cen¥ed Embalmer No%zw fle. Lodommooomene. '

P. 0. AddmssM ..............

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply wn.h
the above constitutes grounds for revocation of license.)

If this body is not embalmed, fact should be o, stated above. '




