ARUG jug f2d] - THE DIVISION OF HEALTH OF MISSOURI

No. 300 y
- . STANDARD CERTIFICATE OF DEATH ate File No 22176 .
v*} ' BIRTH HO. REG. DIST. NO. 1[_2 PRIMARY REG. DIST. uo._.lo_oo Registrar's N,.__...B,,}_‘?___.__.,_,,__
\ 1. PLACE OF DEATH 2 USUAL RESIDENCE (Wbere decoased lived. 1f institution: rmidence befors
. COUNTY ‘| a. sTATE . . ) - siluision
0 i . Buchanan : Missouri b COUNTY Bucha.n ) Qi
b. CITY (f catside corpurate Umite, write RURAL and give c. LENGTH OF C. CITY (I outsids corporate llmits, write RURAL and give townshiy)
OR townahip}| STAY (in this place) OR €
TOWN St. Joseoh 1 day TOWN  St. Joseoh a7 / e
d. FULL NAME OF (I mot ia bospital or Instizuticn, gire street address or location) d. STREET (If ranal, give location)
HOSPITAL OR ADDRESS 7
INSTITUTION 31§ ssouri Methodist Hosnital 2619 S. 14th St, '
EX I_:I:IEI‘\:ME %l;‘) a. (First) j b. (Middle) ' / e, (Last) 4, Ds';E (Month)  (Day) (Yén)
(Typeor Prnt)  Andrew .. ..v.T J. Shaver ceatH  August 2 1951
5. SEX {) | & COLOR OR RACE ) 7. MARRIED. NEVER MARRIED. | 8. DATE OF BIRTH S AGE U years| # ook | Toan | & woen 1
. WIDOWED), DIVORCED (Bpecity) . Momh.' Dars | Hours | i
nale white married March 31, 1884 |
102. USUAL OCCUPATION (Glvekindof work | 10b. KIND OF BUSINESS ORIN- | 11. BIRTHPLACE (Btate or forelgs country) / 12, CITIZEN OF WHAT
done during most of working lifs, aven if retired) DUSTRY . L. RY?
ret. maintanence man Mdch:mery Co. Virginia R,
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
John Newton Shaver . Kathyrn ynic Georgia Dell Shaver
I5. WAS DECEASED EVER IN U.S.ARMED FORCES? | 16. SOCIAL SECURITY | 17. INFORMANT' 5 S[GNATURE OR NAME A
(Yos. 0o, of unknows) | (Il yos, xlve war or dates of service) NO. St a%bu‘
no ———— unk. Mrs. Georgin Shaver,2619 S. 14th, Mo.*

18. CAUSE OF DEATH MERICAL CERTIFJCATIO| lg:gg}m. BETWEEN
. Enter only onecauseper | |. DISEASE OR CONDITION ‘4 AND
line for (a), (bY, and () | PIRECTLY LEADING TO DEATH® (4) VN LA TffgE % Ol

*This does not mean | ANTECEDENT CAUSES M
the mode of dying, such | Morbid conditions, if any, giving DUE TO (B WA i
as heart faiture, asthenia, | rise to.the above cause (o) stating
de. It means the Q- | e underlying cause lost.

WRITE PLAINLY—USING UNFADING Blf.ACK INE—MAEKE A PERMANENT RECORD

caae, Infury, or complica- : _ DUE TO (c) A .
tion tohich equred death. | 1. OTHER SIGNIFICANT CONDITIONS T
Conditions contributing {o the death bul not
related to the disense or condition cauzing death. .
1%a. DATE OF OPERA-"| 15b. MAJOR FINDINGS OF OPERATION . ' 2, AUTOPSY?
: TION 3 3/
) L. X m’D NO D
21a. ACCIDENT {Bpecity) 21b, PLACEOF INJURY (o.g..inorabout | 21c. (CITY, TOWN, OR TOWNSHIP) (COUNTY) (STATE)
SUICIDE home, farm, lastory, streat, cfies bldy. ete)
HOMICIDE .
2'd. TIME (Month) (Day) (Year) (Hour) 2le, INJURY OCCURRED ; 2if. HOW DID INJURY OCCUR?
WHILEAT " NOT WHILE ] . .
INJURY WORK AT WORK -
2. I hereby certif that I atlended the deceased from __L; IM;"_ lo ?" 19(- that I last saw the deceased
altoe on 1.9-_!:;_, and thal death occurred at _"2'_._10...:7: from the causes and on t}w date tlated above,
Z3a. SIGN )ZE §/ () (Degresor title) ZZ l ?DATE SIGNED
24s. BURIAL, CREMA- | 24b, DATE 24c. NAME OF CEMETERY OR CREMATGRY 24d. LOCATION (City, town.crwuntﬂ’ (sm,a) % .
TiON, REMOVAL, (Bosclfz) ) . , . '
hynrisl ) R‘/4,/] anl Memorisl Park Cematory St Ingash . Misdanpi %
25, FUNERAL DIRECTOR'S S|IGHATURE * ADDRESS
1 ] == iV ]

(Licensed Embalmns Summnf on Reverse Slde)




e TV,

STATEMENT BY LICENSED EMBALMER

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

L

............ , Student Embulmer Mo.

working under my personal supervision.

Student ... ciseesessrurusnanasanransas renea

Student Embalimar - o ] )
. ’ Licensed Embalmer No’f(/ L

P. 0. Admnﬁ/fﬁm%{«q

Note: The sbove MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. _(Failure to comply wid
thn above constitutes grounds for revocation of license,)

‘; If this body is not embalmed, fact should be so stated above.




