THE DIVISION OF HEALTH OF MISSOURI

No. 300 T i . -
v || FIEDFEB 6 1356  STANDARD CERTIFICATE OF DEATH sweriens..... 180
BIRTH NO. REG. DIST. No. __ 3 B PRIMARY REG. DIST. m.j_ﬂ_ﬂ_b Registrar's No ‘;‘ Z
1. PLLACE OF DEATH j 2. USUAL RESIDENCE (Where deceased lived. ) Institution: residence before

. COUNTY . STATE - . . dinimsfon).
| * Boone » Missouri > COUNTY Boone T
b. CITY (I ontcide corpurate i.lmiu. writa RURAL and give ¢. LENGTH OF c. CITY 4. Is Ratidence within limits of
TO\E'H COl’Imel a toweahip) | STAY iln this place) T g\ﬁN C olumbia ' . gy me:.-p:;.uumr
d. FULL MAME OF (If not in hospital or institution, Kive strect addrees or location) a. STREET (H rural, give location) " d J—
HOSPITAL OR ADDRESS /
INSTITUTION 302 Waugh St. 302 Waugh St. ¢ o
3. NAME OF a. (First) °* b. (Mlddle) ¢. (Last) 4. DATE {Month) (Da;
DECEASED . : )  (Year)
(Type o7 Print) GEORGE . EDWARD .  CHAMBERS ' oA dan. 28, 1956
5. SEX ﬁ? 6, COLOR QR RACE -7 M%R\IE% gﬁgs PEBRR[ED% 8. DATE OF BIRTH 9, I.IA-GE (Il:hyl;n ;‘r uw 1 AR | F UeoEm uopes,
. Yy (Bpacll, t ¥, on Days | Hours | Min,
Male White 0. DIVOF Nov. 30, 1889 | ““88™ f |

108, USUAL OCCUPATION (Giekindof vork | 10b. KIND OF BUSINESS OR IN. | 11, BIRTHPLACE ;. oy s 12_CITIZEN OF WHAT
do! working lite, avan if retired) 7 s Stare or Foraign Coutty) 6 COUNTRY?
by Hoad Maintenance Co. Road Malﬂienaﬂcglston: Missouri

eSO A,

13a. FATHER'S NAME 13b. MOTHER™S MAIDEN NAME 14, NAME OF HUSBAND'OR WIFE

Charles 0, Chambers | Sophronia Leach Ruth Kenney

I5. WAS DECEASED EVER IN U.S.ARMED FORCES? | 16. SOCIAL SECURITY | 17. INFORMANT' 5 5| GNATURE OR NAME ADDRESS

(Ypq, 0o, or unknown) I‘ 1 yus, xive w: rnrd.Yoiurviu) NO. "

es forid W ‘|Mrs. Ruth Chambers, Columbia, Mo,

18, CAUSE OF DEATH ICAL CERTIFICATION INTERVAL BETWEEN

ONSET AND DEATH

.Enteronly onecauseper | J. DISEASE OR CONDITION
Jine for (8), (b, and (y | PIRECTLY LEADING TO DEATH® (g)

*This does mot mean ANTECEDENT CAUSES cg e
the mode of dying, tuch | Morbid conditions, if any, gising DUE TO (b

a# heart fafltre, asthenta, rige to the above cause (o) stating

”

WRITE PLAINLY—USING UNFADING BLACK INE—MAKE A PERMANENT RECORD

ele. It means the diy. | he underlying cause last.
case, infury, of conplica- DUE 70 (c)
tion which cawsed death, | 11, OTHER SIGNIFICANT CONDITIONS
Conditions contributing ta the death but not - L.) 26 /
A related to the disease or condition causing death,
19a. DATE OF OPERA- | 15b. MAJOR FINDINGS OF OPERATION 20. AUTOPSY?
TION .
[ ves [ wo M

21a. ACCIDENT U (Bpweifys 1! 21b. PLACEOF INJURY (e.g-.incrabout | 2Ic. (CITY. TOWN. OR TOWNSHIP) (COUNTY) (STATE)

SUICIDE . R boms, tarm, factory, streat, office bldg..a10.)

HOMICIDE~r |~ """"m 00 by o, )
21d. TIME (Month) (Day) (Year) .(Hown) | 2la. INJURY OCCURRED | 21f. HOW DID INJURY OCCUR?

oF < i WHILE AT NOT WHILE

INJURY P Tamiic, , AT WORK
@. I hereby certify that I attended the d&Mm, &M—-—, 19, that I laat sato lhe deceased
ive on 19_ and that death occurred a!ll.ijﬂ& m., from the causes and on the dale slaled above.

i, SIGEATU'Z . (Degrea or tiﬂ@ I Be. ATES)GNED
ﬁa. Bg ER Mtgih CREMA- | 24b. DATE «F 26, RAME OF CEMETERY OR CREMATORY | 244. 10N (Qity,Yown, o comtyy {Btate)

. ] .

rial o 1-31-1956 Elston Cemetery Elston, Missouril,

DATE REC'D BY L%%%L REGISTRAR'S SIGNATURE 3/_ 25_FUNERAL DIRECTOR'S SIGNATURE ADDRESS

/——

A (Licensed Etbalmet’s Ststement on Reverse Side)




STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was emba

BY M€, OF DY oottt r e et ety et st , Student Embalmer No............

working under my personal supervision..

Vo
LTt Ts 3+ P Signed. ( Z / 4—-3-1-7' ............

Signature of Student Embalmer
4
. L1censed Embf}‘s No...Z .7, L
',’., P. ‘0. Addres I A
- Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER‘l‘n l-us. OW.N H&NDWRITING (Fa

to comply with the above constitutes grounds for revocation of license), /) Y
If embalmed by a STUDENT, he also shall sign in his OWN handwriting. '
- T this body is not embalmed, fact should be so stated above.




