100 ' THE DIVISION OF HEALTH OF MISSOURI 18826
" FILED JUN 14 1956  STANDARD CERTIFICATE OF DEATH State File Na
P BIRTH KO, . REG. DIST. NO. m PRIMARY REG. DIST. .01—0-0-3— Registrar's Na.—_....é_ag.g,_m
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deconsed lived. If instltution: residence befors
ﬁ a. COUNTY : a. STATE b. COUNTY adinisslon).
Migssourl
b. CITY (If outside corpurnte limits, writa RURAL snd sive ¢. LENGTH OF c. CITY d. In Residenes within lmits af
1 township) | STAY (ln this place) OR ® ¢lty of tneorporated town?
OWN yray  ™W 3%, Louis Qg
d. Fl'l"I%IS-P'Iq'IaAhIl_EOOFKF {If ot in hospital or Institution, give streot addrems or loeation)’ - ASDT[EREES (If roral, give location) 9\(9. ’
; s
AL SR D0, A, City Hospital #1 2% 2204 Spruce St. JHX 0
3 NAME OF a. (First) b. (Middle) ’ ¢ (Last) 4. DATE (Month)  (Day)  (Year)
(Typeor Print)  Arghie Lee Walker DEATH 5-28-1906
5. SEX HG. COLOR OR RACE | 7. mﬁ)%lﬁ%g ];IE\‘{OESCQSRRIED' D 8. DATE CF BIRTH 9. AGE&::;:.;)‘“ L!:' Ugl 1TAR | UNDER M S,
) {Bpacify] . on Days | Hours | Min.
ro never married|5-19-1926 el) o | |
10a. USUAL OCCUPATION (Giekind of work | 10b. KIND OF BUSINESS OR IN- | 11. BIRTHPLACE < . : . 12, CI
done during wlol'urldn;llfu.u:-nl:! :-r.;::i) = DUSTRY [City and State or ‘Foreign Country) ‘O COU'!;}%ERP\‘"?OFWHAT
labor cement co. Diehlstadt, Mo, USA
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND’OR W|FE
-
- ——dMoge Walker i__Raebeaca Danels nona
15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY | 17, INFORMANT'S5 SIGNATURE OR NAME ADDRESS
(Yeo.no:?l?! unknown) | (5 yes, xive war or dates of service) NO. 4 .
) 1 351-22-0258! Efon #ialker 2204 3pruce St.
18. CAUSE OF DEATH IEDICAL CERTIFICATIO IgTERVAIh grmrzm
Eoter only onecausoper | . DISEASE OR CONDITION o T p DEATH
1 1ne ter ¢a), (b, and () DIRECTLY LEADING TO DEATH‘(a) Cd o ; £ s,
*This does not mean ANTECEDENT CAUSES
the mode of dyingp, such | Morbid conditions, if eny, giving
| as heart failure, asthenia, ;| rige to the above cause (o} stating N
de. It means therdis-" the underlping cauze lasl, Al :
case, infury, or complica- DUE TO (6} o L

tion which caused death. | 11. OTHER SIGNIFICANT CONDIONELr '-W‘?U-‘ -
' Conditions contributing to the death MZ ‘ ) ¢ ‘

related to the disease or condition co

] “ 7 #
19a. DATE OF OFERA. | 190. MAJOR FINDINGS OF opan% :? 7 7 ? S ? /’ }2 8 e 20. AUTO! -
'; . ! NO

A YES
21a, ACCID ( } 21b. PLACE QF INJURY (o.s..l.'m;bw: 21c. (Cl TOWN, OR JOWNSHIP) TY) {STATE)
aUl - home, far: E.!lﬂe%.ze.bld'..m.) Rl /)

214. TIME (Month) (Day) (Year) (Houp, 4 21e. INJUY OCCURRED | 2if. HOW DID mJuavoocg&)D
oF WHILEAT{ ] NOT WHILE

INJURW@q JZ 9% é,gn WORK AT WORK

2. I hereby cem'}# that I atiended t‘e deceased from

, {o , 19 , that I last saw the deceased

WRITE PLAINLY—USING JNFADING BLACK INK—MAHKE A PERMANENT RECORD -

| elive on , 19 , and thal death occurred al m., from the causes and on the dale slated above.
& JIGNATURE | 7 . aroe ot titley® | 23b, ADDRESS - 23c, DATE SIGNED
| ozl oo gilirn) S S FOE M |‘. e -
| L - . Iy B A = ¥ f_“ el
: 24a. BURIAL, CREMA- . DATE Z4c. NAME OF CEMETERY OR CREMATORY ?Ad. LOCATION (City, town, or county) {Btate}
I TION, REMOVAL Blev} ! !
removall{rail) 6-1-56 P Sikegton Mo,
p - .| 25. FUNERAL DIRECTOR®S SIGNATURE ADDRESS -~

DATE REC'D BY LOCAL
REG.

bann pupersl Home 215 So. Jefferson

] / d -
) £ : i ﬁg (Licensed Embalmer’s Statement 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 em

by me, or by ........... PSP N Student Embalmer No.

working under my personal supervision,. ; J
. -1 -t S g PP PP igned......} s ¢S Y-
Student Signature of Student Embslmer i S:gng \."
Licensed Embalmer No.w

P. o. m,e,._.‘;uﬂg@_.

- Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Fi
to comply with the above constitutes grounds for revocation of license).
If embalmed by a STUDENT, he also shall sign in his OWN handwriting.
¢ this body is not embalmed, fact should be so stated above.




