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USE ONLY BLACK INK.OR RIBTBON TYPEWRITE IF POSSIBLE

Doctor, coroner, stc. must use only standard nofnanclalura in item 18. Mo symptoms will be listed,

All dissases in Part | must be causally related. -

FEDNOV 25 1957

THE DIVISION OF HEALTH OF MISSQURY

STANDARD CERTIFICATE OF DEATH STATE FILE NUMBER
Rggnnmngn District b Na 172__ ____________ anqry Rnglsh‘uhon Dlsfrlcl No. : ‘5;56 R'e'g'ism:r': No. o f _.____.;._-"
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. |f institution:-Residence bofn?’
a. COUNTY ‘ 3 f g& § rﬁﬁ a. S5TATE . MD b. COUNTY Wf m
b. CITY {If outside corporate limits, glve TOWNSHIP only) Inside Limits c. ClTY Inside Limits
om MBRSHFILEAD jdt s 1o MARSHEIE Api? e LG
c. zggé.l;_l.t\rgo 11f NOT in haspital, give location) | Length of stay in 1b d. i’l[')RD%EE'gs outside, give lacation) Reside on Farm
A
INSTITUTIO oRJE FEsTHome | YEPR RES g9 £ JACk SO Yes I No (Y
3. :!rAME OF DE)CEASED Flrsl Middle Last 4, DA;E Month Day Year
ype or print . T 0
CArLIE BNIEAS vea Mgy f2 /959
5. SEX 6. COLOIS OR RACE ?'MARRIEDDNEVER MARQED% 8. DATE OF BIRTH 9. AGE {In yeors IFUNDER 1 YEAR| IF UNDER 24 HRS,
X st pirthday) [ Menths | Doys Hours Min.
Fﬁ'MB}. WHI TE . wipowep[ ] DIVORCED D .
10q. HSUAL OCCUPATION (Give kind of work dons | 10b. KIND OF BUSINESS OR "I'If B|RTHELACE {City and state or country) o 12. CITIZEN OF WHAT COUNTRY?
during moat of working life, even if retired) INDUSTRY 7
— Missouwr/ U.S,

3o FATHER'S NAME

HN DANIELS

13b. MOTHER'S MAIDEN NAME

UNKN

wuN

14. NAME OF HUSBAND OR

WIFE

5. WAS DECEASED EVER IN U. 5. ARMED FORCES?
(Yex, np, or unknawn)| {If yes, give war or dates of service)
Ao

16. SOCIAL SECURITY NO.| 17

18. CAUSE OF DEATH (Enter only one couse per |
PART |. DEATH WAS CAUSED BY:

IMMEDIATE CAUSE (a)

ina for {a), (b), and (c}.}

. IriFC"lRMAN Address
FFIE »éﬁazzgf MRRSH

O L TS

#

INTERVAL BETWEEN
ONSET AND DEATH

Conditians, if any,
which gave rise 1o
above couss {a),
stating the wunder-

i

DUE TO (b} 5 O D w ) S Ve AP O NS
e L S ENZA

“Lsox

g lylng cause lost. DUE TO (¢)
= PART II: OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TG DEATH but not related 1o the termingl disease coadition given in PART I (o) . 19. WAS AUTOPSY
& ’ PERFORMED? 2 -
z - o c - yes[] wO
£ 1 20a. ACCIDENT’ SUICIDE "HQMICIDE 2b, DESCRIBE HOW INJURY OCCURRED. {(Enter nature of injury in PART i or PART Il of itam 18.) ' -
; o o O .
U| 20¢. TIME OF .Hour iMonth, Day, Year
a INJURY  am.
‘% p-m.
20d. INJURY OCCURRED | . 2e. PLACE OF [NJURY{#.g., inor abouthoms,| 20f. CITY, TOWN, OR LOCATION COUNTY . - STATE
WHILE ATD NQI WH|LE ] farm, factory, strest, office bldg., etc.) " T o . .
WORK . . e ,
21.. | attended the deceased: from == r 7 to //“_/\?" '-r7 and last Bcwj'"”uhu on // /3‘— (7

I/’J ?m on the date stoted above; and to the best of my knowledge, from the couses stated.

Beath occurred at

4. FUNERAL DIRECTOR A.DDRESS

S MARSHEIEAD

25- DATE RECD. BY LOCAL REG.

L/F-3T) -

“22al ' (Degree or title) L ADDRESS Tic. DA
e ’ ~ - - : 7 Ly . /A“"- ///J £y
230, IRIAL, CREMATION, | 23b. DATE 235, NAME OF CEMETERY OR CREMATORY 299, LOCATION (City, fown, or counmty) . (Stare}
EMOYAL (Specify) - - S IR .
B |~t6-1959 | FAEBSANT Hirk W Co Mo

(Licensed Embaimer’s Ststement on Reviarss Side} [




STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalfned
by me, or by .coeeniici PO reverrsnnnrasannanan

working under my personal supervision.

SEUAEAL +-eeeeeeeeereeerereseeeeeseeseeeseseeeeeesressreseses Signed .../

Signature of Student Embelmer |
. " Licensed Embalmer NJ/K‘/ ........ 1

P. 0. Addresy/ 74;,_,2««%7%

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

3




