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THE DIYISION OF HEALTH OF MISSOUR!
STANDARD CERTIFICATE OF DEATH

FLED FEB 26 1958

Ragistration District No, ..

3/f

reeneesmes Primary Registration District No. ... %2 &2 7 ..\j__.... Raegistrar's No, .....é. Z-.._,

_ 58-006949

STATE FII.E NUMBER

1. PLACE OF DEATH
a. COUNTY

St. Francois

2. USUAL RESIDENCE (Whare decaased lived.
o sTaTe Missouril

I# mu!ltulwn R

b. COUN TY

ﬁ{i:n:- b.hﬁi

b. CITY (lf outside corporate limits, givea TOWNSHIP only} | Inside Limits

e. CITY Inside Limity

rowm Farmington orMiTal ; lgg wX| o Bonne Terre g 4 Yesa N
c. FULL MAME OF (If ROT inhospital, givelocation)|Length of smy in 1b . . . .
HOSPITAL OR d. STREET - {If outside, give location) Reside on Farm
wstirution Thomas Dell Rest Home aoress  RE, YesD Noi
3. MAME OF Firat Last 4. DATE Month Day Year
CType or print) JOHN JUSTUS SHELLEY o Feb. 16, 1958
5. sEX 6. COLOR OR RACE 7. manrsep CJ(neven marnico (]| 8 DATE OF BIRTH AGE (In years | IF UNDER | YEAR b¥ UNDER 24 HRS.
g " . Tay Mrthduv) the | Da Howrs | Min.
Male white wooweol owonceor] 0CTe 1715 1888| R
10¢. USUAL OCCUPATION {Qive kind of work done | S0b. KIND OF BUSINESS OR INDUSTRY [11. BIRTHPLACE (c;,,.md,,_,,,am,m T T2, CTIZEN OF WHAT COUNTRY?
] during mos! of working life, even if retired)
Electrical Engr. Bonne Terre, Mo. Rt.J USA

13, FATHER'S NAME

Burk Shelley.

14. MOTHER'S MAIDEN NAME

Jda Jones

'
16, s0C1 CURITY NO.

516010706

15, WAS DECEASED EVER IN U. 5. ARMED FORCES?

(Yu.ga.earsuukuauﬁ I I W -Ivrdurl of scrvice)

I7. INFORMANT Address

Mrs. J.. J. Shelley Bonne Terre, Mo.

REMOVAL (5,

Burial  Feb.18,1958

18, CAUSE OF DEATH [Enler only one cause per ling for (of, (b)) end ()] INTERVAL BETWEEN
PART i, DEATH WAS CAUSED BY: ONSET AND DEATH
IMMEGIATE CAUSE {a) re ott S
/
. . . -
Conditions, if any, / ')’_"%b / 7&- A
ahion gae s | U To _(mwc_%/g_ __Z____d_fLe -
ove  cause v cvér
slating the under- ) : ' s
z lving couse laat, OUE TO () Y W CArs
[=] PART |l OTHER SiGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED 1O THE TERMINAL DISEASE COXDITION GIVEN IN PART I{n) 7. ;:-;i;g;%sg\f
= .
<
Q Zl"b"‘h-e./A 1‘1[ A 7 Ar i o 33°7-x ves O] wo 3¢
",-: 20a. ACCIDENT SUICIDE HOMICIDE | 205. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part I or Part 11 of item 18.)
& O O O
= 20c. TIME OF  Hour  Month, Day, Year
] INJURY a.m. . tr
E p. m. .
X | 20d. INJURY OCCURRED 20e. PLACE OF INJURY (e. ¢., in or abotl home, 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT NOT WHILE (] farm, factory, street, office bidg., efe.)
WORK AT WORK o=
2i. 7 attanded the d d froam 7_ /- S 7 . to 7"', e~ 5 g and last saw hi!'-lm' alive on g '\-f“-ﬂ
Death occurred at * : '“5’ A m oh the date stated above; and to the best of my knowledge, from the cauaes stated.
2a. Degree or title) 2. 22b. ADDRESS 22c. DATE SIGNED
3 .../ -
. {7 5 Mre»u z%m,?.zkz 257
23~ BURINC CREMATION, | 230, DATE 23¢. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (Citp, town, or county}! < (State)

FMasonic Cemetery

Farmington, lo.

24. FUKERAL DIRECTOR ADDRESS

BOYER'S Bonne Terre, Mo,

25. DATE RECD. BY LOCAL REG,

Tel 1§ 19578

{Licansed Embalmer’s Statement on Rcv’eru'SIdo)

Bl a




STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was em
Lo 2 L b feeinn- , Student Embalmer No.........

" working under my personal supervision,.

Student .. oo i iiiietiraaa
Signature of Student Embalmer

Licensed Embalmer No

P. O, Address..].).e.}.s.;.:l.'.o.g.e.z.}

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (I
to comply with the above constitutes grounds for revocation of license}.

If emnbalmed by a STUDENT, he also shall sign in his OWN handwriting.

If ttxis body is not embailmed, fact should be so stated above.




