walth,
Wellor

woCcTor, coronear, &ic. Must use only sTanodard nomencialure

All diseases in Part | must be cavsally related.

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

THE DWISI;N OF HEALTH OF MISSQURI
STANDARD CERTIFICATE OF DEATH
F"-EU APR 7 Legls!runon Distriet No. ... 4, _2 ______ Primary Registration D|smc! Na.

- DB=008893 .

"STATE FILE NUMBER

Registrar's No. __

1. :LEEESFYDEﬁ-Ii‘;.C hanarl 2. ESUSA_QTIA.?EESﬁTg% mfceﬂs&d |Ciaﬁfr;”|¢ insg;;g:h.Residqncp bfk;°7
b. CgRY (I outside corparate limits, give TOWNSHIP only} Inside Limits c. CIOTRY inside Bm{fs o
o St .,Joseph » Yogf | Mol ] o St.Joseph Yes[X No[J
c. zgls_é_r::lAAt'lEog‘&(If NOT in hospital, give location} | Length of stay in 1b d. iTDIE)ERIIEET {If outside, give location) Reside on Fnr
A ™o, Meth, Hosp. 101 South Foyes Blv{dve.[ w
3. ?T:):ESI;?"ET)CEASED First Middie Last 4. DS;E Monith Doy Year
BERNICE WELLS peatH Mareh 22,1958
5. SEX . COLOR OR RACE| 7. . DATE OF BIRTH i
female [ | White | wwa memnn| Dec.14,1907 | gt e TRIET S
100. USUAL OCCUPATION {Give kind of work done | 10b. KIND OF BLSINESS GR 11. BIRTHPLACE (City and state or country) U 12. CITIZEN OF WHAT COUNTRY?
rrdgewipe At home Benton County,Missour) U.S.A.

130. FATHER'S NAME

13b, MOTHER'S MAIDEN NAME

14 NAME OF HJSBAND OR WIFE

H.Holloway Chessie Rice w.S.Wells
15. WAS DECEASED EYER IN U 5. ARMED FORCES?_ 16. SOCIAL SECURITY NO.| 17. INFORMANT Address
(Yes, Hdr wnknawn)] {If yas, give war or dates of service) none ‘? . S . Wells S t . JQB eDh‘M

PART |. DEATH WAS CAUSED BY:

18. CAUSE OF DEATH {Enter only one cause per line for (@), (b), and (c}.)

INTERVAL BETWEEN
ONSET AND DEATH

Death occurred ot

IMMEDIATE CAUSE (a) Carcinomatosis, generslized year 4
+
S;nd!i‘lion-, if any, DUE TO {b) Carc inom& of uterus 2 Years _
ich gave rise - ‘
abova Bc:un (c')c,' } !
stoting the under-
g lying ':nuu lost. DUE TO (<) }7‘{K
e PART H. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the terminal dissase condltion glven in PART | (a) 19. WAS AUTOPSY
5 PERFORMED?
i . YESE] NO[T]
% | 20c. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART 1l of item 18.)
w
b o O O /
Q 20c. TIME OF .Hour Month, Day, Year
a INJURY a.m,
¥ P
20d. INJURY OCCURRED He. PLACE OF INJURY {e.g., inor about home,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE ATD NOT WHILE D farm, factory, street, office bldg., ete.)
WORK AT WORK
21. | ottended the deceased from 1 - 151955 ., to 1958 and last Sow }l_::; alive on 21 MaI‘Ch 1958

. m on the date stated above; and to the best of my knowledge, from the causes stated.

URE (Degrua or title) 22b. ADDRESS ATE SIGNED,
il S W e Boell 4. 8. O [BOL N.8th St, St.Joseph, Mc?‘g }i%%h
. BURIAL, CREMATION, | 238. DATE 2:|c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION {City, town, or county) (St=te)
’*E“i‘“']_“"""” Mar.24 195q Memorial Park Cemetery  St.Joseph,Mo.
FUNERAL DIRECTOR ” ADDRESS 25. DATE RECD. BY LOCAL REG. 26. REGISTRAR'S SIGNATURE
. St.Joseph,Mo.| 20, 24 1958 | Pote. Clale Ay ol

—(Lie.ﬂsod Embalmer’s Sictement on Revarse Sida)




L]

STATEMENT BY LICENSED EMBALMER

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

...........................................................................................

, Student Embalmer No. .......ccccoveens
working under my personal supervision.

Student

........................................................

Signature of Student Embalmer
=

S -

Licensed Embalmer No

......................

P. O, Addtess o

..................................

+ - Note: The ébbveiMUS’I‘ BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure
to comply with the above constitutes grounds for revocation of license).

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. '

D



