tealth, THE DIVISION OF HEALTH OF MISSQUR] 58_02104{) ~
Walters [} ED) JUN 30 19 - .. -STANDARD CERTIFICATE OF DEATH STATE FILE NUMBER o
bli
S:N::. I %eglstrutlon Dlﬂtlcl\NO 2 Primory Reg'lstm_t_u_zﬂ Dlslricj_rji- 1000 Rn?i!lrul'l No.____...1 6 _7,,6 _____
| |
. PLACE OF DEAT% 2. USUAL RESIDENCE (Whers deceased lived. If institution: Resndnnca befor-
300 a. COUNTY uchanan o STATE MigsSouri b CONTY Lafayette” /
b, CITY (If outside corperote limits, give TOWNSHIP only) Ingide Limits c. CITY D 5#‘ lnside Limits
rony St.Joseph YesX] No (] rome Higginsville ves[J Nofg
¢. FULL NAME OF (If NOT in haspital, give location Length of stay in 1b d. STREET (If outside, give locatien) Reside om Farm
| HosTALORState Hospital#g 17 years ACDRESS Rural Yes & No[]
\ 3. NAME OF DECEASED First Middle Last 4. DATE Manth Day Year
(Type ar prinn) MILTON SIMPSON oo June 24,1958
S COLOR OR RACE ?.MARRIEDE} NEVER MARRIED 1 8. DATE OF BIRTH AGE {ln ysars IF UNDER | YEAR] {F UNDER 24 ’HRS.
iIaE.fe 9_.— T‘Tegro . —— ] DIVORCEDE Feb, 18 s 1862 96 last birthday) [Months | Doys | Hours ] Wi,
100. USUAL OCCUPATION (Give kind of work dane { 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (City ond state or country) 0 12. CITIZEN OF WHAT COUNTRY?
duri aof working life, even if retired INDUST|
REBSFeT " | Fariling Marshall,Missouri U.S.A.
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WEEE
Isaac Simpson Martha Jane Wedges Mrs . Millie Simpson
15. WAS DECEASED EVER IN U. S. ARMED FORCES? 16. SOCIAL SECURITY NO.| 17. INFORMANTY Address
oy o erieemnf U yes slve wgprdom ol vics) | pop @ Mrs,Flora Saunders,lexington,Mo.
R B CRaEs e 9 B e R
Al
IMMEDIATE CAUSE (o) Chronic Myocarditis . years
Conditions, i any, . DUE TO (b) Arteriosclerosis(generalized)

which gove rise e

above causs (o), }

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

21. | attended the decaased om Jul’le 21 : 195 8 , to wnd lost saw E alive an

Death occurred at m on the daote stated above; and to the best of my knowledge, from the couses stated.

220, SIGNATURE . {Degree or title) D 22b. ADDRESS 22¢. PATE SIGNED

Foom 290 2 df,ﬁra R US o
CATION (Cily! rown, or cmm (state]

23a. BURIAL, CREMATION, | 236. DATE 23: NAME OF CRMETERY OR CREMATORY
REMOVAL (Specify) /?58 MM‘
24, FUNERad DIgECTOR ADBRESS ’éﬂ 25. DATE RECD. BY LJJCAL REG. |2¢. REGISZHAR'S SIGNATURE
e 99» AEATLAE G 23018 2«:&_ M
sment on Reversd Side)

i th, dar-

z Iying “coves-tasr._| _DUE TO (o .22
o 5 PART Il, OTHER SIGRIFICANT CONDITIONS CONTRIBUTING TO DEATH but net related to the termincl diseose condition given in PART | (o) 19. gAEéFAgJSgSY
2 E
k| £ Chronic Brain syndrome associated with Benile Psychosis YES[] NO
;_ £t 20a. ACCIDENT  SUICIDE  HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PARY | or PART |l of item 18.)
P w
v o ] | O
2 2
v O 2¢. TIMEOF Hour  Month, Day, Year
2 S INJURY o,
‘:..: X P
E 20d. INJURY CCCURRED 20e. PLACE OF INJURY {o.g., inor about home,[ 20f. CITY, TOWN, OR LOCATION COUNTY STATE
: WHILE ATD NOT WHILE D farm, factory, street, office bldg., etc.)
& WORK AT WORK
£
"
2
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P

{Liceasesd Embalmes's 5t




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

g
dent Embalmer No« . .......ooovinnees

by me, oF bY ..coiiieiiiiiicr e FUTUPTRTOPN

working under my personal supervision.

L TTT: (31| ST O RPUPS -~ - ;-2 ;-1 SRR e PSRRIV SRS

Signatfire of Student Embalmer

I_;icensed Embalmer No......... c...cooes

b, 0. Address. 2. Cr e

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failu

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




