THE DIVISION OF HEALTH OF MISSOURI

28-025030__ .

. Health,
& Welfore STANDARD C!anlCAT! OF DEATH STATE FILE NUMBER
. Public /
|, Servi I ﬁugmgmn District No. ? f Primary Registration District Nﬂv._é__‘__/__é_____.___......., Registrar's No-,_-d__?________,,..
e |fuEL UL 2819 st D1 _ 4
PLACE OF DEATH 2. USUAL RESIDENCE (Where doceased lived. If institution: Residence befo,
s, 30 - CONTY  paviess o STATE Myssourd > ©NTYDavies§ )
1-57 CgRY (If outside corporate limits, give TOWNSHIP only} Inside Limits <. CgRY a3;7 O Inside Limits
5} 0 oM Jameson Yes [ No [J Town  Jameson o Yos (X No[]
EglgF%l_I:AAr%ROF {1f NOT in hospital, give location) | Length of stay in 1b d. i‘]l:)%EREEgs {If outside, give location) Reside on Farm
| INSTITUTION s me e 41 Yrs. —— Yes [J No[K
3 ?TAME OF [_)E;:EASED First Middle Last 4. DS;E Month Doy Year
ype or print
Stella Cathryn Bristow peath July 22 1958
5. SEX 6. COLOR OR RACE} 7. wARRIED[ ] NEVER MARRIEDL] 8. DATE OF BIRTH 9. AGE S‘,:':;;; :i:lﬁli R ;::AR I:::::DER z;:'ns.
Female / White wiooweo(l] .2 oivorceo[(]|NOV o 3 1871 g ]
100. USUAL OCCUPATION {Give kind of work done | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (City and state or country} 12. CITIZEN OF WHAT COUNTRY?
during mast of working life, wrep.if retie INPUSTRY
et Housewite U Home Unimovn 9
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
William Wilson Darcus Armstrong James H., Bristow (Dect)
1S, WAS DECEASED EVER IM U. 5. ARMED FORCES? 16. SOCIAL SECURITY NG.| 17, INFORMANT Address
(Yes, to, or uquown)I [{1] yo: ﬂu-wur or datas of service) None Paul BI, is to w » Jame aon y Mo °

bl

atc. must use only standard nomenclature in item 18. No symptoms will be listed.
* USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

ctor, coraner,

PART |. DEATH WAS CAUSED BY: —

IMMEDIATE CAUSE (o)

n"

Conditiona, if any,
which gove rise 10
above causs (a),
stating the under-

DUE TO (<) UANQH' w

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

2

INTERVAL BETWEEN

ONSET AND EEATH

MMJW

R Yrnaed

i

g lying couse last,
F PART 1N OTHER SIGNIFICANT CONDI‘I’IONS CONTRIBUTING TO DEA t riot rafated 1o tha terminal disease condition given In PART I (a) 19. WAS AUTOPSY
5 W PERFORMED?
i 151 X yes[] NG L]
=l 20a. ACCIDENT ;':UICID I-"JM!CIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter neture of injury in PART | er PART !l of item 18.)
o
3
U[ 2¢. TIME OF .Hour Month, Day, Year
o INJURY o.m,
3 pm

20d. INJURY OCCURRED 208, PLACE OF INJURY (e.g., inor about home,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE

WHILE ATD NOT WHILE O farm, Factory, street, office bldg., etc.}) .

AT WORK p "
| 21. 1 ottended the d d from ’)’IAM /? fl—,to #AA_JV? 2& and last iuwti'r:.aliv-en Qﬁ% 2 5
Death occurred of d G s3() P mon the dat& stated above; and 1o'the best of my knowledge, the causes stated.

(Dagree or title)

22¢. SIGNATURE Wa‘ﬂ_‘? M )y

22b. ADDRESS

90 Welo,  Wa

22c. PATE SIGNED

7-24-4

o\ All diseases in Paort | must be cousally reloted.

[4
23a. BURIAL, CREMATION, | 23b. DATE

23c. NAME OF CEMETERY OR CREMATORY

234. LOCATION [City, tawn, or county)
Daviess Q0.

{Stme)

Mo.

r .

458 Ciyil Bend Christian (em
RESS 25. DATE RECD. BY LOCAL REG.
eral Home, Gallatin, Moe.|7-Z4-5 &
{LE d Embalmer’s § on Reverse Side)

26. REGISTRAR'S SIGNATURE

) |



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

working under my personal supervision.

Student

Signature of Student Embalmer

Licensed Emba rNog OV

P. O. Addres,

. - ..
Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure
to comply with the above constitutes grounds for revocation of l1cense)

* If embalmed by a STUDENT, he also shall sign in his OWN handwntmg e
If this body is not embalmed fact should be so stated above. .

* )




