THE DIVISION OF HEALTH OF MISSOURY

. Health,
. & Weifare STANDARD CERTI FI(A‘E OF DEATH STATE FILE NUMBER
. Public
th Service ” .Eﬂ C‘ E D .! 5 iqq-gfgistraﬁoq District Mo, _.._-_..--....%.g ................. Primary Re_gistrai{n Disfriﬁlﬁ 1000 Regish'cr's&;.....__._ka.ﬁQ.‘“_____,_
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence befirs
5. 300 o COUNIY  Byuchanam o STATE Miggouri b ©ONTY Buchak@n’y
‘- 1__57 b. CIOTRY (If cutside corporate limits, give TOWNSHIP only) Inside Limits i_j C|T lnnde‘.imits
/ tom St.Joseph Yesgd N[ |01 (3R St,Joseph Yes[E Mol
¢. FULL NAME OF (If NOT jn hospnul, glva location) | Length of stay in 1b d. iB%%EE.IS;S 1 (If outside, give location) Reside on Farm
HOSPITAL OR % L
1 INSTITUTION dmond most of life 522z Edmond Yes T NoK]
3. NTAME OF DE;:EASED First Middie Lost 4, DSTE Honth Doy Year
{Type or print F
EMMETT E, WELLS peatH Sept, 4, 1968
5. SEX 6. COLORORRACE| 7., coien[Inever marmiep[ ]| & DATEOF BIRTH 9. AIGE' E."}::“;; ;:"Tﬁ“ g:ﬁ‘“ ': UN'DER L
o% ir o our: in.
male o |white wioweo[X 2 owvorcen[J| Jan., 4,1899 59 l l
100. USUAL OCCUPATION (Givae kind of work done | 10b. KIND OF BUSINESS OR 11- BIRTHPLACE {City and state or country) 12. CITIZEN OF WHAT CQUNTRY?
i st of working life, even il retirad} INDUSTRY :
ngﬁ\bfﬂb o1 working Vi even i retire Simi' Iowa / U.S.A.
130, FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAMND OR WIFE
J.D.Wells (unknown) Canaday May Wells
15. WAS DECEASED EVER IN U. 5. ARMED FORCES? 16. SOCIAL SECURITY NO.| 17. INFORMANT Address 3T .d 08 eph,Mo .
(Yo gy gy erkramml 1 yor, alvangr gr dotes of woicn) . 4. 9Q_(Q7-9354| Mrs, William Jackson,5112 King Hill i

DEATH WAS CAUSED BY:
IMMEDIATE CAUSE (a)

PART L.

18. CAUSE OF DEATH (Enter only one cause per line for {0}, (b), ond (¢).}
Coronary occlusion

INTERVAL BETWEEN

ON.ng' ANDfEATH

etc. must use only standord nomenclature in item 18. No symptoms will be listed.
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E Conditions, if any, DUE TO (b}
> which gave rise to
= obove cousa (a},
% l:ruﬂng 1he ur;d-r- DUE TO () 4;0’
. BE ying cavse last. <
5z c PART 1). OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not relfated 1o the terminal disease condition given in PART 1 {a) < 19. WAS AUTOPSY
g R PERFORMED?
5 =l oL Yes ) nOX]
- ¥ =1 20a. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in PART | or PART H of item 18.)
= ZQu -
FEEEYY A | O |
Els] SN,
v NG| 20¢. TIMEOF Hour Month, Day, Year
£ o INJURY  am. :
= > 4%
v 7 p.m.
E. g 20d. INJURY OCCURRED . 20e. PLACE OF INJURY {e.g., inor about home,[ 20f. CITY, TOWN, OR LOCATION COUNTY STATE
_._; w WH|LE ATD NOT WHILE I—_-I farm, factory, street, office bidg., etc.}
s 3 AT WORK
§ 'E‘ £ 21. | ottended the'deceased from Unatt ended , to and last sowt alive on
g S © Dwath occurred at m on the date stoted above; and to the best of my knewledge, from the couses stated.
v o - B
. ® . -
B 3:: 220. SIGRRTU atant CiPpipeedth Off1icejres> ADDRESS ( oL P AP, 22¢c. DATE SIGNED
g i— p_! - \5 ?.f.__-??
=
-
H
-
H
A

23a- BURIAL, CREMATION, | 23b. DATE 23c. NAME OF CEMETERY OR CREMATORY 734, LOCATION (Cirf, town, or county} " ‘(S'u'-)
0, weif
4 purial™ ™ | 9/8/1958: |Ashland Cemetery St.Joseph Missouri
! b 24. FUNERAL DIRECTOR ADDRESS 25 DATE RECD. BY LOCAL REG. 26. REGISTRAR'S SIGNATURE
7@” —&W St.Joseph,Mo, w/§ /f)? %,WM

{Licensed Embalmer's Statement on Reverss Side)



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, OF BY ittt ree e s e e e e s e e e e re e bes st bt et aanrnaras

working under my personal supervision.

Student o et ererens Signed
Signature of Student Embalmer

Licensed Embalmer No W

- -P. 0O, Add o T AEEE
P Address .

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 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. .

. » *



