. Health,

& Walfare

. Public

h Service

5. 300
. 1-57

w3l vse only siandard nomencioture tn ttem 18. No symptoms will be listed.

must be causally related.

All diseases in Port |

-
——

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

¢

THE DIVISION OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH

F“.ED D EC 9 1g@gisnmion_ District No.

38

Primary Registration District N°-._--,3_°_0n(p ,,,,,,,

58-038863

STATE FILE NUMBER

e

Registrar’s No.,

1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. | institution: Residance brfnro
a. COUNTY STATE b. COUNTY admission,
ISnn ne Missaurt We é j- Lﬁ/
b. CITY {If outside corporate limits, give TOWNSHIP only) Inside Limits c. CITY inside its
K OR iy {1 2o
TOWN('d fum l—u & Yes re TOWN b Ik' AND ¢ YesiF N0
. Fgls.}!'.I_PAC'.I‘EJgF (If NOT inh spital, give iocition) Length of stay in 1b d. S'I[')RDERET (f cutside, give location) Reside on Farm
Hi A Y Al ESS
INSTITUTION . { (\a_u KF+. 2 Yos [ No ¥
) 4
3. (NTAME OF DECEASED “First Middle Last 4. DATE Menth Day Year
ype or print} OF
ussel i Caffey pEATH [ 2 S8
5. SEX 6. COLOR OR RACE| 7. MARRIED veR maRRIED[ ] 8. DATE OF BIRTH §. AGE (In ysars IF UNDER | YEAR| IF UNDER 24 HRS.
¢ . ; ay) [Menths | Days Hours Min,
M Whide | woedd ovorceold| / - 5~ -3 | l

109. USUAL OCCUPATION ({Give kind of work dane

EFMERE AN

10b. KIND OF BUSINESS OR
INDUSTRY

11. BIRTHPL Acg {City ond stote or couniry)

12. CITIZEN OF WHAT COUNTRY?

J ¢ sSph

13a. FATHER'S NAME
K Carre y

MISS s x
HARRIET DAY

14, NAME OF HUSBAND OR WIFE

Macels FAFFE"

15. WAS DECEASED EVER IN U. S. ARMED FORCES?
(Yowol unl(mwn]l(lf yes, give war or dotes of service)}
———____-‘

16, SOCIAL secumr‘r NO.| 17. INFORMANT

PART 1. DEATH WAS CAUSED BY:

IMMEDIATE CAUSE (o)

Canditicns, if any,
which gave rise to
obave couse (a),
stating the under-
lying cause last,

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

484~ 80257 U. Bred ical Center

Address

INTERVAL BETWEEN
ONSET AND DEATH

PART Il. OTHER $IGNIFICANT ccmm@}s

'~l\T

19. WAS AUTOPSY
/ PERFORMED?

YES [&- NO [ ]

MEDICAL CERTIFICATION

200, ACCIDENT SUICIDE HOMICIDE %d, DESCRIBE HOW INJURY OCCUR (o
| | ]

20c. TIME OF Hour Month, Day, Year

INJURY  a.m.

p.m.
" 20d. INJURY OCCURRED 20e. PLACE OF INJURY (e.g., inor abouthoms,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE ATD NOT WHILE 0 farm, factary, street, office bldg., etc.)
AT WORK

Death occurred ot

21, | attended the deceased from 2 6NVS S i to

Pm on the date stated above; and 1o the best of my knowledge, from the couses stated.

3 DS o

2Y

and last saw lh'

PEYSH N

alive on

22a. SIGNATU {Degres or title)
Qo oo™ "1 0

1L coerity M Gt

2%¢. DATE SIGNED

I O0EcE

23b. DATE

/2 -A~rESE

"Prpnrm |4

23\ OCATION (City, town, or covnty}

{Sra1e)

QAEPE (oMo

ADDRESS

wAREDsS MﬁRS//F/up

25. DATE RECD. BY LOCAL REG.

26. REGISTRAR'S SIGNATURE

Doe & /195&

on Ravarse Side}

181




STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed ‘
\

Student Embalmer No. _._.................

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

Signature of Student Embalmer
Licensed Embglmer

P. O. Address_

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HA
to comply with the above constitutes grounds for revocation of hcense)

%+ If embalmed'by a STUDENT, he also shall sign in his OWN handwriting.” . SN

If this body is not embalmed, fact should be so stated above.




