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THE DIYISION OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH

STATE FILE NUMB ER

. . -
1ty U FC 1 19-5 gistration District No. ) {87 Primary Registration District No. No. ._ucz__a___'[!..’, “““““““ Registrar’s No._____ 2_-___6_.&‘_ |
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where del:eas:d |163:f If institution: Resldnncn hnforc

* - . . 03 dmjssio
= CONIY Tivingston © STATE Missouri “ T LJ.v:Ln Ston /0
b. CloTRY (If outside corparate limits, give TOWNSHIP anly) Insida Limits c. CE)TRY ? a2 Inside Limits
vow__ Ghillicothe Yos lyg Mo tom Chillicothe @) Yeilg Nl
c. FgLé. NAME OF (If NOT in hospitel, giva location) | Length of stay in 1 d. STREET (If outside, give location) Reside on Farm
o oSusant! s Nusing |3 yrs. Sud¥®s Nursing Home Yos [ No[fl
3. :ITAME OF DE;:EASED " Fi g Ome Middle Last 4. DSTE Meonth Day Y sar
ype of print .
ROBERT. SHARP CARR DEATN ovember 19 1958
5. SEX 6. COLOR OR RACE| 7. 8. DATE OF BIRTH ©. AGE {in yaors JF UNDER 1 YEAR| IF UNDER 24 HRS.
0 X MARRIED[_NEVER MARRIED[ ] E {In yaa T Boye o -
Male White wiooweol] 2. oivorcen[] July‘ 15 ) 1866 92‘ tbirthder) [ Month l oo : l "

100. USUAL OCCUPATIOM {Give kind of work dons | JOb. KIND OF BUSIN‘ESS OR 11. BIRTHPLACE (City and state or country) 12. CITIZEN OF WHAT COUNTRY?
durlug m%t of werking.life, evgn if retired) INDUSTRY . I -
ing krngineer(Hetired) Muscatine, Iowa U.S.A.

13a. FATHER'S NAME

THOMAS CARR

13b. MOTHER'S MAIDEN NAME

ISABELLE. QWARGBIGG

14. NAME OF HUSBAND OR WIFE

Sadie Milliorn

15. WAS DECEASED EVER IN U. 5. ARMED FORCES?
(YN,U, or unllnﬂwn)l (If yas, give wor or dates of service)

16. SOCIAL SECURITY NO. INFORMANT

Address

NONE ROBLRT H.CARR MUNCIE, KANSAS

Cenditiony, if any,

18. CAUSE OF DEATH (Enter only one cause per
PART |. DEATH WAS CAUSED BY:

IMMEDIATE CAUSE (a}

INTERVAL BETWEEN

ONSEéNa DEATH

DUE TO (b}

|in2for {a}, (b}, and (c}.) .
which gave rise to } -

gbove covse {a), -

Ty e laer. 7 DUE 1O (o) %@C(M W%W w“é“u“ v

‘ '@).24.

PART ll. OTHER 5IGNIFICANT CONDITIONS CONTRIBUTING TO DIATH but not relatad to the terminal dissoss condition glven in PART | {0} 19. WAS AUTOPSY

332 Y| vestd ol o

O

20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART il of item 18.)

=z

o

, b=

-«

u

m

E [ 20a. ACCIDENT SUICIDE HOMICIDE
w

=R

5| 20c. TIME OF .Hour Month, Day, Yeor
3 INJURY  aum.

"X p.m.

20d. INJURY OCCURRED
WHILE ATD NOT WH]LE
WORK AT WORK

20e. PLACE OF

farm, lactor

INJURY {e.g., inor abouthome,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE

y. street, ulflcu bidg., etc.)

. P
21. | ottended the deceased from %’/" nd last $a " alive on ézz Z Q‘ / Z rf £ 3
Death occurred at m on Ihe dun stated obove; and to the Ecs% of my knowledge, from the causes sfoted.

22a. 5|G'7URE -
M

230. BURIAL, CREMATION, | 23b. DATE

{Dagree or titl

ADDRW 22c. QAT SIGN
R % 131

23c. NAME OF CEMETERY oR CREMATORY

23d. LOCATION (Clty, towm, &r cuunfy)

NORMAN FiN'L HOME:Chillicothe Mo, | J1/2/ /I &

asmov.u. T«llr]
Buria 1li-22-58 Edgewnnd Cemetmﬂv Chillicothe ., Missouri
24. FUNERAL DIRECTOR ADDRESS 25. DATE RECD. BY LOCAL REG. | 26. REGISTRAR'S SIGNATURE

{Licensed Embealmer’s Stdtamant on Revarss Side)




STATEMENT BY LICENSED EMBALMER

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

DY ME, OF BY ot ve e s venvrern e eeasar e e naraataeranr e ., Student Embalmer No. ...................

working under my personal supervision.

Student oo e Signeéﬁ.d% ....................

Signature of Student Embalmer
Licensed Embalme, 1\,!0#0\3—6 .......

P. O. Addres MU:Z%A ].27’

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure
to comply with the above constitutes grounds for tevocation 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,

-




