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STANDARD CERTIFICATE OF DEATH

e DL 8. Py regsoion i kD03

HLED JAN 5 1gsagismnian District Ne. ...

ALTH OF MISSOURI

o8-046468

STATE FILE NUMB

1. PLACE OF DEATH 2. USUAL RESIDENCE (Where dececsed lived. I institution: Rnid-n;n bafou:'
 COUNTY o STATE b. COUNTY edpfasion
a. C MO »
b. CITY (lf outside corporata limits, give TOWNSHIP only} | Inside Limits c. CITY In!ide Limits
OR Y N OR
rom ST, Lours esu NoO tom  Sr. Lovurs YesO NoO
<. Egls_é.l_!ﬂ:t\ggF ({F NOT inhespital, givelocation)|L angth of stay in 1b TREET If outside, give location) Reside on Farm
_0/ mstisution 9147 DRESDEN q’/fDDRESS 5147 DRESDEN YosC NoO
kN ::r!:‘ r:n First Middle 4. DATE Month Day Year
OF
(Type or pring) CHARLES VAL TERS ceatv DEe, 18 1958
5 SEx 6. COLOR OR RACE  [7. mapmizo [] NEVER MARRIED X]] B DATE OF BIRTH AGE (In years | IF URDER | YEAR [IF UNDER 21 HRS.
J 1 6 1 8 77 Ila;t birthdaw) [afenthe | Days | Hours | Min.
MALE o | wWHITE wioowes [1 & owercen [V AN

J 100, USUAL OCCUPATION {Gice kind of work done
during most of working life, cven if retired)

D MACHINIST

100. KIND OF BUSINESS OR INDUSTRY

12, CITIZEN OF WHAT COUNTRY?

US4

11. BIRTHPLACE (City and tate or country)

Sr, Lours, Ho.

13. FATHER'S NAME

JACOB WALTERS

14. MOTHER'S MAIDEN NAME

Nivvie SrEMENS

15. WAS DECEASED EVER IN U, S, ARMED FORCES? 16. SOCIAL SECURITY NO.

17. INFORMANT Address

{¥es. no. or unknown) I (If yre, give war or dates of servier)

497-07-11}

'C HarrYy WarLTeErs 5147 DRESDEN

NO
IB CAUSE OF DEATM [Enier only one couse per .l'mz for (@), (). and (c).] INTERVAL BETWEEN
PART I. DEATH WAS CAUSED BY: ;(c. Z. QONSET AND ;2""
IMMEGIATE CAUSE {a} MW a”sﬁff / “"V/ W e g a.g/
Conditiens, if ent. | pue To (8) ‘//Lgc/i_a( &2 /o’l e’&/ 4
ubf;rch pare ris u{o .
abote cause . N . — o
ttating th der- / ; A—u} / .
. ting" canse towt. | OUE TO (o) Mt‘-i_-—v c??ll;éc (’44434_, ) ﬂ/amo ‘/-;ﬂ""‘/ el e p |
<] PART Il. OTHER SIGKIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN [N PART 1(n) . :V;SF sgh‘agm\'
= - L E
g ves (] no [
E 20a. ACCIDENT SUICIDE HOMICIDE § 204. DESCRIBE HOW INJURY OCCURRED, (Enter nature of injury in Part For Part 11 of item 18.)
x
g U O o Lo,/
2‘ 20c. TIME QF FHour  Month, Day, Year
h] INJURY  a.m.
E pP.-m,
X | 20d. INJURY OCCURRED 20¢. PLACE OF INJURY (e. g., in or aboul Aome, | 20f. CITY, TOWNK, OR LOCATION COUNTY STATE
WHILE AT NOT WHILE Jarm, factory, street, office bidp., ete.)
WORK AT WORK " .
; - - n e
21. J attended the deceased from 4 o c / e and last saw :::, afive on £ A "
Death occurred at . m on the date stated above; and to the bast of my knowledge, from the cauvaes sraled
2. SIGNATURE ) (Deﬂ'uc or thie} 0 22b. ADDRESS 22¢, DATE SIGKED
FE A L0 285 e G 4 v
Ck,éc,x_c, fC.x. ”7%,,(/& J/,Ld 2 oA Y rx éf/‘ ’C/S/, e
23a. BURIA ; CREMATION, 23b. DATE 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town. or county) (Statey  ©
REMOVAL (Specify
REMOVAL |12/20/1958| New Sr. Marcus Cem.| Sr. Lavrs Co., Mo.

24, FUNERAL DIRECTOR ADDRESS

25. DATE RECD. BY LOCAL REG.

W/ I ZreceEnHEIN & Sons 702 7 Gravors [fC 18’

26. REGISTRAR'S SIGNATURE

Hs

{Licensed Embalmar’s Statement on Reverse Side)

I



STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was em
by me, or by .. i S , Student Embalmer No......... 1

working under my personal supervision..

Student ......oiniiiii i iraaa e i
Signature of Student Embalmer

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING {
to comply with the above constitutes grounds for revocation of license).
If embalmed by a STUDENT, he also shall sign in his OWN handwntmg
1f th:s body is not embalmed, fact should be so stated above, R R




