. Heolth,
& Wellore
| Public

h Service

5. 300
1-57

q-

Doctor, coroner, etc. must use only stondard nomenclature in item 18. No symptoms will be listed.

All diseases in Part | must be causally reloted,

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

N
N
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NY

THE DIVISION OF HEALTH OF MISSOURI

STAN;)&BD CERTIFICATE OF DEATH

Primary Rnglstra!mﬂ District Bo. o ssssrremmse s R.guh-w s No.

BED DEC 2 2 _I{QEQW,_ District No.

58-046979

STATE FIL

3076

E NUMBER
S V- A—

1. PLACE OF DEATH 2. USUAL RESIDENCE (Whers deceased lived. If institution: Residence before
. COUNTY a. STATE - b COUNTY admission,
° Vernon Mo Vernon
b. CITY (lf outside corporate limits, give TOWNSHIP only) Ingide Limits c. CITY £2 Insidf Limits
OR Yas [ ] No [] OR 1 Yesg Ne [ ]
TOWN  Novada ¥ TOWN Nevada o
€. FgLFl’_IPAMEOF 1f NOT in hospital, give location) | Length of stay in 1b d. STD%EREEES (If outside, give location) Reside ¢n Form
HOSPITAL OR e g A .
INSTITUTIO 14 as 3 Yrs i 2 B, Hunter Yes (] Naf]
3. NAME OF DECEASED First Middte Laost 4. DATE Month Day Year
{Type or print) OF
Che ter Lec Corrgll DEATH 11 28 58
5. SEX 6. COLOR OR RACE| 7, oo ien[ I never marriepR|o® DATE OF QIR A 9. AGE (In yeors JF UNDER i YEAR] IF UNDER 24 HRS.
M [v] 'W' 9 8 67 birthday) [ Months | Days Howrs Min.
WIDOWED[ ] pivorcen[ ] 5-5
100. USUAL OCCUPATION {Give kind of work done | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (City and state or country} o 12. CITIZEN OF WHAT COUNTRY?
duri f k| | f rytired] INDUSTRY
wing most of work o P T H g Dade Co. Mo. USA
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
Marrion Correll Emma McVey T
15. WAS DECEASED EVER IN U. 5. ARMED FORCES? 14. SOCIAL SECURITY NO.| 17. INFORMANT Address

{Yea, no, or unkrlnvm)l (i ﬁ‘di" wot of dates of nrvico) no

Mrs Miles Hutchinson, Nevada,

Mo

18. CAUSE OF DEATH {Enter only one causs per line for {a), (b}, and {c).}
PART |. DEATH wAS CAUSED BY
Stroke

IMMEDIATE CALUSE (a)

INTERVAL BETWEEN
ONSET AND DEATH

Cerebral artericsclerosis

Canditions, if any, DUE TO (b)
which gove rlse to
obove cousa {a), . !
stating the under- } Generalized arteriosclerosis
cz’ lying couss last, DUE TO {¢)
E PART 1), OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not ralated to the terminal diseosa condition glven in PART I {a) 19. gegpggggg}'
2 Previous stroke about 4 years ago. 334 X ves[] NoK],
2| 200. ACCIDENT SUICIDE  HQMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter naturs of. injury in PART | or PART |l of item 18.)
w
v O O O
S| 20c. TIMEOF Howr Month, Doy, Yaer
] INJURY  om.
B P8
224d. INJURY OCCURRED 20e. PLACE OF INJURY (e.g., in orsbouthome,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE ATD NOT WHILE D farm, factory, stroet, office bldy., etc.)
WORK AT WORK
21. | attended the deceased .o _Nov, 23- 19 58 ond last h\)ﬁﬁ alive on Nov, 25
Death occurred at 1:30 . on the date stated above; ond to the bast of my knowledge, from the couses stated.

22a. IGNATURE egree or fitle 22b. ADDRESS 22<. PATE SIGNED
a3 c%arm. MDD ¢ | Moore Bldg., Nevada, Missouri | 12/1/1958
23a. BURIAL, CREMATION, | I3b. DATE 23c. NAME OF CEMETERY OR CREMATORY I3, LOCATION (City, town, or county) {State)
Femovyal” | 11-28-58 Shiloh Cem Miller, Mo.

24. FUNERAL DIRECTOR
Morris & teiman

ADDRESS

¥iiller M

25- DATE RECD. BY LOCAL REG.

OLZ’/7LqTE?

26. REGISTRAR'S SIGNATURE
‘.
"

i 1 Embel

on Reverse Side)

] ]



STATEMENT BY LICENSED EMBALMER

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

DY ME, OF BY ot iei st e trr e e err v v br et s s rn s s s ann v ane baanas .» Student Embalmer No. .....c...coeuuenene

working under my personal supervision.

Student ..ooereiiii e e s
Signature of Student Embalmer

Licensed Embalmer No.}/cﬁ)c’;
P. O, Address/éﬂ!ﬁ:é...%

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.

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

- ] L]



