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THE DAVISION OF HEALTH OF MISSOUR|

STANDARD CERTIFICATE OF DEATH
2, 2_____‘_2__,_,Primqry Registration Dilrri:Lf_l_O-...

STAQQ%‘&E—‘

.. Registrar’ s No. No.., —

"/33?

!'"_ED JAN 2 b‘ 1gsggislru!ion District No. ...

x|

~57

1. PLACE OF DEATH | 2. USUAL RESIDENCE {Whore deceased lived. If institution: chdenco !ou
R mi
o COUNIY MD”FDE a. STATE m' b. COUNTYM AR, é a5
b. CITY {If cutside corporate limits, give TOWNSHIP only) tnside Limits c. CIC;rRY é, f & Inside Limits
own PARIS Yes (X) No (] TOWN PA R)S g YesX] No[]
c. ESE#IFAI’_.‘EOSF {If NOT in hospital, give location) | Length of stay in 1b d. ,SQTDRDEREE-IS‘S (If outside, give lacation) Resids on Farm
A
INSTITUTION FAL R EW HE/GHTS | & YRS FAIRVIEW KE/8 1 7S ver L] NeX)
3. NAME OF DECEASED First Middie Last 4, DATE Month Day Year
{Type or print) OF
CHNARLE S [FRANC)S SUMMERS DEATH JAN, 20, /958

§ T

All dis'oc-ues. i-n‘F'-ur-t t n-n_ur-l;; c;uu:ally rolated.
USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

L

A
QY

5. SEX 6. COLOR OR RACE{ 7. MRNE%LEVER maRRIED[] 8. DATE OF BIRTH 9. AGE (in yaora JF UNDER 1 YEAR! IF UNDER 24 HRS.
Jast birthday) [Months | Days | Hours Min,

MALE. | WHITE wooweo[]  ovorcecLI| MAR, [, ) ES L /ol —| —

100. USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (City and atate or country) 12. C|T|ZENBF WHAT COUNTRY?
during mogt of working life, even il retired) [NDUSTRY o
CITY EMPLOYER LABORER MOEERLY, MO v.-3-A,
130, FATHER'S NAME 13b. MOTHER’S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
VANKAO WY UNANVO WA TUAR SUMMERS
15. WAS DECEASED EVER IN U. 5. ARMED FORCES? 16. SOCIAL SECURITY NO.| 17. INFORMANT Aﬁ;:}n‘z s B
{(Yus, no, or urknown)| (If yes, give war or dates of servica} -
Ui Nows | HABRRY SUMMERS Looreis D MEs

PART I.

which gove rise

18. CAUSE OF DEATH {Enter only one cause
DEAT

IMMEDIATE CAUSE (a)

Ceonditions, if any,

abave cause (a),
stating the under-

WAS CAUSED BY:

DUE TO {b)

e for (@), (b), and {¢).}

-

INTERVAL BETWEEN

ONSZT ANRD DEATH i
7t /N

to

}

g lylng covse last, DUE TO ({c}
= PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related ta the termingl disease conditlan given in PART | (o) 19. WAS AUTOPSY
3 PERFORMED?
g “/ 20 YES[] NOBG 1
2| 200. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART il of item 18.)
wl
8 o O O
S . TIME OF ~ Hour  Morth, Doy, Year
a NJURY  a.m.
F3 p.on.
20d. INJURY QCCURRED 20e. PLACE OF INJURY {e.g., inorabauthome,] 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE ATD NOT WHILE D farm, .ctory, street, office bidg., etc.)
WORK o
21. | attended the deceased from 2] . to f ,E‘n’d (ui iuwm alive on /p-r.-\__ 2 0’1 -1 '?
Death oceprred at ! on the dote stated above; and to the best of my kno, ge, from the causas stated.

mme (Dytisco o title) o | 22b. ADDRESS 22¢. DATE SIGNED
W M. D. PARIS, Mo, 1-22.%9
13, BURfAL, CREMAT;ION, 73b. DATE 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION [Ciry, town, or county) {Stare)

REMOV AL wcily)

FURIAL 1/23/095°F \WALNUT GROVE FAR)S Moe.

24. FUNERAL DIRECTCR

EN. A GNEW

SPEED+ B “‘z, PARIS

25. DATE RECD. BY LOCAL REG.

| -2a-57

26- REGISTRARS SIGNATURE

20 armt0ow. O

~

d Embael ‘a S

{Licen

on Reverse Side)




AUG 13 1359

STATEMENT BY LICENSED EMBALMER

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

DY M, OF DY (it it v vererriere e ans s satverenerentan b cner ae aes ., Student Embalmer No. .......... ...

working under my personal supervision.

SEUAEDE  crvnvianiiririiiiiiiiains et eerieis cavernranes Signed ...... %ﬂ‘/ ................................
Signature of Student Embalmer r s

Licensed Embalmer No.. A QQ0.......
P. O. Address... PAK LS ,./"119:

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.




