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THE DIVISION OF HEALTH OF MISSOURIL

Health,
« Welfore STA" DARD (ER""CA'“ Of DEATH STATE FILE NUMBER T
Public
Service IJ'“.LU l" E B 2 5 ngg. stration District Ne, 360 Primary Registration District No.______ !'!'ég}_ ________ Registrar's No.__lj.,l__________-__
1. PLACE OF DEATH 2. USUAL RES1DENCE (Where docaasad lived. |f institution: Residence before
300 . COUNTY |} o mmn g a. STATE b. COURTY | ), admi3sipn
157 b. CITY ({(lf outsjde corporate limits, give TOWNSHIP only) Inside Limits €. ClTY Inside Limits
‘ OR : Yes (X No [ ,,a{//uéf_ﬂ,é, resl
TOWN es © TOWN Yes[t] Mo [
c. FgLL NAM%OF {If NOT in hosdlat, give location) | Length of stay in 1b d. STRERE;S N {If outside, glve lacation) Reside on Farm
HOSPITAL OR ADDRE
INSTITUTION AT HOME. HE yne. one. Yes [] Ne[]
R | 1L
3. MAME OF [_)ECEASED First Middle . Last 4. DATE Month Doy Year
(Type or print) eovee Mervin C"”""a‘/ peatn  Feb. 1o 195g
5. SEX 6. COLOR OR RACE| 7. 8. DATE OF BIRTH 9. AGE (in years #F UNDER 1 YEAR| {F UNDER 24 HRS.
M ¢ N MARRlED@ EVER ﬂARRIEDD N 9 I 8 8 7 last Llr:!;i:ny; Months | Doys Howrs Min.
] wipowen[ ] pivorceo] ) oV ; g I l
1 108, USUAL OCCUPATION {Give kind of work done | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE {City and srate or country) v . 12. CITIZEN OF WHAT COUNTRY?
F (quring most of working lite, even if retired) pmusm'r‘ - . ¢ iL §. A
SesNerad anvtractay - :

13b. MO'I@'IER‘S MAIDEN NAME :

INFORMANT

14- NAME OF HUSBAND OR WIEE

Address @ 7;76.

13a. FATHER'S NAME

15. W’AS’ DECEA&D EVER IN U. 5. ARMED FOR%
(Yas, oo, or unkrawn)| (If yes, give war or dates of Servics)

s? 16. SOCIAL SECURITY NO.| 17.

Jel — /0 -2327

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

INTERVAL BETWEEN

wr
-
a
a
g
w PART I. DEATH WAS CAUSED BY: ) ONSET AND DEATH
u IMMEDIATE CAUSE (o) __Carcinoma of cardiac end of stomach 6 mos.
g
x
w Canditions, if any, DUE TO (b
z w::;h gave rn..(';. }
obove couse (o},
r4 teting th dpr-
8 % I’ylngn'cw.uml‘e:;. DUE TO {c}) /5/ K
=5 =8 = PART I, OTHER SIfNIFICANT CONDITIONS COHTRIBUTIE? TQ :63 but no! reloted m the tarminol diseass condition given in PART I (a) 19. WAS AUTOPSY
LM B E:églor t°‘i¥ agarotoTy - Oﬁ § Far adyanced carcinoma of the PERFORMED?
2 5lk= h régional” lymp glands . Bbdomen close YEs[] no K] o,
- % =] 20a. ACCIDENT SUICIDE HOMICIDE 20k, DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART Il of item 18.)
v i O O ]
i1 K
o <NS[ 20c. TIMEOF Hour Month, Doy, Year
A aogd INJURY  o.m.
g : i p.m.
€ é 20d. INJURY OCCURRED 20e. PLACE OF INJURY (e.g., inor cbout home,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
T ow WHILE ATD NOT WHILE O farm, factory, street, office bldg., etc.)
& 3 WORK AT WORK
f 2'|A. | ottended the dececsed from Sept . 16 ’ | 9 58 .1 Feb, IQ. 1,2 iQnd last !uv?ﬁ:{aliva on Dec. 2:8 . l 2 58
s Death occurred at _ Schell )City ’. Mo. 12, H QZ Am on the date stated obove; and ta the best of my knowledge, from the couses stated.
g 220. S R (Dagree or tirle) 22b. ADDRESS 22¢. DATE SIGNED
o
3 ¢ Moore Bldg,, Nevada, Mo. 2/13/1959
_ v ,-f J22a. BURIAL, CREMATION, | 23b. DATE 23c. NAME OF CEMETERY OR CREMATORY 234. LOCATION (Ciry, tewn, or couary) {State)
- MOV AL (Sescify) ; /
. éi,.,,,,ﬂ_ 13, /959 Fdtnns o8Ot N,
— 5. DATE RECD. BY LOCAL REG.

M.

4 Embel

14?'!”-. DIRECT:QO-“J Jufzzss% ZG!STRAR S HG&% 9

)=/7- /959

on Reverss Side)




oe6t ¢ @ 83

596) ¢8 843

STATEMENT BY LICENSED EMBALMER

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

B M, O DY it e et e et en et s e et een et re s aean e rratnann , Student Embalmer No. .......cccovnvnnne

working under my personal supervision.

Student .o eara s
Signature of Student Embalmer

Licensed Embalmer Noy77l7[

" P. 0. Address .AdcAedX. (A1 m

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. }




