THE DIViSION OF HEALTH OF MISSOURI

59-012106

{eclth,
Welfare 2 4 STANDARD (ERTI"CA“ OF DEATH STATE FILE NUMBER
*ublic LED MAR 1959 360 622
Service Registration District No. Primary Registration Dutrl:l No. . . 5____- —— R-gmrur s Now LT e
|
I 1. PLACE OF DEATH 2. USUAL RESIDENCE {Where deceased lived. If institution: Residence befere
. COUNTY . STATE b. COUNTY a "'5'°"
13‘; u Yernon u Missouri Jaspe
- b. CITY (If eutside corporate limits, give TOWNSHIP only} Inside Limits . CITY Inside Limits
g or Yes [T Mo XX oR o172 Yes[[J Mo (X]
TOW __Wgshington b Town Carthage ¢ | YeslJ Mo
. Eglgél_?:r%gF {f NOT in hespital, give location) | Length of stay in 1b d. ?[-)%%EEES (1f owtside, give bocation) Reside on Farm
INSTITUTION #3 13 days Route 1 Yos K] No (]
3. NAME OF DECEASED First Middle Last 4. DATE Month Day Year
{Type or print} OF
Ross Eugene Wilson DEATH 3 18 1959
5 SEX 6. COLOR OR RACE]| 7. 8. DATE OF BIRTH 9. AGE (In yeors JFUNDER i YEAR| IF UNDER 24 HRS.
HARMEDE EVER MARR'EDD ast (birt:dnr; Monthy | Days Hours l Min.
; Male White winoweD [ oivorceo[ ] 8-20-1898 éo 28
E 100, USUAL CCCUPATION {Giva kind of work dene | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (City ond state or country) 6 12. CITIZEN OF WHAT COUNTRY?
: during most of working |ife, sven if reticed) INDUSTRY
Farmer Farming Stone County, Missouri U, S.4A,

13a.

FATHER'S NAME

Stephen Wilson

13b. MOTHER'S MAIDEN NAME

Millie Webster

Nora Wilson

14. NAME OF HUSBAND OR WIFE

15. WAS DECEASED EYER [N U. §. ARMED FORCES? 15, SOCIAL SECURITY NO.| 17. INFORMANT Address
(Yes, no, or unknqwn)| ()f yas, gi or dates of service)
" l Yos give warer S e Unknown Recor_'gls State HOSQital

TQIUIT TICTIONE 300 10 JIFNIRIVINS Tredl wa o

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

N
INTERVAL BETWEEN

USE ONLY BLACK INK OR RIBBON TYPEWRITE iF POSSIBLE

T ST MUST U UTTy

T

All diseases in Part 1 must be cousclly related,

L]

LY

24.

PART 1. DEATH WAS CAUSED BY: ONSET AND DEATH
IMMEDIATE CAUSE (» __Coronary Occlusion few minuteg
Conditions, if any, DUE TO (b} Bronchial Pneumonia 2 Wweeks
which gave rise to }
above couse (o,
toting th dwr- .
z Iying couse latr. J DUE TO (¢} G A  Years .
= PART H, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TQ DEATH but net related to the 1erminal disease condition given In PART ) {a) 19. WAS AUTOPSY
< PERFORMER?
g ~ 2| YES{] M
& { 200. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART Il of item 18.)
w
b o 0O O
:J 20c. TIMEOF Hour Month, Doy, Year
3 INJURY  a.m.
El p-m.
20d. INJURY OCCURRED 20s. PLACE OF INJURY (e.g., inor abouthome,| 204. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE ATD NOT WHILE O farm, factory, street, office bldg., etc.)
WORK AT WORK
21. 1 ded the d od from "5-59 ' ?0 3"'18-5’9 and last h;wm olive on -18-;9
Deoth occurred at - m on the date stated above; ond to the best of my knowledge, from the couses stated.
220. SIGHATURE Yogres mlo) 22b. ADDRESS 22c. DATE SIGNED
)# State Hospital #3, Nevada, ¥o, | 3-18-59
3. e 23b DAT# 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION [City, town, or county) {State)
REMDVYAL (Specify) -
cren) 3-18-59 Cape Fair Cemetery Star ¢ Courty, Lo

FUNERAL DISECTOR ADDRESS 25. DATE RECD. BY LOCAL REG. | 24. REGISTRAR'S SIGNATURE _
KNELL LORTUARY Carthage, lio 3-1]-1957 &4«4/ g

{Licensed Embolmer's Statemant on Reverse Side)

e |




STATEMENT BY LICENSED EMBALMER

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

DY M, 0F DY i ettt e seaae e e e et eeaeen

working under my personal supervision.

Student .o s Signed WHW ............

Signature of Student Embalmer
- = ° Licensed Embalmer No....H. ngq

P. O. Address . \*

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 handwriting.

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




