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ic., & Welfare
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FILED VS SEP 3 0 1959

THE DIVISION OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH
Q3__4£2 _______ Primary Reginrurien Dillricg&.__.é,_z‘;i‘a__

Registration District No

59-034908

e Rgintr

STATE FILE NUMBER

ar's No.

1.

PLACE OF DEATH,

2. USUAL RESIDENCE (Whore deceased lived. If institution: Residence before

v, s, o, COUMNIY ) a. STATE . + b. COUNTY, admission)
! 300 ;6410, rd IISSoure Kto S ared
ev. 1-57 b. ch (If ourside corporate [imits, give TOWNSHIP only) tnside Limits . CgY Inside Limits
R . R
30 Town Mlesy Airsben Yes [J No ] TOWN Vos[J No[]
. FgLLj‘PAtA%RDF (if NOT in hespital, give location} | Length of stay in 1b "436 STREET (If outside, give lacation) " Reside on Form
HOSPITA ADDRESS - P -
INSTITUTION o Uxice R Yes [d No[]
3 NTAME OF DEFEASED First Middte Last 4. DATE Month Day Yeor
[Type or print OF
Dave PBeal DEATH Sepl 17 1959

5. SEX 6. COL_OR _OR RACE| 7. MARRIED[ TNEVER warrieo] 8. DATE OF BIRTH 9. A‘GE’ E',.“,.;.,; :‘:J::'ERII;\;EAR 1:‘ UNDER 2;:1":&

as! ir a a4 ] DUt ",
JMale of wEile 3 woowes@  orvorceo[] oct 26 1581 gy I l
108, USUAL OCCUPATION {Give kind of work dona | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (City and state of country) ¢ | 12- CITIZEN OF wHAT COUNTRY?
during mostaf working life, svan i retired) INDUSTRY
armer Acora Mo LW S a
130 FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
William  Beal Christine Jitfors e

15. WAS DECEASED EVER IN U. 5. ARMED FORCES? 16, SOCIAL SECURITY NO.| 17. INFORMANT P Address

¥ k ve w i / -

{Yes, no, or unl nnwn)l(lf yos, give waor or dates of service) {/92. '%.Z ._377 rn C/a e J “)(1_‘9 /]{o

18. CAUSE OF DEATHA
PART I. DEAT

IMMEDIATE CAUSE (o)

Enter only one cowsa per lifle for (a), {k), and (c).}
WAS CAUSED BY:

Y v poncin

INTERVAL BETWEEN
ONSED AND DEATH

bearf Hoiine

LA+
/

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

SOTUNNG MO MeaiTUl CHTITICATIOT 1T TNE IPACINC Manne&l Tequirédd By 173, T8V MORS TYAY.

Doctor, coroner, atc. must use only standard nemencloture in item 18. No symptoms will be listed.

All diseases in Port | must be cavsally reloted.

\

Y

D~

Neo

72759

4 Embal

s

?&L}({‘aa
L

Reverse Side}

26.&5187 R'S SIGNATUW

Conditions, if any, DUE TO (b)
which gave rlse 1o }
above coure (),
stating the wnder-
g lying caves lost. DUE TO (¢}
= PART Il. OTHER $SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the terminal diseass condition glven in PART | (a) 19. WAS AUTOPSY g
S PERFORMED?
& L2/ ves[] No[]
= | 200. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | o« PART Ii of item 18.)
]
9 0O O O
Ul 20c. TIMEOF How Month, Doy, Year
a NJURY  a.m,
3 p.m.
20d. INJURY OCCURRED 20e. PLACE OF INJURY (e.g., inor obout home,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE ATD NOT WHILE 0 farm, uctory, street, office bldg., ete.)
WORK AT WORK . .
21. | attended the dececsed from l‘""" / /i §/ . - / a‘d last saw ‘L’I’; alive on 4 % Z‘ Z f i ﬁ
Death occurred at 0 5‘-’; A m on the date slut_ed obove; and 10 the best of my knowledg¥, from the causes stoted.
220, g%ﬂg //(Dogrne or titlu) ) 225.2555 / Z2c. QATE SIGNED__
/ / 71 //"? . 7 7-2s-9
7 Cd B T [ 4
. Byftal, CREMATION,| 236, DATE 23. NAME OF CEMETERY OR CREMATORY 23d. LOCATIEN (City, town, ar counry) {Stata)
EMOVAL {jpecify) N
ria 7-19-1959 Fagan Poxice OH#EL Tho
. FUNERAL DIRECTOR ADDRESS 25. DATE RECD. BY LOCAL REG.




STATEMENT BY LICENSED EMBALMER

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

, Student Embalmer No. _........ooveveeens

working under my personal supervision.

Student iiii st e Signed ... |/
Signature of Student Embalmer

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.




