MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH

DEFPARTMENT QF PUBLIC HEALTH AND WELFARE

. . :
DO NOT WRITE AMENDED Reagistration District No. 5 _8_)’r|mury Registratian District No, __1_0.03_ Registrar's No. STATE FILE NUMBER
ON THIS STUB : FH SO IANE 1954

oS

1. PLACE OF DEATH 7. USUAL RESIDENCE (Wheru decesred lived. W jmlitution: Residance Gefors

a8, COUNTY a. STATE . admisi
l MO . %Ff: 4 Son mistion)
b. C‘l)g (If outsida corporate limits, give TOWNSHIP only] Langth of stay in 1b c. CITY Inside Limits

O
o S Loy§ oW (7 AWISSA e Ye O No gt

c. FULL NAME GQF {If NOT in haapital, give location] Inside Limits d. STREET ({If cutside, give location) Retide on Farm

HOSPITAL O ADDRESS
A Rt/ ver fr'he O

INSTITUTION ﬂf/?/( A//‘UVF ves Bf No D

3. NAME OF PECEASED First Middle Last 4. DATE Month Day Yeasr
{Type or print) GF

CHARLES £ Sasﬁ‘/v,g' eam 2 AL EF

5. SEX /7 4. COLOR OR RACE 7. married [ Never Married [ Is. / IRTH | 9 AGE [las? birthday) | IF UNDER | YEAR IF UNDER 24 HR
2/

WH/ TE Widowed [J Divorced [ ?02. @ / Momﬁr Days [ Hours I Min.

108, USUAL OCCUPATION (Give kind of work done | 10b, KIND OF BUSINESS OR iNDUSTRY BIRTHPLACE {City and state or countty) | 12._CITIZEN OF WHAT COUNTRY

during mo:__/n_'f_;w‘::gn/gwh!i_,ﬁen if retired) &’J//V FI;RM SZ_ Aﬂ”/s Mo Z,Iﬂ'

13a. FATHER'S HAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE

CHoARAES SBEHA/E' SOPH 14 /?fﬂf wiouh S/NGLE

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

{Yes. no. or‘pka.nown)l {IF yes. give war or dates of servi ﬁw- /?/JFIVIMR &TA WfJ'J'A' /70-—;&7

18. CAUSE OF DEATH (Entar only one cause per line INTERVAL BETWEEN
PART 1. DEATH WAS CAUSED BY: : f . ONSET AN fi EATH

IMMEDIATE CAUSE (2] .

Condirions, if any,]  DUE T (b) WM% G‘IMV‘“ / / fé/fd-

which gave rise 1o
above cause (a).

stating tha under- 4 .

lying causa loat. DUE TO (<) ; ]

PART II. OTHER SIGNIFICANT CONDITIONS CONIRIBUTING TC DEATH but not relsted.tc the terminsl PART 1l If deceassd wu‘ fermale  wea
diges mndm Qivi n PART | (a (Y 4 / thera a pregnancy in last 90 days

i : QW " 6—?% [Dve [ DM { O Unknown

19. WAS AUTOPSY ] 20a. ACCIDENY: "SUICIDE . HOMICIDE 20b. DESCRIBE MOW INJURY OCCURRED. [Enter Adfure of injury in PART | or PART Il of item 18.)

e g B oo 18532

20c. TIME OF  Houl Maonth, Day, Year |
) INJURY am,
p.m.

. 20d:. INJURY OCCURRED 20e. PLACE OF INJURY le.g., in ar about home, | 204. CITY, TOWN, OR LOCATION COUNTY
WHILE AT WORK [0 tarm, factory, street, office bldg., ete.)
NOT WHILE AT WORK [J y / i . ., ‘:"

V5§ 300
Rev. 4/59

YSoo|
3

DATE‘ AMENDED

DOCUMENT

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
INSTEAD OF

“MEDICAL CERTIFICATION

-5

-
21, | artended the decessad fro nd lest saw o alive on
Death occurred A' » m on the date stated above, a/d’to the best of my I:n ge, fmm the causes stated.

2. SIGNATUY 0{7 an 77/% 72, ADDRE? J 22¢. DATE SIGNED

23a. BURIAL, CREMAIION 23b. DATE ~ / 23c. NAME OF CEMETERY OR CREMATORY 23d. I.OCAT!O“ { (Stare)
I /e 3

RE [AL Goeatd |4 /:z Srmrprevs Cerf DT, s /7o

24. FUNERAL DIRECTOR ADORESS 25. DATE RECD, BY LOCAL REG. | 26. ISTRA| 4 SIGYRTUR

ReimmeR Fowenas fome  fovsw Sppmisizel  DEC 23 1963 a1 0.

{Licensed Embalmer’s Statement on Reverse Side)

USE BLACK INK

TYPEWRITER RIBBON

SHOULD READ

BY AFFIDAVIT OF

ITEM NO.




STATEMENT BY LICENSED EMBALMER ~-+ -~ - -

~ -~

| hereby certify that the body whose name is recorde'd‘on' the reverse side of this certificate was embalmed by me,

or by : . Student. Embalmer No._&

working under my personal supervision.

Student : - : Signe v Q--

Signature of Student Embalmer

A,

Licensed Embalmer No. ‘/900

L

P. O. Address
Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. {Failure o comply
with the above constitutes grounds for revocation of license). ‘
If embaimed by a STUDENT, he also shall sign in his OWN handwriting. . e
If this body is not embalmed, fact should be so stated above.




