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USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

Dn:(;:r, coroner, eic. must use only standard nomenciature

All disecses in Port | must be cousally related.

IFILEU APR 8

THE DIVISION OF HEALTH OF MISSOURI

1958

Registration District No.

STANDARD CERTIFICATE OF DEATH

..88=011150___

STATE FILE NUMBER

297

Primary Ragistration District No.__”jﬁ_i_z______ Reginrw'l No.._,z__z ________

13a. FATHER'S NAME

Thomas L., Shelten

13b. MOTHER'S MAIDEN NAME

Cynthias Watsen

MEBICAL CERTIFICATION

15. WAS DECEASED EYER IN U. 5. ARMED FORCES?
{Yas, no, or unkngwn)| (I yes, give war or dates of service)

16. SOCIAL SECURITY NO.[ 17. INFORMANT

G Y2 8258

18. CAUSE OF DEATHJEMN only one cause per
PART |. DEATH WAS CAUSED BY:

IMMEDIATE CAUSE (a)

G&vﬂ S.;\e'é

lina for (a}, (b}, ond (c}.}

Address

Ww)-ll e""}\-&-&

1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Resld.nca before
a. COUNTY Ray o. STATE Miss.ur i b. COUNTY Ra dmi s i y&*ﬁ
b. C{)TRY {If outside corporate limirs, give TOWNSHIP only) Inside Limits c. CgRY Inside L:ml'_sfa
o Richmond Yos bl No (] toww Richmend Yesl] Nyl ]
c. Egls_‘l;l_t;lAME OF (If NOT in hospital, give location) | Length of stay in 1b d. iB%%EELS (¥ outside, give location) Reside on Form
AL OR
| wsujution 200 E. Lexingter l year 900 E, ,Laxingt an Yes [ No [
3. NAME OF DECEASED First Middle Last 4, DATE Month Doy Yeor
{Type or print) OF
Thomas M. pEaTH March 28,1958
5, SEX 6. COLOR OR RACE| 7. 8. DATE OF BIRTH 9. AGE (In yeors BF UNDER 1 YEAR| IF UNDER 24 MRS.
MARRIED[ZINEVER MARRIED[] {Iny L
| hday) § Ment Hour Min.
Male O White wiDoweD [ l oivorceo JMBTCR 18 ,1881;- “'71) i b l Tb ) l
10a USUAL OCCUPATION (Give kind of work dona | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE {City and state or couniry) 12. CITIZEN OF WHAT COUNTRY?
Wml king life, aven if retired) lNDUSTRi .
Generel fermingl Ray Csunty Misssuril U, S 4

14. NAME OF HUSBAND OR WIFE

Lydia Sheltesn

v,
ONSET
J i<

EATH

Conditions, if any,

which gave rise to
obove cauas (o),
staring the wnder-

DUE TO (b)
lying couss laat. }

DUE TO (<)

976 X

kY

'

PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not relcted to the terminol disease condition given in PART I (a)

19. WAS AUTOPSY
PERFORMED? 2

ves[] no K]

HOMICIDE
0

20a. ACCIDENT  SUICID

O

20b. DESCRIBE HOW {NJURY OCCURRED. (Enter nature of injury in PART b or PART Il of item 18.)

20c. TlME OF .Howr Meonth, Day, Year
INJURY  a.m.

p.m.

-

204. INJURY OCCURRED

WHILE AT NOT WHILE
WORK O AT WORK N

20s. PLACE OF INJURY {e.g., inor cbout home,
farm, factory, street, office bldg., atc.)

20t w, OR LOCATI?

COUNTY

STATE

AN

. to

21. | attended the d“”’.ﬁ
Death occurred at th) A,

and lost 'suw}s alive on

m on the date stated obove; ond to the best of my knowledge, from the covies stated.

Y72
v

22a. SIGNATURE

L. Gk In g,

{Degree or title}

26 £S5

G,...v-q/f?

7ok

230. BURIAL, CREMATION, | 13b. DATE

BEF141™ " hpril 1, 195

23c. NAME OF CEMETERY OR CREMATORY

8 Cewgill Cemetery

%ﬁ‘&@t‘fl‘.‘fr& Funeral Y

i ~

on Reveris Side)

25. DATE RECD. BY LOCAL REG.

LOCATION (City, town, os county)

(:mgi 11 ! Misseuri
26. REGISTRAR'S SIGNATURE

25fsF
(Sesre)
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STATEMENT BY LICENSED EMBALMER

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

by me, or by

working under my personal supervision.

Student

Signature of Student Embalmer

P. O, Address  # S S

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).

. S oy * e . T Ry I :.'1 J:”'F, L*.
. F707If erbalmed by a'STUDENT, he aish shaltSign inhis OWN handwiiting, . & %"

If this body is not embalmed, fact should be so stated above, =,157¢ fa3r1msn.. ofil-: - L
Fermaap™ bnom ol




