THE DIVISON OF HEALTH OF MISSOURS Cot ‘i:‘; 43405

v.5. mo.300 STANDARD CERTIFICATE OF DEATH ™~ Za: st wo:

Rev. 10.48 H D r --; . A P
U; OEC 1 7195 REG. DIST. NO. __4A%5 7  PRIMARY REG. DIST. m-'MRmmmr':Na._..... dfﬂ_.

BIRTH NO.
1. FLC.SUC:'_;JF DEATH ' Z ussTlﬁuEL RESIDENCE (Where decsased lived. If inetitotion: recisocs before
a, . . b. 1 . admbwlonl.
0 Jasper * Missouri CONTY Tagper.*
b. CITY Gf cuteide corpurate Limits, write RURAL and give ¢, LENGTH OF || c. CITY o e .. . 4 Is Besdes tmite ot
. OR townsttpy| ST OR ey
| a TOWN . Carthage = A_{ﬁ'mgr?"nsﬂ TOWN Carthage ) s -
; d. FULL HAMEOF (If not io beapital or insthxtion, give strest addrem or location) o- STREET (1f rural, give kcation) : ;
| HOSPITAL OR ADDRESS 0 ?9
| 8 INSTITUTION- Stone Memorial Hospltal Route 2 *
ﬁ 3. NAME OF a (First) b. (Middle) e (Last) 4. DATE (Mouth)  (Day)
| B (Trpeor Print)  CATHERINE EVELYN WILES oeam December 4, 19 55
j E 5. SEX /| 6 COLOR OR RACE | 7. MARRIED. NIIE‘\‘IgR MARRIED. /| 8. DATE OF BIRTH . 5. AGE e rena] v moct | Fiax | & i 4 .
] . (Bpecity) Days | Houra | Min.
3 female white married October 25,190f 45" ™| |
ﬁ 10a. USUAL OCCUPATION (Girakiad of work | 10b. KIND OF BUSINESS OR IN. 1. BIRTHPLACE (Gity ad Seate o Torisn oy O 12 crﬁﬁg{?rmm
3 housewife at home Lamar, Missourl 1

A
< 13a. FATHER'S NAME : 13b. MOTHER" S MAIDEN WAME 14. NAME OF HUSBAND'OR WIFE
b Peter Waltman 1 Alice L. Everhart | Earl Willes N
i | i5. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY |17. INFORMANT 'S SIGNATURE OR NAME ADDRESS
{Yea, D, or uninown) (ﬂr—.dnmud.lmdurﬂu) NO.
3 no _none drs ., John Skyles 30'? V‘f . 2nd ,Carthage
-~ =| s cause oF pEATH " MEDICAL 'CERTIFICATION-" ‘| UTERVAL EETWEEN

i || Enter onty cnecanseper 1. msu-:asa OR counmou /&WW
2 | tine tor (), (b, and (@ | DIRECTLY LEAGING TO DEATH*(5) 1 Yﬂgé},—ep_, / o
g «This does wot mean ANTECEDENT CAUSES
o || the mode of dying, auch ﬂlwgdm%m, i ons. giving DUE TO (b)

- s hear! fallure, esthenia, e cause (o) gating .. N [ LI e "

[+ ede. Jt means the dip- | A¢ Underiying cause iest. ' ’ !

™ ease, infury, or complica- DUE TO (e}

%= || tion which coused death. . I1. OTHER SIGNIFICANT CONDITIONS . . LG/l | -

= " Conditions contributing to the death bul not

a . related to the disease or condition causing death.

f | 19a. DATE OF OPERA- | 196, MAJOR FINDINGS OF OPERATION - o ST R | 200 AUTORSY? b

= TION

= YES D NO @
|| 2ta ACCIDENT Bpedty) 215. PLACEOF INJURY (e.g..incrabomt | 2Tc. {CITY, TOWN, OR TOWNSHIR} (COUNTY) £ AL S(STATE)

Z Homicioe accident wewcBaliws) | Marion township — Jaaper  Missouri
g R E™ TIME  (Mooth) Dar) (Yean) Glom) 2le. INSURY OCCURRED 211. HOW DID INJURY OCCUR?

| msury Dec 3 1953 3:3QF |wHLear/] NoTwhiL clothes caught fire from house fire
b

E 2. 1 hereby certify that I attended the deceased from B2e. A 1852 to Lo 474, 19.53, that I last sato the deceased
g alive m&z_éﬁdt_ 1953 and that death gccurred at ,zm,e  from the causes and on the dale siated above.

‘E 235, SHENATURE (Degros or uuo)q_ RESS - - - . ) . ' | B, DATESrIGNED
2 E ‘ . ‘ e w2 y—=53
E %u ERlMKLCRE“A; . 24d. LOCATION (Oity, town, or county)r - 1} (State)
§ u'rf‘}ﬂ it | Deg 8, 1955 Lake Cemete N Llamar, Missouri:

DATE REC'D BY LOCAL 's SIGNATURE 15 : FU!EIIAL. D{RECYOR"S SIGNATURE ADDRESS .
!2_-2_53REG' ﬁﬁf(ﬂell Mortuary Carthage, Missour
: {Licensed : oo Reverse Side) .




ECEIVE L
‘}asper County H;a\ﬂ: Oifiooeo ; f
County Fle NFEET6 1 ~
Oate e em———

STATEMENT BY LICENSED EMBALMER

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

working under my personal supervision,.

Student.....oiiri i iec s S:gned ....... W#t{ ...........................

Signature of Stodent Eabalmer
Licensed Embalmer No‘-/’_f‘r‘:1 .........

P. O. Address

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 emibalmed by a STUDENT, he also shall sign in his OWN handwriting.

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




