No. 300

10.48

a———

WRITE PLAINLY-——USING UNFADING BLACK INE—MAKE A PERMANENT RECORD

THE DIVISION OF HEALTH OF MISSOURI
STANDARD CERTIFICATE OF DEATH

REG. DIST. NO. _ag__ PRIMARY REG. DIST. NO-__OQG_ Registrar's No........a.ﬁ.j................

‘ HUEDJAN 4 1955

"BLRTH NO.

40100

State File Novoioeoen s ensssinns -

10a. USUAL OCCUPATION (Givekind of :ovk

10b. KIND OF BUSINESS OR g{;
doasd most of working life, eve,
hlemenglneer iﬁ.

S {Fischel Hospital

1. PLACE OF DEATH 2. USUAL RESIDEMNCE (Where Jdecoased lived. If inaritation: residence befors
. H - L] > . i1k .
a. COUNTY Boone a. STATE Missouri b. COUNTY Boone adinbaion
b. CITY (If outcide corpurats tmits, writa RURAL and give g_.rALYENGT]:i OF c. ng | ) d‘ o et — ;l___
TOWN Columbla towaship) (In this place) TOWN Colu.mbia . rlly or lneorpm-.usd town?T
d. FULL NAME OF (I not in boepizal or fnstisation, give streot addross or location) STREET (¥ rural, give locatipn) J"
HOSPITAL O ADDRESS é{ 0
INSTITUTION 307 West Broadway 307 West Broadway o
3. NAME OF b (FirsD) b. (Middle) ¢. (Last) 4 DATE  (Month) (Day)  (Year)
{Type or Print) LESTER ROY CHAMBERLAIN oeary Dec. 29 , 1954
5. SEX 6, COLOR OR RACE | 7. MARRIED, NEVER MARRIED, 8. DATE OF BIRTH, 9. AGE (In years| IF UNDER | YEAR | of UNDER 4 mxs.
Male ( White W!DOWED..DIVORCED (Bpaclt last birthday) Mom.h-] Days | Hours l Min.
Married 3 i

1L BIRTHPLACE (0000 0t Stare et Foreign C"‘"‘”T’-MOI 12, CITIZEN OF WHAT
UNTRY?
Centralia, Missouri, | U.S.A.

138, FATHER'S NAME 13b. MOTHER'S MAIDEN

Edgar Chamberlain

Esther Youmans

NAME 14. NAME OF HUSBAND OR WiFE
Genevieve Dulle Chamberlain

15. WAS DECEASED EVER IN U.S.ARMED FORCES? | 16. SOCIAL SECURKI'J

(Yea, N. orunkaowa) | (Kf yes, flve war or dates of service)
O

17. INFORMANT 5 SIGNATURE OR NAME ADDRESS
Mrs. L. Roy Chamberlain, Cclumbia, Mo,

18, CAUSE OF DEATH
. Enter only oneceuse per
linze for (a), {b), and (c)

I. DISEASE OR CONDITION

ICAL CERTIFIGATI
DIRECTLY LEADING TO DEATH* ()

INTERVAL BETWEEN
ONS DEATH

*This does not mean | DNTECEDENT CAUSES

the mode of dying, such
as heari faflure, asthenta,
ete. It means the dis-
case, injury, or complica-

rise to the abore canse (a) stctiug
the underlying cause last.

DUE TO (c)

ses M
Morbid conditions, if any, giving DUE TO (b) &@M

%

. - PR

it. OTHER SIGNIFICANT CONDITIONS

Conditions contributing Lo the death but not
related to the dicease or condition causing death.

tion which coused death,

it aorid) @ttt

Vel

19a. DATE OF OP'FE)AI'J 190, MAJOR FINDINGS OF OPERATION 20. AUTOPSY?
’/ G0 YES l___l No&
2fa. ACCIDENT . - (8peclity) 210, PLACEQF INJURY (o.p., lnoraboat | 21c. (CETY. TOWN, OR TOWNSHIF) (COUNTY) (STATE}
SUICIDE boms, farm, factory. atreet, office bldg., er0.)
HOMICIDE _
21d. TIME iMonth) (Day) (Year) (Hour) 2le. INJURY OCCURRED | 2, HOW DID INJURY OCCUR?
WHILEAT [ NOT WHILE
INJURY . WORK AT WORK -
22. I hereby certify that I atlended the deceased from .._é /g 1?4 / {— '(41& that I last saw the deceased
‘alive on - , 1 , and that death occurred at lO_.J.LS_Pna from the causes and on the date staled above.
232a, SIGNAT (Degroe or title) 23b. ADD 23c. DATE SIGNED
: g O ZM . /2-%0 -3¢/
243. BURIAL, CREMA. | 24b, DATE 242, NAME OF CEMETERY OR CREMATORY 24d. LOCATION (cny, town, or county) . {State)
TIONREHQUMY Bt 1720, 1, 1955 Memorial Park Cemtery Columbia, . Mo,

DATE REC'D BY L%%AGL REGISTRAR'S SIGNATURE

3/-d

Mo 31 19514

éZFUNERAL DIRECTOR'S SIGNATURE -  ADDRESS

i.iclnnd Embalmer’s Statement on Rever i




STATEMENT BY LICENSED EMBALMER

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

byme, orby ... DS RUPPPU AP

working under my personal supervision..

Student ..o ooooii i iiiiiiiiiieeae e aicaaaa e
Signature of Student Embalmer

. P. O. Addre LAY,
Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (F:
to comply with the above constitutes grounds for revocation of license). )
If embalmed by a.STUDENT, he also shall sign in his OWN handwriting.
¢ this body is not embalmed, fact should be so stated above.

1




