YHE DIVISION OF HEALTH OF MISSOURI i -38873

Mo. 300 Ty B b P % : :
- ’ HLED NOV 18 1055  STANDARD CERTIFICATE OF DEATH . g s o
I ' BIATH NO. E. DIST. 31 8 PRIMAAY REG. DIST. MO, 1003 Regisivar's No.__...._.g.g_.g..l:
: | 1" PLACE OF DEATH i 2. USUAL RESIDENCE (Whbers dectased lived. If institation: resideges bafore
N . COUNTY STA sdoisstiont,
? a a. TE MiSSOIlI"i b. COUNTY :niseton)
' b. CITY (If outcide corpurats limits, write RURAL and give ¢. LENGTH OF ¢ CITY - - d.I» Residence within Imits of
a v St. Louid | SV s G St. Louls B
i d. FULL NAME OF (If not in bowpital or Lnatitution, give streat address or location) ». STREET (If rural, give loestion) i /S :
| HOSPTALOX De Paul Hospital S AP 4170 Farlin 4ve, VLS
| 3. NAME OF a. (First) b. (Middle) ¢, {Last) 4, DATE (Month) (D :
| DECEASED 7)) (Year)
(Typeor ity CHARLES SHOCKLEE oia  11-6-55
5. SEX C 6. COLOR OR RACE | 7. MARI'I’ED Bﬂggcgﬁgﬂp 8. DATE OF BIRTH §. AGE Unn;n n: m':l ’D.ﬁ ¥ UNDER M HES.
male  |white sthgie 1-20-1868 . | @Fren o] P | fowm | M
10a. USUAL OCCUPATION (Givekiodof work | 10b. KIND OF BUSINESS OR 'IN- | I1. BIRTHPLACE 12. CITIZEN OF WHAT
‘m ph DUSTRY (City aad Stete or Foreiga Country) 6
pe LIV "I RS " | rarm 7 | Montgomery Co., Mo, NTRYE
138, FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND’OR WIFE
.James R. Shocklee -{Mary A. Worland none _
g“WfQ?EEkEASEP E\:'SR INﬂU.S.ARMdEP l:(!)RCF.‘S')f 16. SOCIAL SE.CURLTY 17. INFORMANT' S SIGNATURE OR NAME ADDRESS
no | (s afes was or dutm otaervicd) |1 one Thomas Shocklee, Wellsville, Mo.

.18, CAUSE OF DEATH . . . L CE TIFI TION IgTEH :‘ﬁ prwee?
_Enter only cnecsusoper | |. DISEASE OR CONDITION NSET
loe or e, (0, and (o) | IFECTLY LEADING TO DEATHS g 7o al '

CThiy does nol utean ANTECEDENT CAUSES

the mode of dying, such | Morbid conditions, if any, piving DUE TO (b}
o# hear! fallure, asthenia, rise to the obove cause (a) dathw . .
the underlying couse laat. . - . . SR

de. It means the dis- :
case, injury, or complica- DUE TO (c)
tion toAleh coused death, | 1. OTHER SIGNIFICANT CONDITIONS
: T cmdummznhumgmmcmmm %! eé,‘ &I -2
related to the diseare or condition '
19a. DATE OF OP_FIRO?‘- 196, MAJOR FINDINGS CF OPERATION . Zﬂ._ AUTOPSY?
2ia. ACCIDENT (Bpactly) 21b. PLACEQOF INJURY (e.g..inorabont | 21c. (CITY, TOWN, OR TOWNSHIF) (COUNTY) (STATE)
SUICIDE home, farin, fagtory, strest, offios bidy., #10.)
HOMICIDE i N _
2td. TIME {Mgnth)  (Day} (Year) (Hour) 21e. INJURY OCCURRED | 21f. HOW DID INJURY OCCUR?
OF ] " | WHILEAT ™) NOT WHILE
INJURY - n = | “work AT WORK /

2. I hereby certify tl:.z 1 aumdeitﬁe(éwwaed Jrom M » 194 4/ lo M?/ & IB:L.,L, that I last eaw the deceased

alive on nd that death occurred at .lg_;z_Qﬁm., from the causes aud on the dale stated above,

G Wy TS VeT el S 1)

24b. DATE ;‘: NAME OF CEMETERY OR CREMATORY 24d. LOCATION (City, town, or county) (Stale)

o e 11 8-55 ) Wellsville, Mo.

25. FUNERAL DIRECTOR'S SIGMATURE ADDRESS
Wells, Wellsville, Mo.

on Reverse Side)

1

WRITE éPLAINLY—USlNG UNFADING ?iaLAcx INE—MAEKE A PERMANENT RECORD Q}.




STATEMENT BY LICENSED EMBALMER

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

Signature of Studmt Esbalmer

to comply with the above constitutes grounds for revocation of license).
If embalmed by a STUDENT, he also shall sign in his OWN handwriting.
™7 this body is not embalmed, fact should be so stated above.



