THE DIVISION OF HEALTH OF MISSOURI

wa’| PUEDJUN 181956  STANDARD CERTIFICATE OF DEATH { sweranedble
BIRTH MO._____________________ REG. DIST. NO. _ELQ__ PRIMARY REG. DIST. noaﬁé_z_. Regisirar's No.,.._.._l‘_.&__,
R A R e e 8 2
\ 1. PLACE OF DEATH . . 2. USUAL RESIDENCE (Wbers & d lived. 1f Logti 5l
. COUNTY st Charles & STATE Migsouri > COUNTY g Gl pHEe
b. CITY (I cutsids corpurate limits, write RURAL and give ¢. LENGTH OF || e CITY . 4 1 Hesidencs within Jimtte of
OR townghip) | STAY (in this placs} OR a ity town?
) Town . St Charles |74 vpa TOWN  at Oharles '-ﬁ ‘l;{q 2
d. FULL NAME OF (f not in hoapltal o Inatisntion, givs street sddrese or fovatlon) (11 rural, givy location) P
HOSPIT. DDRESS
wstioTion 19 Blackberry Lane "ok 19 Bla ckberry
3. NAME OF 8. (First) b. (Middle) ¢. (Last) 4.'DATE (Month (Day ear)
DECEAS 4
(Type or Print) Edith , Harrelson | DEATH 6 13 “1%s6"
5. SEX ! 6. COLOR OR RACE | 7. MARRIED, glEVEECIé!BRRlED.I 8. DATE OF BIRTH 9, AGE (In yﬂ)n 1: uz.u |D‘-m’. ; TADER 4 NS,
o "
Female !|White MEPFIBE™ “>" | July 23 1911 l 44 | o) e
. Wa. USUAL OCCUPATION (cteMtad ot week | 100, KIND OF BUSINESS OR IN. | 1. BIRTHPLACE  (¢jey 1t State ur Foraip Comntry) |ztg(|;r,‘!_ﬁ|:¢”oprm,“-
House Keeper Home Fagus Mo - USA
138. FATHER'S NAME : 13b. MOTHER'S MAIDEN NAME 14, WAME OF HUSBAND OR WIFE
i Sam Potter L 1Masetha Rilchter | Vernon Harrelson
I$_WAS DECEASED EVER IN U.S. ARMED FORCEST (16 SOCIAL SECURITY | 'iT INFORMANT' 5 SIGNATURE OR NAME ADDRESS
‘-, BO, OF { war or dstes of service) 0.
Ko~ | ™ : Ne NE Vernon Harrelson St Charles Mo

1, CAUSE OF DEATH ' m‘?ﬂﬂ ION RSy AL BETWEEN
cameper | | DISEASE OR CONDITION 2 F o
- Lker iy ODeUPE” | "DIRECTLY LEADING TO DEATH-(,, W\IAM ! DCO y Wt >

line for (8), (b}, and (¢)

*This does not mean ANTECEDENT CAUSES

the mode of dying, such | Morbid conditions, I[tmy & DUE TO (b)
af beart fallure, asthenda, | rise (o the abore coust (a. {a)
ce. It mecns the dis- | A¢ uoderiying couse

= WRITE PLAINLY—USING UNFADING BLACK INE—MAXE A PERMANENT RECORD

cate, infurp, o compli DUE TO (o)
tion which coused death. | 11. OTHER SIGNIFICANT CONDITIONS
: Conditions contributing 10 the death but 1ok / f{ 3 X
reloted to the disecse or amdi!bu cousing decth
\T DATE OF OPERA- 195, MAJOR ﬂm U TION qu, j 20. AUTOPSY?
Mdoﬁ,?f /r Y\ ojw W/ m/{?w/spl\ﬁq ves [ wo ¥
2ta. ACCIDENT (Budl:) ' 216, Pua-:onmunv (2. tnorabout [J2tc. (CITY, TGWN, OR TOWNSHIF) (COUNTY) (STATRY
SUICIDE bz, bnrtn, Eagtory, steet, offics bids.. st}
| HOMICIDE _
210. TIME  (Mosthy (ay} (Year) (Hoon | 2le. INJURY OCCURRED | 2If. HOW DID, Y OCCUR?
INJURY ' LU I R I ' N
2. I hereby certify that I attended the deceased from D& =7/ 19 SOW, sl & 105 that 1 last saw the deceased
alive on /5 __ 195, , and that death oceurred al 22 P m., ., frbsh the causes and on the date stated above.
Ba. ATY] . (Degree ar tigle) CP23b, . DATE SIGNED
D‘ Lineos—, A j : Jin;f % AL
775 ) .
Zho, BURTAL 'CREMA- | Z4b: BATE 4. NAME OF CEMETERY OR CREMATORY | 24d. LOCATION (Oity, town, or comnty) (Blate)
RPmOVﬂ 'l Junes 16 1986 Wondl lawn P?plar Bluff MO_
TE. REL'D BY LOCAL S SIGNATURE E{ﬁ!"ﬂfﬁf' TRl &' PR ra 1l HATREESS
24 14 /858" Bs coceetre. 620 :

0

(Dicensed Erhalmer's Statement on Reverse Side)}




RN AL ; a0 ‘

LY

: e T4
STATEMENT BY LICENSED EMBALMER

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

by me, or bY cooceemnianiann e e et tiesseesiwessesssvesssi-isssmsesressssErareoseses Gomaaan- , Student Ermbalmer NoO........conmenn
working under my personal supervision.. . !
Student .-ccceeaciozemmeoen-asisiaararioaseziosoontiaans Signed.c.oeieiiiiiiiiiiiiesannaes eeveneasiaaermanassronamasesons
Signsture of Student Esbalmer )
Al .Licensed Embalmer No...............
P. O. Address _.........coaeenimemnncens

Note: The above MUST BE SIGNED BY THE LICENSED-EMBALMER in his OWN HANDWRITING.
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.




