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FILED MAR 18 1957

THE DIVISION OF HEALTH OF MISSOURI
STANDARD CERTIFICATE OF DEATH

State File No...

8443

lt‘EG. DIST. NO. ’_5Lnnunv REG. DIST. M.M KRegistrar's No %f ?

BIRTH RO.
1. PLACE OF DEATH Z. USUAL RESIDENCE (Whers deveased lived. If lnsthation: reciieace befors
a. COUNTY Henw a. STATE Mi sa 0111.1 b. COUNTY POlK adinimion).
b. CITY i , URAL v . LENGTH COF . CITY ’
 outeida corpurate mits, writs R and‘:i-:.mp) S RENGTH OF . CITY O !3" 7‘ Dhﬂt’ Qﬂnwwumum
ToWN Clinton A ays ToWws Humansville -

d. FULL NAME OF (If pot in bospital or lmumxn xive stregt addrem of locatlon) o. STREET (If rars), give loaatfon)
HOSPITAL OR ADDRESS
INSTITOTION Wetzel Hogpital Rt, 2
3 gs%rgg s%'i-: 8. (First) b. (Middle) ¢ (Last) 3 03}1-: (Month)  (Day)  (Yean
(Typeor Priney  Charl es Orville Keller DEATH & 9 1957
5, SEX { | 6 COLOR OR RACE | 7. x%r%g EF\YSEC'E'SRR'ED ,;L 8. DATE OF BIRTH 8. I‘A'GE Io yen] @ woot YEAR | O penem w HES,
{Bpecify! it on Heoumn Min.
M Wh Widowed 2/2/1904 e ey A i
102, USUAL OCCUPATION (CHve ind of work 11. BIRTHPLACE

doneduring mmost of working life, even If retired)

lgb KIND QOF BUSINEﬁD?I‘RSTIRN‘; (City und Scute or Foreign &mnlry!b

12, CITIZEN OF WHAT
UNTRY?

. Enter only onecatiss per

tine for (a), (b}, and (¢}

*Thls does not meon
the mode of dying, such
aa hear! fatlure, asthenia,
de. It means the diz-
care, infury, or complica-

DIRECTLY LEADING TO DEATH"(s) _ Corovrgry O0celu; cov~

Farmer Humansville, Mo, WA
Llaa. FATHER'S NAME 13b. MOTHER'S5 MAIDEN NAME 14. NAME OF HUSBAND'OR WIFE
' Igaac Keller {Nervie Hugh Marie
I15. WAS DECEASED EVER IN U, 5. ARMED Fl‘.?!RCES?-lv 16. SOCIAL SECURITY | 17, INFORMANT'S SIGNATURE OR NAME ADDRESS
(Yes, no, or ynknowa) | (If yes, xive war or dates of serviee) NO. .
-— - Mrg, Earl Austin, Appleton Cilty, Mo,
18, CAUSE OF DEATH MEDICAL CERTIFICATION INTERVAL BETWEER
1. DISEASE OR GONDITION : ONSET AND DEATH

ANTECEDENT CAUSES

MWWWWWUGRFMMDUETO(I’) ”V?Cr'fch..“O-’\'

rise to the gbope cause (a) stating
the underlying cause last.

BUE TO (o) T-hk roToyrseas ey

tion which coused death.

Conditions econtributing to the death bud not

11. OTHER SIGNIFICANT CONDITIONS
reloted o the disease or condition cousing death, ! M ) wFriton - dd’,&fve,h . I

19a. DATE OF OPERA-
TION

19b. MAJOR FINDINGS OF OPERATION

20. AUTOPSY? Lo

2520 | w0 w
21a. ACCIDENT {Bpecily} 21b. PLACEOF INJURY (e.g..tnoraboms | 2Ic. (CITY, TOWN, OR TOWNSHIP) (COUNTY) (STATE)
SUICIDE home, fario, fagiory, sttwet, offion bids., etd.)
HOMICIDE e
21d. TIME iMonth) (Day) (Year) (Hour) Zla. [NJURY OCCURRED 21f. HOW DID INJURY OCCUR?
WHILEAT[] NOT WHILE,
INJURY WORK AT WORK

2. I hereby certify that I attended the deceased from

1957, 10 ek § 19877, that I last saw the deceased

$WRITI-I PLAINLY—USING UNFADING BLACK INH--MAKE A PERMANENT RECORD

alive on , 193/, and that deatidoccurred of ., Jrom the causes and on the dale siated above.
2. SIGNATURE gree or mlen}m ADDRESS 23c. DATE SIGNED
£ A E Qi PAo— | d 1957
% HQ"‘J'M_CRE”" 24b. DATE z4c _!Ime OF CEMETERY OR CREMATORY | 24d. LOCATION (Clty, town, or county) (Btate)
Tgemova 3/9/1957 Humansv ille Cemetery] Humansville, Missourl
DATE REC'D BY Loc.AGL REGls-ra,m's SIGNATURE . FUMERAL DIRECTOR'S 81GNATURE ADDRESS
13- /¢ -5 | el daadd Humansville
i

8%‘*\ eckwu:h fruneral Home,
Embalmer's Statenwnt on Reverse Side)

[y sy




STATEMENT BY LICENSED EMBALMER

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

DY M, OF BY .ot iiciiiiiitiii it riiairaaa s s arae ot ssnenaany PO . Student Embalmer NO..co.eeenn...

working under my personal supervision..

signea... (D, 13 1ot

Licensed Embalmer N03i37

Student.......ioiicimioiniimaiiiiaiia i i aireanee
Signature of Student Embsloer

P. O, Address

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Fai
to comply with the above constitutes grounds for revocation of license),

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

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




