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USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

FILED OCT 10 1857

_R:gis!m!ion_ Distriet No.

THE DIVAISION OF HEALTH OF MISSOURI
STANDARD CERTIFICATE OF DEATH
7

Primary Registration District No.

3008

' 21020

STATE FILE NUMBER

Rognnrur s Ne.. ,ét..‘é...é uuuuu

I
1. PLACE OF DEATHC 11, 2. USUAL RESIDENCE (Where deceased lived. If institution: Resldgncg before
.=~ dmission
o COUNFY allaway a STAYE Mimzouri b. COUNTY (34 1lawdy /V /9/0
b. CgRY (If outside corporate limits, give TOWNSHIP only) Inside Limiss . CgRY |r|llde Limits
€. FgL:J_] NAEA%OF (If NOT in hospital, give location) | Length of stay in 1b d. STD%EE'ES (If outside, give location) Reside on Form
HOSPITA R A E ———
e iorState Hospital #1 |3 yr 8 mo : Yes [] No[T]
3. NAME OF DECEASED First Middle Last 4. DATE Month Day Year
{Type or print) oP
ROY M. KISTIER peaTH October 3 1957
5 SEX & COLOR OR RACE| 7. MARRIED[:] NEXER MARRIED] 8. DATE OF BIRTH g AGE' L.',:';;:,; l:ﬂl:‘r‘{ﬁER[l)LEAR I:‘::OER 2:‘:R5.
Male O Wh 1*1'-_,9_@ wiDoweD[ ] pivorcep] ] 10-24-1879 77 ' I
1¢a. USUAL QCCUPATION (Give kind of wark dene | 10b. KIND OF BLISIMESS OR 11. BIRTHPLACE (City ond stote or :oumg 12, CITIZEN OF WHAT COUNTRY?
duri '} working life, aven if retir
ur.m}er g lif f ratired) INDUUnkI‘]OWn' Missouri U.S.A,

130. FATHER'S NAME

Amos Klstler

13b. MOTHER'S MAIDEN-NAME

T Ny

Josephine Robbins

None

14. NAME OF H‘UéﬂAND OR WIFE

15. WAS DECEASED EVER IN U. 5. ARMED FORCES?
(Yes, wl:mm)l (If yus, give wor or dates of service}

16, SOCIAL SECURITY NO,
“unk.

17. INFORMANT

State Hospital #1; F\l]ﬁ%ﬁ, Missouri

18. CAUSE OF DEATH (Enter only one cause per line for {a}, (b), and {c).}

DEATH WAS CAUSED BY
IMMEDIATE CAUSE (a)

PART I

Conditions, if any,

—EAMAAMMU

INTERVAL BETWEEN
ON‘SiTgAN DEATH

A
LJ

which gave rise to
abovae c¢couss (o),
stating the under-

} DUE TO &

H6L5X

g lying covse lost, DUE TO (<}
= PART Il. OTHER $IGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the terminal diseass condition givgn in PART I (a} * 19. WAS AUTOPSY
S : I—\ ' , . 1o e Q PERFORMED?
£ . Msineiisoe 3 YES [ NO[]
21 200, ACCIDENT  SUICIDE  HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART { or PART Il of item 18.)
w
b o o O o ,
;’ 0c. TIME OF .Hour Month, Day, Year
s INJURY  om.
E3 p.m. _
204. INJURY OCCURRED 2e. PLACE OF INJURY {e.g., inor cbouthome,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE ATD NO'[ WHILE 0O farm, foctery, street, office bldg., etc.) . .
R AT WORK_ .
Tio
21 XDhttended !hnpdecegsmf from i 2—23-‘19514- , 1o 10-3 1957 and last iuwt alive on 10"'3 57
Death occurred at 9 10 _a.m. m on the date stated above; and to the best of my knowledge, from the couses stated.
j?ﬁunu E Degree or title) 0 22b. ADDRESS Fult on, 22¢. DATE $IGNED
. “"J' l'k!‘red' Handler, M. D. State Hospital #1; Missouri 10-3-57
230. BUREAL, CREMATION, zzb. DAT 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town, or county) {State)
MOY { ify) . L=~
‘%E TR /6 i~ Q A @.‘w\-ﬁe L. Qo..g,awﬂﬁ nad

4. FUNERAL DIRECTOR

; N

Fw—em Fu.fé\’L:

DATE RECD. BY LOCAL REG.

S-/9d

4 Embal

on Reverss Side)

et -

. REGISTRAR'S SIDHATURE




STATEMENT BY LICENSED EMBALMER

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

by Me, OF BY .eeviviiiiiiiiiiiiii s Tervrrveeaen .» Student Embalmer No. ........... eeerens

working under my personal supervision.

Student ........ ettt bicrnenra et e rre s rnene e ranstra . Signed / //

Signature of Student Embalmer
i o..3 }'
— S

P - .. -.Licensed Emhalmer
. : i * P. O. Address . g5

— = . Note: The aboveé MUST BE SIGNED BY THE LICENSED-EMBALMER in his OWN HANDWRITING. (Failur
to comply with the above constitutes grounds for revocation of license). .
~ . If embalmed by aSTUDENT, he also shall-sign in his OWN handwriting, - .
If this:body is not embalmed, fact should be so stated above.




