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USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

Doctor, caroner, stc. must use only standard nomanclature in item 18. No symptoms will be listed. All
jiseases in Part | must be’cosually related. Coroner cannot certify to o death due to natural couses.
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THE DIVISION OF HEALTH OF MISSOURI
STANDARD CERTIFICATE OF DEATH

/97: Primary Registration District N.,ﬁa/_f ............. Registrar's N:,/Jg

PILED-06T.18 1957

Ragistration District No, ..

35326

STATE FILE NUMBER

1.« PLACE:OF DEATH *

2. USUAL RESIDENCE (Where dececsad lived.

If institution: Residence before
admission)

[ \0a. USUAL OCCUPATION (Give kind of work done

10b. KIND OF BUSINESS OR INDUSTRY

XX

duri

o%{work: g life, even if retired)

. a. STATE . CQUNTY
- OUNTY  Dunklin Mo, punkitn
b, CITY {If outside corporate limits, give TOWNSHIP only} | Inside Limits e. CITY Inside Limits
* ' OR No O OR B - 3 O
town _Kennett xx Town EORBbtLlosMost © YK Moo
e. FULL NAME OF.If N it sv.]o:n cn). Langth of stay in 1b . Resi
HOSPITAL OR lj lﬁ{ Tﬁ ké d. STREET {If outside, give locotion) eside on Form
INSTITUTION — Ha 33",1 aﬁﬁ al 1 Hour aooress 200 College St YesO NoO
3 ::gtl‘:l' First Middle Last 4, Ds;rs Month Day Year
ED
(Twpe or print) Alva Franlin Wells oekrn Octe  lth- 1957
5. SEX 6. COLOR OR RACE |7 marrieo [ wever marniep [][ 8 DATE OF BIRTH |9' N i beans ;;:T:,m ‘,:,:H "F_::J::“ i
i _Male White . wl oworeeo [ JUly 16- 1871 7118 l

11. BIRTHPLACE (City and atato or country) 12. CITIZEN OF WHAT COUNTRY?

West Franfort ILL

U.S.A.

13. FATHER'S NAME

U

14. MOTHER'S MAIDEN NAME

Unknown

15. WAS DECEASED EVER IN U. S. ARMED FORCES? 16. SOCIAL SECURITY NO.
(Yes, no, or unknewn) l (Ff yes. pize war or dates of acrvice)

No. None

I7. INFORMANT Address

Haynes Grogan Kennett Mo. Rte 1

18, CAUSE OF DEATH [Enter only onc cause per line for (a), (b), and (¢).}
PART I. DEATH WAS CAUSED BY:
IMMEDIATE CAUSE (a)

INTERVAL BETWEEN
ONSET AND DEATH

379

-

- .
Conditona, if any, pue To (&) M < W
which gace rizg lo . — B -
e c:uu ;‘ - K )
Hating the under- ,
= lyving cause lost. DUE TO (¢)
o PART 11, OTHER S1G KIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN N PART 1(a) 19. WAS AUTOPSY 2
= PERFORMED?
g : . ves ] no X
E 20a. ACCIDENT SUICIDE HOMICIDE | 200. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Part Ior Part H of item 18.}
=
g g B |Hit by Car
a’ 20c. TIME OF 9H’tmr ¥, g
o INJURY - ﬂf
slAbo Ut
E | 20d. INJURY OCCURRED 20¢. PLACE OF INJURY (c. gﬁ’i iﬂb‘;:: about J)mmz. 20f. CITY. TOWN, OR LOCATION COUNTY STATE
WHILE AT NOT WHILE farm, foclory, street, office Bidg., etc.
WORK O AT WORK Kennett Dunklin Mo.
21. 7 attended the d d from /0 —4 '57 to O—\p — 7 and iast saw ;L alive on L0y .7

Death occurred at

10. 16_&_ m on the date stated above; and‘ to the best of my knowledge, from the causes lrlud

22a. 81 UR p Degree or title) C 22b. ADDRESS 22c, DATE SIGNED
(?ZQG;E f ,(‘LM.D. | Kennett -Mo. /0,7/qf7
23a. BURIAL. CREWATION, |23b. DAY AME OF GEMETERY OR CREMATORY 23d. LOCATION (City, town. or couniy) (State)
%uovutj(-Sprltifv\ 0. _57 Oaﬁ ﬁig eme ‘Eery Kennet ‘vt .
urila

24. FUNERAL DIRECTOR
Lentz Service

ADDRESS

Kennett Mo.

. DATE RECD. BY LOCAL REG.

/o £-/957

yzslsmm's SIGNATURE

{Llcensed Embalmer’s Statement on Raverse Side)
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~. STATEMENT BY LICENSED EMBALMER

-

A

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

byme, or by ...coooiiiiiii...... e remeeeeieeannas eleleeens et raeetetaeaieanas

working under my personal supervision..

Note: Thé above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (
to comply with the apove constitutes grounds for revocation,of llcense) .
"If embalmed by a STUDENT, he also shall sign in his OWN handwntmg

. 7 If this body is not embalmed, fact should'be so stated above. S,
P Vo . _\.-—.-‘ N ANt T



