= YTHE DIVISION OF HEALTH OF MISSOURI

V.5, No.300 }
T
Sl FED AN 8 1955 STANDARD CERTIFICATE OF DEATH site e o 2G 000
/\’D ' BIRTH NO. REG. DIST. NG, él i PRIMARY REG. DIST. mﬂﬂi Kegisirar’'s No.._.z.é......_......"——.
.,)) 1. PLCSSNE.‘.YOF DEATH 2 U?,-L:-?é— RESIDEMNCE (Where doun—éolﬂ'ad. U institotlon: rasidence befors *
a. T . b. NT adinission).
v X Gasconade : Missouri ‘Ment gomely "
b. CITY {If outslde corpurats limite, write RURAL and give c. LENGTH OF c. CITY . 4. Is Restdence within Limlts of |
OR AY (ig thia place) OR o city ot ncorpers |
TOWN  Hermann (Koglr 7o0) | 16 ‘Qays | 1w Bellflower SRR w:b
d., FULL NAME OF {If oot in hoapital of institution. dve sirsct address or location) F. STREET (I rurs!, dve location) 1 v I
HOSPITAL O ... = ADDRESS f 0
WSTITUTION Frene Valley Nursing Homd ~ |
B.éﬂE}::héEs%lg a. (First) b. (Middle} c. {Last) 4, Dg'l__'E {(Month) (Day) (Year) |
(Typeor Pringy  William Edward Lstes oeati Dec. 13, 1957 |
5. SEX D | 6. COLOR OR RACE | 7. #IARF}’E.E[D) NF\\;’OEECBSSRQIED. 8. DATE OF BIRTH 9. AGE&;:.;:: 1: UNDER & YEAR | F \NDER M HRS.
(Bpecik: it ohthy N
| male white PrgTe = 1sept. 26, 1868| 89~ | P f R | e

i02. USUAL OCCUPATION (ke kindofxork | 10b. KIND OF BUSINESS OR IN. | 11 BIRTHPLACE (¢;0y a scate or Foraipa Coustrv) ol CITIZEN OF WHAT

b SEPFSACEPEEREER™ | carpenterfhg | Rosebud, Mo.

13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE

Talton Estes { Mariah Sullivan none

i5. WAS DECEASED EVER IN U.S. ARMED FORCES? | 15. SOCIAL SECURITY | 17 INFORMANT'S SIGNATURE OR NAME ADDRESS

{Yes, no, or unkoown} | (If yes, xive war or dates of servios) NO. :

no 345 | none Mrs. Alva Bstes Rosebud, Mo.

18. CAUSE OF DEATH MEDICAL CERTIFICATION lﬁgﬁhgwm
| Enter only onecauseper | | DISEASE OR CONDITION _ TH

line for (a), (b), sad (¢) | DIRECTLY LEADING TO DEATH®(s) Ay sllgnge 20 min, . .

. ' 5 -
«This does mot mean | ANTECEDENT CAUSES
the mode of dying, such |  Aorbid conditions, if any, giving DUE TO (t) C'r"ﬂnn 1e cardloe fzilure o HV'!"‘F!

a5 heart foilure, asthenia, | Tise to the abore cauae (a) sating
e, It means the dis- the underlying cause iast. ) . ] e
ease, infury, or complica- DUE TO (c) .
I tion whieh eoused death. | 1. OTHER SIGNIFICANT CONDITIONS

Conditions contribuding to the death but not
related to the dizease or condition cauxing death.

19a. DATE OF OPF{RO’N 195, MAJOR FINDINGS OF QPERATION . . 2. AUTOPSY? j
' ves ) wo ]
‘21a, ACCIDENT {Bpwcify) 216, PLACEOF INJURY (ex.. inorabout | 21c, (CITY, TOWN, OR TOWNSHIP) (COUNTY) (STATE) .
SUICIDE home, farm, festory, street, office bldg..eta.) 1
HOMICIDE ’ : '
2td. TIME (Month) (Day) (Year) (Hour) 2le. INJURY OCCURRED 21f. HOW DID iNJURY OCCUR?
OF - WHILEAT{™™] NOT WHILE|
INJURY - m- | WoRK AT WORK

2. I hereby certify that T atiended the deceased from_Nov 209, 1957, to _De.e__}__g_ 19_572, that I last saw the deceased
alive on 21 , and that death eccurred at 1} _a 02 m., from the couses and on the dale stated above,

2Z3a. SIGNATUW l(?mortmep 23b. ADDRESS | | Z3c. DATE SIGNED
274 g

: Hermann, Ho 12/16/57
BURIAL, CREM ubg)t 26, RAME OF CEMETERY OR CREMATORY
6- 1957|

2. BURIAL 24d. LOCATION (Qity, town, cr connty) (State)
OD PR e | 3 New Salem Cemetery near Owensville, No.

WRITE PLAINLY—USING UNFADING BLACK INE—MAEKE A PERMANENT RECORD

'
~

DATE REC'D BY LOC-%L ﬁls.r R'S SIGNATURE Izs FUNERAL Dlﬂ‘ CTOR' S szjl'mu: ADDREZSS
(2-4e- T KZ:‘JW (ZM““" W OUr ENv S orLe &
([} {mer’, i




e o e e %

STATEMENT BY LICENSED EMBALMER
I hereby certify that the body whose name is recorded on the reverse side o:f thls certxflcate was embalme,
byme, or by .....cooenneen ..... Student Embalmer No.---.---' ..........

working urnder my personal supervision. .

- 1= 1T 73 . ROy S,
o T Sx;n-t.un of- Student ﬂnbllmr - -

l s

! .;{}.5:; L

-aa

Note " The above MUST BE SIGNED BY THE LICENSED EMBALMERm lus OWN HANDWRITING. (Fallu
to- comply with the.above constttutes grounds for revocation of license}. - R . y

I embalmed by a STUDENT, he also shall sign in his OWN handwntmg. :
i & thm body is not embalmed fact should be so stated above.




