THE DIVISION OF H

EALTH OF MISSOURI

o08-0U4508

wolth,
Welfare FILED MAR 1 0 1958 STANDARD CERTIFICATE OF DEATH STATE FILE NUMBER
bli
:“;:. Registration District No. 42 Primary Registration District Nu-lOO_O e Registrar's No. 77 4_9_ ..............
1. PLACE OF DEAT% 2. USUAL RESIDENCE (Where deceased lived. If institution: Res;dence befpie
300 o. COUNTY uchanan o STATEMigsouri b COUNTRyechan&B=e
~57 b. CIC;FY {If outside corporate limits, give TOWNSHIP only) Inside Limits c. C:)TRY Inside Limits
R
"\’ TowN St, Jaseph Yesx] No[] TOWN St. Joseph ol 7,"“';( No []
e. FULL NAME Oﬁg#OT in haspital ive locati Length of stay in 1b d. STRE (If owtside, give logation) “Reside on Farm
HOSPITAL OR Nﬁ.}. g Tfo)rﬂ ADDRESS
INSTITUTION 716 N. 4th St. Yes [ ] No[¥¢
3. NAME OF DECEASED First Middle Last 4. DATE Month Day Year
{Type or print) . OF
Harry William Ross ceATMarch 1, 1958
5. SEX & 6. COLOR OR RACE| 7. 8. DATE OF BIRTH X n years 1F UNDER 1 YEAR] tF UNDER 24 HRS.
' : MARRIEDDNEVER MARR EDI:I 7 AIGE “irt:dcy} Months | Days Hours Min.
Male White WIDOWED ] mvoddenX] 12-28—189]4 63 I

100. USUAL OCCUPATION (Give kind of wark done

By

st of workjng life, aven if retired)
shwagher

10b. KIND OF BUSINESS OR
INDUSTRY

restaursnt

1. BIRTHPLACE (City and stote or :ou}nry)

5 12. CITIZEN OF WHAT COUNTRY?
Missouri U.5.A.

13a. FATHER'S NAME

Not known

13b. MOTHER'S MAIDEN NAME
Not known

id. NAME OF HUSBAND OR WIFE

15. WAS DECEASED EVER IN U. S. ARMED FORCES?
{Yey, no, or unknqwn)l(ll yes, give war or dotes of service)

491-10

15. SOCEAL SECURITY NO.

~674¢

17. INFORMANT

Address

Irene Wilson 613 N. 4th St.

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

Cor, coroner, efc. must use Only sfon
All diseases in Part | must be causally related.

MEDICAL CERTIFICATICN

PART |. DEATH WAS CAUSED B

IMMEDIATE CAUSE (q)

Conditions, if any,
which gave rise 1o
above cqusa (a),
stating the under-

!

18. CAUSE OF DEATH {Enter only one cnuse per line for {a), (b), and {c).)
Multiple cerebral hemorrhages

INTERVAL BETWEEN
ONSET AND DEATH

pue To ) Generalized arteriosclerosis

ukn,

lying cawse lost. DUE TO {c}
PART 1. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the terminal dissase condition given in PART I [a) 19. WAS AUTOPSY
PERFORMED? 2.
331X YES{ ] NO[X
200. ACCIDENT SUICIDE HOMICIDE b, DESCRIBE HOW INJURY OCCURRED. [(Enter nature of injury in PART 1 or PART |l of item 18.)
O O O
20c. TIME OF Hour Month, Day, Year
INJURY o.m.
p.m.
20d. INJURY OCCURRED e. PLACE OF INJURY (e.g., inoreboutheme,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE

WHILE ATD NOT WHILE 0 farm, factory, street, office bldg., etc.)

WORK AT WORK

21. | ottended the deceased from 11/12/57 , to /1/58
Death occurred at ]-

and last saw 2" alive on 2/28/58

m on the dme stoted above; ond to the best of my knowledge, from the causes stated.

{Degree or mle) @

]

22b. ADDRESS  Gh0ja) Welfare Board

22c. DATE SIGNED

Q e d 10th & Olive, St.Joseph, Mo. 3-3-58
.  CREMATION, -2;. DATEV v Lb 23¢. NAME OF CEMETERY QR CREMATORY 23d. LOCATION {City, town, or county) {State)
Y AL, {Spacifr}
‘Burigl” |Mareh 3, 58 Agency Cemetery Agency Mo,
. FUNERAL DIRECTOR ADDRESS 25. DATE RECD, BY LOCAL REG. 26. REGISTRAR'S SIGNATURE
lark Funeral Home 3t. Joseph, Wo. %erS/9255

d Embal

(Li

‘5 § on Reverss Side)




. STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed |
DY ME, OF DY ettt et e e et aa e e aararr amerneanen «; Student Embalmer No. .....covvvneennn..s
working under my personal supervision.

SEUAGNL cevveiiiniei i ieeiice e e rrnn e b e rnrren e Signed 4\4—4 M ..................

Signature of Student Embalmer
Licensed Embalmer Nod'&/..z_?f_
P. O. Address ,_w&7, 5

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

. . . - - . —




