eclth,
Welfare

All diseases in Part | must be causally related.

Doctor, coroner, etc. must use only standard f

S W

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

FLED FEB 17-1958

THE DIVISION OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH

o28-005048

STATE FILE NUMBER

1. PLACE OF DEATH 2. USUAL RESIDE CE. (W'hera deceased lived. |f institution: Residence before-
a. COUNTY Gasconade STATE ' 2l gOUNTé'aSCO'].aq mi 5 3i¢n)
b. CgRY {If eutside corporate limits, give TOWNSHIP only) Inside Limits c. CiOTY Inside Limits
R
Tow  Qwensville Yl N[l TOM _ Owensville p87f = CueC
. :gt;.l_?AAIPonROF {If NOT in hespital, give location} | Length of stay in 1b d. iBRD%EE'gS None (If cutside, give location) Reside en Form
I___JﬁﬂﬂmﬂLAL_hnmﬁ_innﬁwenqvi119 32iyr Yes[] No[}
7
3. NAME OF DECEASED First Middie Last 4. DATE Month Day Yeor
{Type or print} F
CHARLES ALLEN MATTHEWS DEATH Febr. 4 1958
5. SEX ) 6. COLOR OR RACE T'MARRIEDD NEVER MARRIED ] 8. DATE OF BIRTH 9. AIC;E S-." ,.,,; :ﬂL::DER r!;:EAR I::::DER z:‘iI:RS.
Male White wedwen[X  ovorceo[]| Nov, 25 1866 g1 B I B [ '
100. USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR 1. BIRTHPLACE (City and stote or country) / 12. CITIZEN OF WHAT COUNTRY?
durj vk i n if ratired} INDUSTRY
“BTHER- ST e Black smith Texas County Mo.l U.S.A.

132. FATHER'S NAME

13b. MOTHER'S MAIDEN NAME

14. NAME OF HUSBAND OR WIFE

{Yes, no, or unkoawn)| (If yes, give war or datays of sarvics)

None

Walter Matthews

Nicholas Matthews Elizabeth Johnston Laura Z. Matthews
15. WAS DECEASED EVER IN U. 5. ARMED FORCES? 16. SOCEAL SECURITY NO.| 17. INFORMANT Address

Opensville Mo.

18. CAUSE OF DEATH (Enter anly one cause per li
DEATH WAS CAUSED BY:

PART 1.
IMMEDIATE CAUSE (a)

Conditions, if any,

DUE TO (b} &f i

for (o

), and {c).)

INTERVAL BETWEEN

ONSET ANEEATH

which gave rise o
above couss {a),
stating the under-
Iying couse last.

}

DUE TO (c}

PART lﬁ“ SIGKIFICANT CONDITIONS comalaunnc 70 DE

0. ACCIDENT  SUICIDE HOMICIDE

.OPM nat relotggd 1 the terminal disesas conditlon glven in PART I {9)

ya.00 H

19. WAS AUTOPSY
ald

PERFORMER
YES[] NO

20b. DESCRIBE ?W INJURY OCCURRED. (Enter noture of injury in PART 1 or PART N of item 18)

MEDICAL CERTIFICATION

O O ad
We. TEME OF Hour Month, Day, Year
INJURY a.m.
p.m.

20d. INJURY OCCURRED
WHILE ATD

WORK

NOT WHILE
AT WORK

O

20e. PLACE OF INJURY (e.g., inor sbout home,
farm, factory, street, office bldg., etc.)

2. CITY, TOWN, OR LOCATION

COUNTY

STATE

2.

| attended the deceased from

Deoth occurred at
-

o

-

-Y
d last ag

bes dllva on

L= 2 - Sﬂs

on the dote stated cbovc, ond to the best of my knowledge, from the couses stoted.

22a.

23a. BURIAL, CREMATION,

"B a1

22b. ADDR

22¢. DATE SIGNED

o2& K

23b. DATE

Feb. 7 19§

23c.

77 T
e AL P>

NAME QOF CEMETERY OR CREMATORY

8 City Cem.

23d. LOCATION (City, rown, or county)

Owensville

(Srate)

Mo .

4.

FUNERAL D{RECTOR

ADDRESS
’

25. DATE RECD, 8Y LOCAL REG.

on Reverss Side}

18, REGISTRAR'S SIGNATURE

2> ) 1958 Vo




STATEMENT BY LICENSED EMBALMER

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

working under my personal supervision.

Student ..o e
Signature of Student Embalmer

P. O~. Address.. @4‘)/27()55/5(“

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure
to comply with the above constitutes grounds 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,




