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THE DIVISION OF HEALTH OF MISSOURI|

STANDARD CERTIFICATE OF DEATH

fFILED APR 15 1958 2 -

98-0106"71

w

Registration District No.

Primary Registration District No.

STATE FILE NUMBZ

1. PLACE OF DEATH 2 USUAL RESIDENCE (Where deceased lived. |f institution: Resldance heinrg
a. COUNTY STATE b, COUNTY i ssion)
Macon Missouri Shel f)v Vda 0
b. CITY (If outside corporate limits, give TOWNSHIP only) Inside Limits <. Clc;lg lnside Li its
om  Macom Yes () No [] % Salt: River Twsp. Yos 5
€ FgL'I; NAMEDOF {If NOT in hospitel, give Iocanon) Length of stay in 1b d. STREE'gS {1f outside, give location) Reside on Form
HOSPITAL OR q ADDRE - .
i mermution Samaritan Hosp. 6 Days 3 Mi, NE Shelbina| veX [
B
3. ?TAME OF DE,CEASED Firsy Middle Last 4. DATE Month Doy Year
ype or print . : OF - - .
Walter Qwen Baker DEATH ﬂpril 2 s 1958
5. ng D 6. COLOR OR RACE| 7. MARRIEDT NEVER marriEo[] 8. DATE OF BIRTH 9. A:GE (b]i,:':;:;; ::J:ﬁn [i)::m I:ot::l’DER 2:“!:ns.
Male White wooweo[)/  ovoreeod| July 19,1892 [ 65 |
10a. USUAL OCCUPATION (Give kind of wark dene | 10b. KIND OF BUSINESS OR ) 11. BIRTHPLACE {City and state or country} & 12. CITIZEN OF WHAT COUNTRY?
during most of working life, even if utit‘od) INDUSTRY . N S A
Foreman - State | Highway Dept. | Shelby County, Ma. Us.S.4.
Y3a. FATHER'S NAME 13b. MOTHER'S ﬁAIDEN NAME 14. NAME OF HUSBAND OR WIFE
Wesley Baker: Belle Perry Anna Marie Baker
15. WAS DECEASED EVER IN U. S. ARMED FORCES? 16. SOCIAL SECURITY NO. INFORMANT Address
{Yus, r unkaqwn)] (If yes, glve wor or dotes of servica}
br- M Mrs. Wali'.gr_B_a.k.ﬁr_._Hm.ﬁhe

MEDICAL CERTIFICATION

18. CAUSE OF DEATHAEHIM only ene couse
PART I. DEATH WAS CAUSED BY:

IMMEDIATE CAUSE (a)

Cenditions, if any,

DUE TO (b)

r line for {o), (b}, ond (c).)

-~

INTERVAL BETWEEN

ONS§ 5 AND DEATH

which gove rize 10
sbove couss {a),
stating the under
lylng couse last

i

DUE TO {c)

PART I). OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH bui not related to the teminal disease condition given In PART | {a)

b2 X

19. WAS AUTOPSY
PERFORMED?
YES[] NO

Death eccurred of

é the date stated abovo,

20a. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter natura of injury in PART | or PART Il of item 18.)
J 0 U 2

20¢. TIME OF .Hour Month, Doy, Year

INJURY a.m.

p-m.
20d. INJURY OCCURRED 20e. PLACE OF INJURY (a.g., inorabouthome,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE ATD NOT WHILE D farm, factory, street, office bldg., etc.) i
WORK AT WORK )
21. | attended the dececsed % 4 “ ., to ond last saw h " alive on eh‘& % ‘é %
and to the best of my knowledgd, from the cadies stated.

»

22a. SIGNATURE

g(DéZormle) 77 d ﬁgonsss 2

=

23b. DATE

| 4/5/1958

23a. BURIAL, CREMA

REMV& ISp.cl )

24. FUNERAL DIRECTOR ADDRESS

Hayes Funeral Home,Shelbina,Mo,

23c. NME OF CEMETERY OR CREMATORY

Shelbina Cemetery

c311*‘:!2!.1)1

ATE RECD. BY LOCAL REG.

4‘2 7/85F

23d. LOCATION {Clry, town, or county}

(Shln)

gGISTRAR'S SIGNATURE

{Licensed Embalmer’s Statemunt on Reverse Side}
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STATEMENT BY LICENSED EMBALMER
I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed
DY M@, OF DY it s sr s e tsneis s i v v sarare st r e ba s rnsenns +» Student Embalmer No. .....c.cccoevennen
working under my personal supervision
Student .ooeiiii e ne e Signed
Signature of Student Embealmer
Licensed Embaimer No.......... 1 .........
P. 0. Address...Shelbina, Mo
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. .~ T
If this body is not embalmed, fact should be so stated above.
. . . -
1




