THE DIVISION OF HEALTH OF MISSOURI

- Mo-390 STANDARD CERTIFICATE OF DEATH H8-013081

., 10.48 F“.ED ApR 2
BIRTH KO. 2 ]958 REG. DIST. No.4_rmumv REG. onsr.w,g;,;rcr',nn

. 003_0 I. PLACE OF DEATH 2. USUAL RESIDENCE (Where ,fomud lived. 3! Inetitution: residence before
\ ™Y Andrew »STWE Missouri — »couNT Andrew sz
b. CITY (If cuteide ecorpurate limits, writs RURAL snd give ¢. LENGTH OF c. CITY 4. 1s Basidencs within hots ,,()
OR " \ d o OR .
10W8  Bolckow weetie!) JAY Gl 1Sin Bolckow e TR
d. FULL NAME OF (H not in hospital or institution. glve strect address or losstlon) o STREET {1f rursl, give location)
ADDRESS
TNerTaTIoN Family hone .none
3. NAME OF 8, (Firsty b. (Middle) c. {Last) &. DATE {Month) (Day)
DECEASED - DAT ¥)  (Year)
( Twpe or Print) MYRTLE BURCHETT DEATH 4 12 58
5. SEX 6. COLOR QR RACE | 7. MARRIED, NEVER MARRIED, 8. DATE OF BIRTH 9. AGE (Io years| Ir unptr 1 YEAR | o UnDER & M,
[% \ WIDOWED), DIVORCED (Specity) Last birthday) | Montis , Days | Hours | Min.
emsle White Widowed z/28/94 T |
10a. USUAL OCCUPATION . of = 10b. KIND OF BUSINESS OR IN- | 1. BIRTHPLACE < -
% i me g U, evan I recinad) | DUSTRY (City aad State or Foraig(@uncey) | 12 SITIZENOF WHAT
Housewite Own home Bolckow, Missouri |
: 138, FATHER'S RAME 13b, MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR ¥iFE
' James Jackson Ore Silvers _ ___ _ |Charles Burchett, dec.
' I15. WAS DECEASED EVER IN U.5. ARMED FORCES? | 16. SOCIAL SECURITY { 17. INFORMANT'S SIGNATURE OR NAME ADDRESS
: (Yes, no,or unknown} | {If yes, klve war or dates of service} '8
| no 495-18-9959 [Rey Burchett, St. Joseph, Mo,
18. CAUSE OF DEATH MEDICAL CERTIFICATION |gpl|'Eg¥»:!igEggEEH
Enter onl i. DISEASE OR CONDITION + + TH
e ot | 'bIRECTLY LEADING To DEATHey, _ 1TyOcardial Infarction 36 hours
ANTECEDENT CAUSES
*This does nol tiean 4 2 N * o !
the mode of dping, vuch | Mortid condlions, §f any. gining DUE TO (8) Arterio Tsclerot ic hf:art.dls 3 wzeks
as hear! foflure, asthenia, | 7ite (0 the abooe cause (o) fating eage wlth c Ong e gt dve failure
de. It meana the dis- | e underlying cause last.
DUE TO (¢}

ease, infury, or complica- .
tion which caused death, | 11. OTHER SIGNIFICANT CONDITIONS

Conditions contributing to the death dut nof
reloted o the diaeaee o1 condition cauring death.

19a. DATE OF OPERA- | 19b. MAJOR FINDINGS OF OPERATION 20, AUTOPSY? '2
TION
- 4200 ves [ Noﬂ
21a. ACCIDENT (Bpecity)’ . 21b. PLACE OF INJURY teg. inersbont | 21c. (CITY, TOWN, OR TOWNSHIP) (COUNTY) (STATE)
SUICIDE N [ I hotde, farts, factory, street, ofSee bldg..st0.)
HOMICIDE -
N 21d. TIME (Montk) (Day) {(Year) (Houn 2le. INJURY OCCURRED | 21f. HOW DID INJURY OCCUR?
WHILE AT NOT WHILE
INJURY WORK AT WORK
r—l
- 2. I 'hery cerlgfy !hat I auendedt ¢ deceased from 4-11- 19‘38 , lo Apr. 13 . 19&, that I last saw the deceased
': ahr: _ nd thal deatl?qccurrcd atQds em., from the couszes and on the dale slaled above.
C) / {Degren or tit 6 Z3b. ADDRESS Z3%. DATE SIGNED
M Savannah, Missouri 4,-15-58
u NBFLiIERMl A\II'- CREMA- | 24b, DATE 24c. NAME OF CEMHERY OR CREMATORY 24d. LOCATION (Olty, town, or county) (State)
(Spwally}
i 4/16/58 _Barnard Barnard, Missouri
DATE R.B:? g@ REGIST, 2. FUNERAL DIRECTOR'S S1GNATURE ADDRESS
a+Jt» Price Funeral Home, Maryviile, Mo.

Q\S WRITE PLAINLY—USING UNFADING BLACK INKE—MAKE A PERMANENT RECORD

(Liceriged Embalmer's Ststement on Reverse Side}




e ——— e —
STATEMENT BY LICENSED EMBALMER

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

by me, or by ..... et eemeseeeaseneeeeneeoasnsssmamsaseatamanecioseeinaversnrasanas Ceeinnas » Student Embalmer No.............

working under my personal supervision..

Student ... ..o s Signed.. .. L T T e
Signature of Student Embalmer (A
Licensed Embalmer NoL,LJ-
N/
P. O. Address /. /[ £t . 7

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Fai

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¢ this body is not embalmed, fact should be so stated above.

-



