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USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

All diseases in Port | must be causally ralared.

FILED APR 21 1958

THE DIVISION OF HEALTH OF MISSOURI

S'I'AN&A&D (ERTI}'ICAT! OF DEATH

aglslrcmon District No,

Primary Reglshunon District No. ____1_____(_)__9_

e B—013202

STATE FILE NUMBE,

SO Raglnmr s No.. .

101

1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before
a. COUNTY Buchanan o STATE M4 ssourd b CONTY  Buc 10112,
b. CIOTY (If outside corporate limits, give TOWNSHIP only) Inside Limits e. CITY Inside Limill/&)
TO\EIN 5t. Joseph Yes [1 Ne ] 7 TgﬁN st. Jose rh Yes{/] Mo
c. Egls-l!-'-l']b":r%g': (1f NOT in hospital, give location) | Length of stay in 1b d. STREET (if outside, give location) Reside on Farm
ADDRESS
iNsTiTUTION St Joseph's Hosp. 40 yrs. - 217 So. 18th St,. Yes [J No [f)
3. NAME OF DECEASED First Middle Last 4, DATE Month Day Yeor
{Type or print) oP
CHARLES EVERETT FOSTER SR . DEatTH April 12 1958
5 SEX 6. COLOR OR RACE| 7. é 8. DATE OF BIRTH 9. AGE (In F UNDER | YEAR] IF UNDER 24 HRS.
MARRIEDY JNEVER MmarrIED[ ] . yaors
thday) | Menths | Dea: Hour: Min,
Male 0 White wipowen[_] \ owvorcen[ ] Sept- . 10, 1848 6‘; birthder) ! i *
e USUAL OCCUPATION (Give kind of wark done | 10b. KlND OF BUSINESS OR 11. BIRTHPLACE {City ond stote or country) ﬁ{I) 12. CITIZEN OF WHAT COUNTRY?
ing most of ing life, aven if retired) USTRY
Re%ired ba.i f Mercer County, Missourdi US A
13a. FATHER'S NAME 13b. MOTHER*S MAIDEN NAME 14, NAME OF H(U'SBA.ND_ OR WIFE
Marcus Lafayette Foster Sarah Fugua Mrs. Mary Emma Foster
15. WAS DECEASED EVER iN U, 5. ARMED FORCES? 16. SOCIAL SECURITY NO.| 17. INFORMANT Address 23-7 SO. lath St‘
Y ne, o unk If yas, give wor or w2 of servic
TR o e ¢ e @ ot ) | 500-14=5872 |Mrs, Mary Emma Foster St. Joseph, Mo,

PART I.

18. CAUSE OF DEATH (Enter cnly one cause per line for (a), {b), ond (c).}

DEATH WAS CAUSED BY:

INTERVAL BETWEEN
ONSET AND DEATH

Ink.

IMMEDIATE CAUSE () ___Cardio Vascular Renal Disease

Hypertensive Heart Disease

Unk,

Death occurred of

23 50P

Conditions, if any, DUE TO (b)
which gave riss to }
chove cavss {a),
tating the whd
s l‘yingn'ccu:oula:: DUE TO (<) qqax
- PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH bwt not related to the terminal dissase conditien given in PART | (o} 19. WAS AUTOPSY
b PERFORME 02—-
o YES[] NO
e | 20a. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART I of item 18.)
w
u O O ]
S| 20c. TIMEOF .Hour Manth, Day, Year
o INJURY a.m.
3 p.m.
2d. INJURY OCCURRED 20e. PLACE OF |N.|URY(G? . inor gbout home,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE ATD NOT WHILE 0 farm, foctory, street, oftice bldg., etc.)
WORK AT WORK
21. | attended the deceasod fom __1/9/58 o _11/12/58 ond last 30 oliveon_11/11 /58

m on the date stated above; and 1o the best of my knowledge, from the couses stated.

220. SIGNATURE fz :

gree or title)

D74 0

10th & Olive,

22b. ADDRESS Soclal Welfare “oard

22e. DATE SIGNED

L/12/58

23a. BURIAL, CREMATION,
REMOV AL (Specify)

73b. DATE 2%c. NAME OF CEMETERY OR CREMATORY

J-/'-/é -G8 Memorial Park Cemetery

234. LOCATION (City, town, or county)

St., Joseph

{Steta)

Missouri

UNERAL ‘DIjCTDR

26. REGISTRAR'S SIGNATURE

ADDRESS 25. DATE RECD. BY LOCAL REG.
7 &"{éz,,(, 8t., Joseph,Mo
7 ’

Moo 16Cp i (6,07 5F
(Licensed Embolmer’s Statement on Reverse Side)




__ STATEMENT BY LICENSED EMBALMER

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

«» Student Embalmer No. .....c...cevneee

BY M, OF DY it rer s e e e s e s e st e a s neaes
working under my personal supervision.

L] ATT L= ¢ | PP
Signature of Student Embalmer

Ndte: 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).
- 1f embalmed by a STUDENT, he also shall sign in his OWN handwriting.
If this body is not embalmed, fact should be so stated above,

r .
RS . .




