wlth, THE DIVISION OF HEALTH OF MISSOURI 58 _01 3319

EReTETYOW

W;ll.fnrc FILEB APR 2 1 1958 STANDARD CERTIF'(ATE OF DEATH . STATE FILE NUMBER
ublic
wrvice Registration District No. 2 Primary Re_!inralion District No._l___.a_.o__(.] ______ Regisrrur’s Na.__ & 1 O __5 _____
7 1. PLACE OF DEATH 2. USUAL R CE {Wh coased lived. |f institut Resid bef
0 o COUNTY Buchanan LTI S SUFer e iy Mac on adn ’.'s‘ﬁfz}) /°"[ {
-57 3/ b. CITY (If cutside corporate limits, give TOWNSHIP anly) lnside Limits c. CITY Inside Limits 0
TgﬁN St Jo Beph Y"E Ne [ Tgﬁ’N Macon Yes{ ] No[]
c. }I:gls.PLI;l:'l:\E OF {lf NOT in hospital, give locuhoé Length of stay in 1b d. S-II:JRERE:'ES (I ourside, give location) Reside on Farm
ADD
HosenS8tate Hosp {tal#2 | 26 years Yes [J Mo [
3. NTAME QF PE)CEASED First Middle Lost 4. DATE Month Day Yeor
{Type or peint OMA LEE KEISTER pearn April 14,1958
5. SEX 6. COLOR OR RACE| 7. 8. DATE OF BIRTH 9. AGE (In ysars DFUNDER 1 YEAR] IF UNDER 24 HRS.
MARRIEGE NEVER MARRIED[ ] {Iny
femele \ white wooweo[] | oworceo[] Pet,19,1894 6 Ao birrhday) [Hanths iDuyl Fours J Wi,
10a. USUAL OCCUPATION (Giva kind of work done | 10b. KIND DF BUSlNIESS OR 11. BIRTHPLACE {City and state or country} 12. CITIZEN OF WHAT COUNTRY?
during most of warking life, even if retired) INDUSTRY 0 U S A
rione none Missouri e
13a. FATHER'S NAME 13b. MOTHER®S MAIDEN NAME 4. NAME OF H_UsBAND OR WIFE
William Lee Jones Iola Mae Poore Carl ,Keister
g 1S. WAS DECEASED EYER IN U, 5. ARMED FORCES? 16. SOCIAL SECURITY NO.| 17. INFORMANT
g [ 7 mqmhee| OF vos aive v audatga of aervic) none Records,State Hosp it al#z St.Jos eph
2 18. CAgSAER.?Ii Dgg;?d%;nesréglﬁso&!s gc:;:sa per line for {a), (b}, and {c).} |NTER¥AL BETWEEN
L . A H
w WMEDIATE CAUSE (0 Mesentrie Thrombosis . HeaAY
&
=
o Condltions, if any, DUE TO (b} H,vpertens ive Heart Disease 5 Yy ears
= which gave rise to
Ll abave cavse {a),
gl beiag “covee. tamn. } DUE TO (o) Recovering from recent hip fracture 3 months
- =) |~ PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but net reloted 1o the termingl dlsssss condition glven in PART ) (a) 19. WAS AUTOPSY
e = PERFORMED 2awi—
< &)= YES[ ] NO
- X 21 20 ACCIDENT SWICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. {(Enter nature of injury in PART 1 or PART [l of item 18.)
= Zfuw
2 sls 0 d o
E j ;:' 20¢. TIME OF .Hour Month, Day, Year
4 @ ga INJURY  am.
‘g L‘ B3 p.m.
E Z 20d. INJURY OCCURRED 20e. PLACE OF INJURY (0.g., inorabouthome,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
:..: w WHILE AT NOT WHILE 1 farm, factory, street, office bldg., etc.)
E =1 WORK F:jA'I'\'IORK L
E 21. | ottended the deceased from Dec .1957 , to April l4.195r8|nn iuﬁivem API‘I.L J"‘*"L‘dsu
5 Deoth occurred at 5 H 00 a : m on the date stated obove; and to the b#3t of my knowledge, from the causes stated.
- Wﬂ/ 4] 72b. ADDRESS Mo, |z le:TE SIGNED
-1
z %% P W}D State Hospital#2,St.Joseph |*
23a. BURIAL, CREMATION, | 23b. DATE 23:. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (Clyy, tewn, or county) {5tate)
REMOVAL {Sng<ify)
/ emoval = |April 14.19%8 Bevier,Missouri
. 24. FUNERAL DIRECTOR ADDRESS 25 DATE RECD. BY LOCAL REG. 16- REGISTRAR'S SIGNATURE

Bocorars St.J08eD0,Y0.|Loifliy /959 | D4brr Sorh Lol

{Licensed Embaimer’ s Statement on Reverse Sida)




8561 23 yqy

" STATEMENT BY LICENSED EMBALMER

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

DY M, OF DY ottt e e ee e e b s e s rr i aaseasbaaearesann , Student Embalmer No. ...................

working under my personal supervision.

Student oo s Signed m”( AT 7 .............

Signature of Student Embalmer

. . . . Ltcensed Embalmer No..
- P. 0 Address .-WOVM

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 @ STUDENT, he also shall sign in his OWN handwriting.

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

& .




