Health, - THE DIVISION OF HEALTH OF MISSOURI "“",,,,,,,,",58_,:_{11?5_51; ------

Welfare F”_ED AP STANDAR CERTIF|CAT! OF DEATH STATE FILE NUMBER
Public
S:rvic- R 2 4 ]95_&;,,,5,;0,,' District No. g y ﬂ Primary Rgglsrrunon Dlsmct Na._ 5_?53._._-_ Regi:truriﬁ _______ Q _Z_ ______
1. PLACE OF DEATH L 2. USUAL RESIDENCE (Where deceased lived. Mf institution: Residencs before
a. COUNFY -St-—~Roberts 7 l s L { o STATE Miggourl b COUNTYPy]asit™= "/
1'5? b. CITY (If outside corporate limits, give TOWNSHIP anly) Inside Limits c. Cgl;;( 0 2 Inside Limits
4 O[ om St. Roberte Yor Bl e O rom  St. Koberts S | vl %O
¢. FULL NAME OF (If NOT in hospital, give location) | Length of stay in 1b d. STR%E-_E.S (If outside, give locotion) Reside on Farm
HOSPITAL OR ADDRE
| INSTITUTION 9 mos. Yes [J Ne[ ]
3 (NTAME OF DE)CEASED First Middle Last 4. DA"EE Month Day Yeoor
ype or print 0
' Jacob Wike pearw  April 17, 1958
5. SEX 6. COLOR OR RACE 7 waRRIED T NEVER MaRRIEDE] 8. DATE OF BIRTH 9. AGE (In years JF UNDER i YEAR| IF UNDER 24 HRS.
i ha Hi Min,
male 0 white wioowen (¢ /) _pivorceo[] Jan, 1,1866 g fjrihder) [Mombs | Daye | Hours I '
105. USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (City and state or country) 12. CITIZEN OF WHAT COUNTRY?
3 Y
meP T T e LEY & min1 ST EF North Carolina |/ USA
13a. FATHER'S NAME T‘ .. 13b. MOTHER'S MAIDEN NAME 14. NAME OF H‘U’SBAND OR WIFE
Miles Wike . Sarah.Ex.8etzer Jesasle Wike
15. WAS DECEASED EVER IN U. 5. ARMED FORCES? 18. SOCIAL SECURITY NO.| 17. INFORMANT Address
{Yas, no, nk HI{ , give war or dates of service) T
a3, 1o, or v nqvmlliiaa . N no Mabel Civj'lﬁltto wmﬂ

INTERVAL BETWEEN

18. CAUSE OF DEATH {Enter only one couse per line for (a}, (b}, and (c).)
ONSET AND DEATH

PART |. DEATH WAS CAUSED BY:
IMMEDIATE CAUSE (a)

i
Conditiens, if any, DUE TO (b - -
which gave rise 10 B
obave :;uu {a), }
tating 1 drs
Toing covwe lear.  DUE TO (c) L2 X
PART ). OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the terminal diseass condition given in PART | (a} 19. ggg’?gg&ggg
YES[) NO[]

20a. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART I or PART I| of item 18.)
0 (] a

20c. TIME OF _Hour Month, Day, Year
INJURY a.m.

MEBICAL CERTIFICATION

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

Doctor, coroner, etc. must use only stondard nomenclature in item 18. No symptoms will be listed.

All diseases in Port | must be causally related.

p.m.
' 20d. INJURY OCCURRED Ae. PLACE OF INJURY (e.g., inor abouthome,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE

WHILE ATD NOT WHILE n farm, factory, straat, office bldg,, eic.)
WORK AT WORK

3} 21. 1 attended the deceased from (; ast 3 s to and last saw B alive on __ F,a&{‘ 1719 s

. ' . Death occurred ot _ﬂ!\l\ . m on the date stated cbove; and to the best of my knowledg8, from the causes stated.
e 0. wﬂ] (Dagreo or titls) 9/ 22b. ADDRESS - 22c. DATE SIGRED
/// £ 0. Mg . [ 41R-SK

23e. BURIAL, CREMATION, | 228 DATE 23c. NAME OF CEMETERY OR CREMATORY, 23d. LOCATION (City, tawn, or county) {Store)

REMOVAL, fy) -
BUr1g1 4/19/52 | Lane Femeterwy nlnui Ridge, Arksnsha

24 FWﬁ 25 DATE RECO. BY LOCAL REG, | 257,AEGISTRAR'S
geg Funeral Udme Waynesvillle, Mo 7 ~/6-55]
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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 et st e s st erse e s aaai s .» Student Embalmer No. ..........c........

working under my personal supervision.

Strdent oiiiiii e e Signed
Signature of Student Embalmer

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).

~ ~ ,- . r

-If eémbalnied by a STUDEN’I‘ he also shall sign in his OWN handwntmg
If this-body is not embalmed, fact should be so stated above,

EY -




