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- 3. NTAME OF DECEAEEis' First Middle Last 4, DATE Menth Doy Year
{Type or print) QF
vRe st CHARLES MAUGUST MARTIN peatH May 28 1958
5. SEX 6. COLOR OR RACE{ 7. 8. DATE OF BIRTH $. AGE (In yaers JF UNDER | YEAR] IF UNDER 24 HRS.
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armer Quaker Missouri ) USA

13a. FATHER'S NAME

James Martin

13b. MOTHER*S MAIDEN NAME
Mary Agnes Ivy

17. INFORMANT

Martha Martin,

14. NAME OF HUSBAND OR WIFE

Martha Martin
Ironton Mo. Rt. # 1

15. WAS DECEASED EVER IN L. §, ARMED FORCES?
{Yes, no, offinbnqwn}l {If yes, give war or dates of service)

16. SOCIAL SECURITY NO.
no

2.30 P .M,
?ATZ j‘ Z (chrea or title) ;

}35. DATE
5=31=58 [fiddlebrook Cemetery
24. FUNERAL DIRECTOR ADDRESS

White Funeral Home, Ironton Mo,

Death occurred at m on the dure stated above; and to the best of my knowledge, from the cavses stated.
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PO Bismarck, Missouri
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23a. BURIAL, CREMATION,
REMOVAL (i.cam

23d. LOCATION (City, town, or county)

Middiebrook Mo,

25. DATE RECD. BY LOCAL REG. | 24. REGISTRAR'S SIGN.

Yna 31 1958 Ecther WL—M%/
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STATEMENT BY LICENSED EMBALMER

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

by me, or by ...ooiiiiiiiiiiiiees fetrerevianeatratatereansetrreteararraststareneraresannrnns «» Student Embalmer No. .........ccvuvnenne

working under my personal supervision.

Student .eeerereeennn... rerareeritrereaiin s e e rees
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).

If embalmed by a STUDENT, he also shall sign in his OWN handwriting. .  _

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