THE DIYVISION OF HEALTH OF MISS0URI

wolth, 8_020952
e STANDARD CERTIFICATE OF DEATH G
ublic e
prvice ILED JU L 7 19539isfra!ion District No. 42 Primary Reg.islruliop Diserict No. 1000 Registrar's No..__-_____6__9._._]:_..“....-
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. !f institution: Residence befsre
00 o COUNTY Buchanan * STATE Missouri  » ©NNTY pychan$fi*')”
~57 b. CITY (If autside corporate limits, give TOWNSHIP only} | Inside Limits <. CIOTRY P) }’ Inside Limits
Toun St. Joseph Yos k] Nol ] TOWN St, Joseph 0 YesfX] Ne(]
c. Fgls-é’-l‘FAS%gF {IFNOT in hospital, give location) | Length of stay in 1b d. S-IT)RDE\’E-ES {4 outside, give location) Reside on Form
H A . A E
) insTITUTIoN Mo. Meth. Hosp. life 1950 Mneller Ave. Yes [J] Nofx]
3. NAME OF DECEASED First Middle Last 4. DATE Maonth Doy Year
{Type or print) OF
CHARLES H. COURT peatH  June 27, 1958
5. SEX 6. COLOR OR RACE| 7. MARRIED [ NEVER MARRIED[ ] 8. DATE OF BIRTH 9. AGE (In ywors JFUNDER 1 YEAR] IF UNDER 24 HRS,
- A -l 14 1902 56lual birthday) | Months { Doys Hours Min.
male white wioowen[ ] | oivorceo[]] pri R
100, USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (City and state or country) 12, CITIZEN OF WHAT COUNTRY?
during most of working life, sven if retired) INDUSTRY é SA.
Credit Manager Wholesale Grocery Lo. St. Joseph, Mo. U

13a. FATHER'S NAME

Willjiam Court

13b, MOTHER'S MAIDEN NAME

Grace Gabbert |

14. NAME OF HUSBAND OR WIFE

Leona NefT Court

w
2 | 13- WAS DECEASED EVER IN U. 5. ARMED FORCES? 16. SOCIAL SECURITY NO.| 17. INFORMANT Addrass
Sl (Yeu, no, K If yos, war or d f sorvi .
gy e e g e e o)1 491-09-9479  Mrs. Charles Court,3350 Mueller,St.Joseph,¥a
a t8. CAUSE OF DEATHAEmer only one cause per line for (a), (b}, and (c}.} INTERYAL BETWEEN
w PART I. DEATH WAS CAUSED BY: i - ONSET AND DEATH
w IMMEDIATE CAUSE (a) o Cantutd d‘-cﬂ"'—?"“‘” —)w
=
£
&' Conditions, if any, DUE TO (b) a-‘—‘( \
t w:‘::h gava rln‘ I)o }
a 'Y® COVEe al,
=z tatl he under-
glz bring covae lasr. DUE TO te) k“e""""" QJ‘JZ Co 5 ¢
; S HFE PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING T0 OEATH hut ner ralared 1o the terminal disesse condition given in PART | {a) 19. WAS AUTOPSY
i b _ , PERFORMED? J
- 527/ YESP NO[]
- % 2| 200. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART Il of item 18.)
— = w
] o o U
S SNS[20c. TIMEOF How Month Doy, Yeor
£ D a INJURY a.m.
§ : F3 p-m.
€ % 204d. INJURY OCCURRED 20e. PLACE OF INJURY {e.g., inorabouthoms,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
. W \VHILE ATD NOT WHILE Im farm, .ctory, strees, office bldg., etc.)
g AT WORK
-E- 21. | attended the deceased from _Jo — LG = % [ 4 ., 1o C-17-5 ] and lost 'uw‘ti.:'eliuon ‘é -13- 37
H Deoth occurred ot 9: 403.- m on the date stated above; and to the bast of my knowledge, from the causes stated.
,g HcyRE {Degree or “’I.,Q D 22b. ADDRESS ¢, DATE SIGNED
3
z Gty Y ey, 222 P02 St kS [l b | 6-23-5P
i 23a. BURIAL, CREMATION, | 23b. DATE 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION {City, town, or county) {State)
id REMOYAL iSp.:ifn . T :
' buria 6/30/1958 Memorial Park Cemetery St. Jogeph, Missouri

4. FUNERAL DIRECTOR

ADDRESS

St.Joseph,Mo,

2s. DATE RECD. BY LOCAL REG.

Qm.w/vra?

26. REGISTRAR'S SIGNATURE

4 Embal

(Li

+ on Reverss Side)




STATEMENT BY LICENSED EMBALMER

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

BY ME, OF BY oo e et e et e e e s e e , Student Embalmer No. ..........c.c....n.

working under my personal supervision.

Student .oociieiiiiiiii e eas T L=y T U
Signature of Student Embalmer

: Licensed Embalmer No....................c.
P. O. Address.........cooevveviiieinininnninnns

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 signa in his OWN handwriting.
‘3 : CIf thi bodﬂs‘ not emhalmed, fact should be so stated above.
. oy P oaRt eI <
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