THE DIVISION OF HEALTH QF MISSOURI
elfere STANDARD CERTIFICATE OF DEATH B NUM@F&*’SS“"
1/

Public .
Service F”_ED JU L 8 ]958""“'"‘“‘. District No. / 70 Primary ch!snahbﬂ DISHIU No. 3_4..433 _________ Reglsfrnr s No. No.___ 2 0 & .
1. PLACE OF DEATH 2. USUAL RESIDENRCE (Where deceased lived. |i institution: Res:i'dqncg be_fore
300 a. COUNTY a. 5TAT, . TY admi s sto
1-57 Laciade f13 98 ourt e
= b. CITY (lf cutside corporate limits, give TOWNSHIP only) Inside Limits c. CIOTRY Inside Limits
TOWN I.ahan Yes qN" O TOWN Tharia Yes m’—D
¢. FULL NAME OF {If NOT in hospital, give location) | Length of stay in 1k d STREET (If outside, give location) Reside on Form
HOSPITAL OR &6 ADDRESS Yor [] No[]
INSTITUTION Imgﬂ_ﬂu;s-ing_ﬂoma 6 yr o -— o o
3. NAME OF DECEASED First Middle Last 4. DATE Month Day - Year
(Type or print) OF
Woxie Cleon Wilsen DEATH  June 29, 1958
5. SEX %COLOR OR RACE| 7. wARRIED[ ] NEVER mARRIED[ ] 8. DATE OF BIRTH 9, AGE' {.'.':.E;;",I Z:Jﬂ::ﬂen ;::AR l:ol::DER 21:‘125.
d Female ;| White woowe®€]) o oworce(]| Jan 14, 1887 7T | |
E 10a. USUAL OCCUPATION (Give kind of wark done | 10b, KIND OF BUSINESS OR 11. BIRTHPLACE (Cify and state or country} 12. CITIZEN OF WHAT COUNTRY?
= mosr of worl o, aven il retired) INDUSTRY
. Wit - Iberia, Mo O USA
; 13a. FATHER'S NAME 13b. MOTHER®'S MAIDEN NAME - 14. NAME OF HVU’SBAND OR WIFE
. Alex Smith Adaline Bend James G. Wilson
2 15. WAS DECEASED EVER IN U. 5. ARMED FORCES? 16, SOCIAL SECURITY No. 17. INFORMANT Address
% {Yes, ngmwn) (I yos, glve war or daotes of service) Be I‘yl Whi tt ]-e I beri& . Mo
z 18. CAUSE OF DEATHAEnMr only one cause per line for {a), (b}, and (c).) INTERVYAL BETWEEN
S PART | DEATH WAS CAUSED BY: \ -~ ONSET AND DEATH

IMMEDIATE CAUSE {a} T rwgas

- — [N
DUE TO (b} W P, oy
DUE TO (<) Y200

Conditions, if eny,
which gave rise 1o }

gbove cause (o),
stating the wnder-

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

F4 lying cause lost
- E PART li. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the termingl dissass condition glven in PART | {4} 19. WAS AUTOPSY
£ h] ' C PERFORMED? .,
< T YES[] NO W
- 2| 200. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART Il of item 18.)
= w
I = = N =
o ‘; 2c. TIME OF Hour Month, Day, Yeah
2 i INJURY  om.
] X T pim.
E 20d. INJURY OCCURRED 20e. PLACE OF INJURY (e.g., inor abouthome,| 20i. CITY, TOWN, OR LOCATION COUNTY | STATE
- \\"HILE ATD NOT WHILE D . farm, factery, street, office bldg., etc.)
> AT WORK
E .o 21. | attended the deceased from w I ‘i “ .o 6 - 2, i - é 8 ond last suwr’mallv. on L) ~ ) }?.- S—&
- Death eccurred of ! o485 - A m on the date stated above; end to the bast of my knowledge, from the couses stated.
§ 220. SIGNATURE {Degree m 22b. ADDRE M 22c. DATE SIGNED
5
: WMJ _ o Ve bsro 7-2-5X

23b. DATE 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION {Clty, t€wn, or caunty) {State}
Iberia, Mo Iberia, Mo

25. DATE RECD. BY LOCAL REG. | 26. REGISTRAR'S SIGNATURE

berie, Mo 7- 3 - 752 | plettan A’”-Ma;/

on Reverse Side}

. BURIAL, CREMATION,
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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
By ME, 0L BY i et r e rn et .» Student Embalmer No. ............c.......

working under my personal supervision,

Student oo eer e e
Signature of Student Embalmer

Note: 'The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failuré
to comply thh the above constitutes grounds for revocatlon of l:cense) Ao
1f embalmed‘by a STUDENT he also shall sxgn in hi5 OWN handwriting, NN

If this-body is not embalmed, fact should be so stated above - 3 : .
o mrirrsval gereT Dozl omool Ll

* oy Fer s
LRLTr



