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Doctor, coraner, etc. must use only standard nomenclature in item 18. Mo symptoms will be listed. All

diseases in Part | must be cosually relatad. Caroner cannot certify to a death due to notural causes.
USE ONLY BLACK INK OR RIBBON TYPEWRITE |F POSSIBLE

.
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THE DIVISION OF HEALTH OF MISSOURI
STANDARD CERTIFICATE OF DEATH

..360

FILED JUN 17 ]gsgagis'.u-ion Distriet No. ..

Primary Registration District Ns. ...amé..m

STATE FILE NUMBER

.. Registrar's No. .,1.11..;....._..

1. PLACE OF DEATH

2. USUAL RESIDENCE {Where deceased lived. Il institution: Residence Iz-f‘or-

(Yes. no.or unknown | (IS yeo, pive wor or dates of service)

« county Vernon o STATE J{ggouri COUN"Vernon “")‘“i""’
b. CCI"LY {If cutside corporate limits, give TOWNSHIP only} | Inside Limits c. CgLY N Inside Limits
TOWN Nevada Tesgl Ne toww Bronaugh //2 27| veo Nep
- sg;h?:lf‘%g’: (1f NOT inhaspital, givelocation)|Length na:;!ay |‘ Ibs d. STREET (Lf outside, give lacarion) Reside on Form
wstitution Belcher Nursing|Home '4 ADDRESS Rural YesB Nem
kN ::g‘l‘:lr First Middie Laat 4. DATE Month Day Year
o . . -
(T4pe ar print) Charles William  Wilker sars  June 10, 1958
5. SEX 6. vc:}non OR RACE 7. maRRIED ] WEVER MARRIED []| & DATE OF BIRTH IQ. ?ﬁﬂfﬁ'fﬁ'&i}’)’ ;:un::::n 1Dvun 1r]:mn:n z;uns.
\ . on, s urs in,
Male pe)) whbte winowen 1] :i pvoreeo 10t , 27 863 94___
-[10a. usuAL occuPATION (Qive kind of work done | 106. KIND OF BUSIMESS OR INDUSTRY |11, BIRTHPLACE (Cityorund necrt 12, CiTIZEN OF WHAT COUNTRY?
during most of working life, even if retired) Ia 155 U. r
Rétired Farmer Farming St. Charles County U.8.A. .
13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME
Henry Wwilker Mary Lambrook
15, WAS DECEASED EVER IN U.S5. ARMED FORCES? 16. SOCIAL SECURITY NO.|17. EINFORMANT Addreas

stating the under-
Iping cause last,

BUE TO (€) Refused medical Attentn.on

no none |Mrs. R. L. Linn Bronsaugh, ilissouri
18, CAUSE OF DEATH [Enter only one cause per line for (), (D). and (c).] - . . I:;TER¥AL gz'rw:_rz:
PART |. DEATH WAS CAUSED BY: ) NS
R ot v @ _ COTORAYY occlusion feU HMiniys
Conditions, if sny. | pue To () __ Gene ralized arteri osclerosm ~ |wars
ol A :

42.0 |

-
Death occurred at

F4
o - PART I1,- OFHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO YHE TERMINAL DISEASE CONDITION GIVEN IN PART I{a) 19. WasS AUTOﬁéY—/
= PERFORME
3 ves [J note)
E 20a. ACCIDENT SUICIDE HOMICIOE | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part I or Parl 1] of item 18.)
& O a O V
5] ==
- 20¢. TIME OF Hour  Month, Day, Year
] INJYRY a. m.
E -p. m.
E | 20¢. INJURY OCCURRED 20e. PLACE OF INJURY (e. g., in or ahout home, | 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT [] "OTwHiLE Jarm, factory, street, office bidg., elc.}
WORK AT WORK
21. I attended the deceased from === "= —==m=ww (o e T T == &nd last saw ;:::; aliveon === =~ = ==

mon t‘lbp/éata stated above; and to the best of my knowledje, from the causes stated.

¢e or title)

J

) & S T

R45as, 27

232, BURIAL, CREMATION, ] 235, DATE Z%. NAME OF CEMETERY OR €

BuPTyr™™ " |6 /13/%

Horsley Cemetery

22b. ADDRESS 22, DATE SIGNED
— [
) Dno- L11-'5%
REMATORY 23d. LOCATION (Cily, town, or county) {State)
Bronaugh ais som'.'i

24. FUNERAL DIRECTOR ADDRESS

Eichinger Funeral Home-Nevada, lip.

25. DATE RECD. BY LOCAL REG. GISTRAR'S SIGNATURE
b—/H4~]958

(Lleanud Embalmer’s Statement on kevcru Sld.)




STATEMENT BY LICENSED EMBALMER
|

. . . 1

1 hereby certify that the body whose name is recorded on the reverse side of this certificate was e
__— |

L e . - P R P , Student Embalmer No......... .

working under my personal supervision..

Student.....cooriiriiiir it e Signed....lx
Signature of Student Embalmer

Licensed Embalmer No..s.X ‘
L e o .. S - P. O. Address )&W@&/

. : \
Note: The above MUST BE SIGNED BY THE LICENSED EMJ}ALMER in his OWN HANDWRITING {F
. to comply with the above constitutes grounds for” revocatmn of license),
If embalmed by a STUDENT, he alsc shall sign in his OWN handwnting.
If this body is not embalmed, fact should be so stated above.

I . . T

- -



