. Heelth,
& Welfore
. Public

h Service

5. 300

THE DIVISION OF HEALTH OF MISSOUR)

STANDARD CERTIFICATE OF DEATH
Primary Registration Du'lnl:t Neo.. jagg _______

58—-035679

STATE FILE NUMBER

Registrar’s No. __ %~ _______?_ ______

U 5 1Qq%ﬂis!ru!ioq Di"'iC?No. / 7

o

FLACE OF DEATH '~ ¥ % 7
¢ CeiYoallaway

2. USUAL RESIDENRCE (Where deceased lived. If institution: Residence hafore
a, STATE MiSSOuri b. COUNTY cole admissj,

|' 1-57 b. CITRY {I autside corporate limits, give TOWNSHIP only) Inside Limits <. CBTRY Inside Limits
o Fulton Yes el Mo LJ om Jefferson City Yer3 Mol
<. Fth{:lAt\%gF {If NOT in hospital, give location} | Length of stay in ib D’\g TREET {f outside, give location) Reside on Farm
HOSPITA ADDRESS
wsTTuTioNn St Hospital No.l 5yr S5mo State Prison Yos [ No[]
3. NAME OF DECEASED 4 Firss Middle Last 4. DATE Month Day Year
{Type or print) . . OF
Charles William  McDaniel peath  October 23, 1958
5. SEX 4. COLOR OR RACE| 7. 8. DATE OF BIRTH F UNDER 1 YEAR| IF UNDER 24 HRS.
s MARRIED[_JMEVER MARRIED[ ] 9. AGE (In years 24
Male o White wiboweD . oworceo[] 2/6/1 872 &g birtheay) [Months TDaya ™ [ Fours l WMin.

104, USUAL OCCUPATION {Give kind of work done

10b. KIND OF BUSINESS OR

BIarksmitH- snd-Parper" ™

BIRTHPLACE (City and state or country) 12. CITIZEN OF WHAT COUNTRY?

Cass County A,. O U.S.A,

13a. FATHER'S NAME

13b. MOTHER®S MAIDEN NAME

Malon McDaniel

Hebecca Abrams

14. NAME OF HUSBAND OR WIFE

15.

{Yes, no,HHknqua, give war or dates of service)

WaS DECEASED EVER N U. §, ARMED FORCES? 15, SQCIAL SECURITY NO.

Unknown

17.

INFORMANT Addrass

St. Hospital No. 1, Fulton, Mo.

18. CAUSE OF DEATH (Enter only onse cause per line for (@), (b), and (¢c).)
PART 1. DEATH WAS CAUSED BY

IMMEDIATE CAUSE (a)

Arteriosclerotic Heart Disease

INTERVAL BETWEEN
ONSET AND DEATH

Generalized arteriosclercsis

Conditions, if any, DUE TQ (b)

which gave rise to }

above cause (g),

rasi he under-

Tring cavwe. lost. 7 DUE TO (e) Y200

PART 1l. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not

19. WAS AUTOPSY

reloted to the terminal diasass condition given in PART | {a}

MEDICAL CERTIFICATION

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

‘_G— All diseases in Part | must be causaliy related.

. . PERFORMED?
Chronic nephrlt is YES[] wNO [ 0
20a. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY QCCURRED. (Enter nature of injury in PART l or PART Il of item 18.)
0 O ]
20c. TTME OF Hour Month, Day, Year
NJURY  om.
p.m.
20d. INJURY OCCURRED 200. PLACE OF INJURY (e.g., inor abouthome,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE ATD NOT WHILE O farm, factory, street, office bldg., eic.)
WORK AT WORK
21 Xorrelild ihe wn _ May 5, 1953 .w oIS HINEROK X X XXX XHK
Death occurred ot : 05 A . M. m an the date stated above; end to the best of my lnow!:‘dge, from the causes stated.
bq. SIGNATURE {Degras or title} 27b. ADDRESS 4 ULTON, 22¢c. PATE SIGNED
( ]2 Zi&iﬁ:llq ¢ Hospi N g i i
f M. . State Hospital No. &; Kissouri 10/2/1958
L. CREMATION, | 23b. DATE 23c. NAME OF CEMETERI QR CREMATORY 23d. LOCATION (Ciry, town, o: county) {State)

Jo-2 6.8 F

DRESS

>

25. DATE RECD. BY LOCAL REG.

QL.2f- 1958

(Liceased Embalmer’s Statement on Reverse Side)

26. REGISTRAR'S S) ATURX
7



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 BY ittt et s s s s e e sa e ., Student Embalmer No. .............coceee

working under my personal supervision.

SHUAENE  vrerrererrrnriirrrnrerrrnsesranrnrierrnrmscssessanannes SIENEL ..iiiiiivercaererirrrrs i rr et s
Signature of Student Embalmer . :

Licensed Embalmer HOu oo ivesveerenes
P. O, Address ....ccvveniiiiiiiinnieciniaanan,

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.




