Heolth,

& Wellore

Public

 Service

300
1-.57

/

. NG symproms witl De (1sfed.

All diseases in Part | must ba causally related.

o
o

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

IﬂLED OCT 2 7 Igsagisfmrioq District No, __ pz.!i!,’_.___..‘...._,.__Primury Reg_;is'raﬁop DisrricLN_o-.___ﬁ‘:i_}f!

THE DIVISION OF HEALTH OF MISSOURI

o8-037198"

STANDARD CERTIFICATE OF DEATH

STATE FILE NUMBER

... Registrar's No /02.3

1. PLACE OF DEATH

o. COUNTY

2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before

Mont gomery e STATEMissouri b COWTYMont gomwey)
b. C:)TRY {lf cutside corporate limits, give TOWNSHIP only) Inside Limits c. chY . Inside Limits
1o Wellsville Yes (] No[] rom Wellsville Yes ) No[]
¢. FULL NAME OF (If NOT in hospital, give locatien) | Length of stay in 1b 0! STREET (If cutside, pive location) Reside on Farm
HOSPITAL OR 07 00 ApDRESS
INSTITUTION Kregel Street & Kregel Street You [] Nei]
3 (NTAME OF DE)CEASED First Middle Last 4. DATE Manth Doy Yeor
pe or print \ OF
T JOSEPH CHARLES LAWSON oea Oct. 17, 1958
5. SEX 6. COLOR OR RACE{ 7. MARRIED[:INEVER MAameq{E] 8. DATE OF BIRTH 9. AGE (In years JF UNDER i YEAR] IF UNDER 24 HRS.
. rthda . . Hours in,
I Male @ white woowen[] ¢ oivorceo[J|Feb. 16,1872 ke ol B ¥ s

100. USUAL DCCUPATION (Give kind of work done
during most of werking life, even if ratired)

retired elerk

10k. KIND OF BUSINESS OR 11. BIRTHPLACE (City and state or country)
INDUSTRY .
Liguor store Lincoln Countv Mo,

12. CITIZEN OF WHAT COUNTRY?

9 1 U.SaAe

130. FATHERS NAME

William M Lawson

13h. MOTHER'S MAIDEN NAME

Ruth Eddemah |

I 1. NAME OF HUSBAND OR WIFE

15. WAS DECEASED EVER IN U, §, ARMED FORCES?
{Yas, n,dr un!nrlnum)l(ll yeu, give war or detes of service)

16. SOCIAL SECURITY NO.| 17, INFORMART

Addrass

491-36-5993 Carl Whitehead, Wellsville, Mo

Conditions, if any,

18. CAUSE OF DEATH (Enter only one cause per line for (a), (b}, and (c}.) .
PART . DEATH WAS CAUSED BY:
IMMEDIATE CAUSE (a) .

which gove rise 1o
ocbove causs (o},
stating the under-

} DUE TO (b) MAA_‘-.—' (\-—b&)‘f%

331X

Dm]ih occurred af

g lying cause last, DUE TO {c)
= PART Il. DTHER SIGKIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the terminal dissase condition given in PART | {a) 19. WAS AUTOPSY
< PERFORMEE? u §
o YES ]
1 200. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter natura of injury in PART | or PART I of item 18.)
')
G O d O
5| 20c. TIMEOF Hour  Menth, Day, Year
[ INJURY a.m.
x p.m.
20d. INJURY OCCURRED 20e. PLACE OF INJURY (e.g., inorabouthome,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE ATD NOT WHILE 0 farm, .ctory, strest, olfice bldg., etc.)
WORK AT WORK . ¢ f
21. 1 atiended the deceasad frem A Lofl7]N

) - A 4 -
> S , to /b? t z! fa’ ond last iuwm alive on
m on the dafe stated obove; and to the best of my knowledge, from the c!uu: stated.

- 4

(Dogyme or Ii% gj

&Dfﬁzzakb;i&LQ hed

JoAR)sF

YT ) [~
23e. BURIAL, CREMATION,

;3:. NAME Of C-EMETERY OR CREMATORY

Wellsville City

23d. LOCATION [City, town, ar m:::,) s
“ellsville, Missouri

{State)

b, GaVE
BEFYAT" |oct 20,1958

24. FUN

ADDRESS

Yellsville, Mo. o_22- /958 (Fgecsmr

25. DATE RECD. BY LOCAL REG. | 28. REGISTRAR'S SIGNATURE

{Licensed Embalmer's Siatemant on Reversas 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, O DY oo et e e i , Student Embalmer No. .........cccvneeeen

working under my personal supervision.

Student .ocvviiiiiiiiiiiii s e e
Signature of Student Embalmer

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Faxlure
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.

.




