THE DIVISION OF HEALTH OF MISSOURI

58-043170

Jec|th,
Welfare ' STANDARD (ERTIFICAT! OF DEATH STATE FILE NUMBER
ublie :
ervice FifER 1A N q ‘qug stration District No. / 0 Primary Registration District No. 30 é..xg_g__.._.,__ Registrar's No. ,w;l.__ ____2_____,._
- 0 1. pLé(c)E OF DEATH 2. USle‘.lrL ‘?EESIDENCE {Where deceosod lived. If institution: Rﬂ:‘g'encol:;forc

a. LNTY 2 a STA . b. COUNTY odmis3io
300 Audrain Misgouri
=57 b. CgRY {f u}:ﬂtside corporate limits, give TOWNSHIP only) Inside Limits c. C(!:')TRY 4/ 0 ﬁqnlidn Limits
. 3 Y N a
. TOWN exico “Q o ] TOWN Cpnfra]ia Y&D Ne []

c. :g%ﬁl?:r%gp (M NOT in hospital, give location) | Length of stay in 1b d. iTDIEEEETS'S {H autside, give Iocation) Reside on Farm

wsrirution ~udrain County 1l hr 304 East Barnes Yesx1 Ne[J
3. NAME OF DECEASED First Middle Lost 4. DATE Menth Day Yeor
{Type or print) D
Earl Avory Grimea oeatH Dec 31 1958
5. SEX 6. COLOR OR RACE| 7. 8. DATE OF BIRTH 9. AGE (1 FUNDER i YEAR| IF UNDER 24 HRS.
Male d CaUCaS i MARRIEDK].HEVER MARR]EDD tast LI’::I’;::;; Months | Doys Hours Min,
an| woowen[] vvorceoJ{JUly 13, 1880 18 [

' 108, USUAE OCCUPATION (Give kind of work dens | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (City and state or country} 12- CITIZEN OF WHAT COUNTRY?

during most of working lifs, even if retired) INDUSTRY

Legal near Paris, Mo USA

130, FATHER'S NAME

Leslie Alan Grimes

-'al:"'r;laﬁl'&‘ﬂ 'S MAIDEN NAME
Emily Harriett Whitesidels

'Il NAME OF HUSBAND OR WIFE

Albina Grimes

w
: 2 | 15 WAS DECEASED EVER IN U. 5. ARMED FORCES? 16. SOCIAL SECURITY NO.| 17. INFORMANT Address
) _ (Yus, pg, o1 unknawn)| (If yes, give wor or dates of service) - .
g Ng ) 487-05-9494A  Philip A .Grimes, Columbj
- o, 18. CAUSE OF DEATHAEM&: only one cause per line for {a}, {b), and (c}.} B Al WEEN
b PART |. DEATH WAS CAUSED BY; . . ONSET AND DEATH
‘ o IMMEDIATE CAUSE (= €rebral artery thromboses, multiple with year
oz encephalomalacia
‘ o Conditions, s, . DUETO Cerebral arteriosclerosis year
> which gava tise 10
Ld above ::uu d(a),
z tatlng o : : s
‘ -y P B cone 1em. ) oueto (flypertensive cardio-vascular discase
- =8 PART it. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the tatrminal dissnse condition glven in PART I {a} 19. WAS AUTOPSY
® z L‘J JJ 3 PERFORMED?
s x| _ 43X YES[] NO[] o
. % 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 o
| S ZB5[ 20c TIMEOF How Month, Day, Year
| .g m a INJURY a.m.
i § : H p.m. S
€ % 20d. INJURY OCCURRED 20e. PLACE OF INJURY {e.g., inor obout home,| 20f/, CITY, TOWN, OR LOCATION COUNTY STATE
T w WHILE ATD NOT WHILE [:] farm, .ctory, street, affice bidg., etc.)
5 2af | work
£ 2. | attended the decoused tom _F ebruary |8, 1G85 12-3 1 = 58nd last saw I aliveon _|2-30-58
. g Death occurred ot __ QP DT O ¥, \: PeM, m on the date stated above; and to the bast of my knowledge, from the causes stated.
- r hll-) 22b. ADDRESS GNED
Z D ° | Coniala G )
<
230. BURIAL, CREMATION, | 2387 DATE . NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town, or county} (5--1-)
VAL [Seecify} .
BUYS4Y"™" | Jan 2,1959 | Centralia Centralia, Mo,
2 NPRAL DHFFCT DDRESS — DATE RECD. BY LOCAL REG.
-
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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, or by .

, Student Embalmer No. ...................
working under my personal supervision

Student i et ra e e m e anas

Signature of Student Embalmer

o Licensed Embalmg_x' No%fﬁ'

P. O. Address

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 handwntmg
If this body is not embalmed, fact should be so stated above.
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