lth, \ THE DIVISION Ol"-HEALTH OF MISSOURL S 58. __:Q 4_5;3 _* _______

wgll.h" STANDARD CERT[FICA“ OF DEATH STATE FILE NUMBER
o
,w::. Iwufmnon District No. ... 3_/__,4 __________ Primary Registration District Ne. m....é 0,..7,..(5 - Ragistrar’s No. ____‘:l_L_ﬁ»j _____
9‘. 1. PLACE OF DEATH 2. USUAL RESIDENCE (Where dncoal‘:d [lasd If institution: Rg;ldgncu befor.
. . 5T - * b N hssion,
300 a. COUNTY St FT’AP\CQ\S o STATE. M1/ ¢ ¢ oty curv-f:;_q kf' /
=57 b. C::)TRY {If outside corporate limits, giv TO%NSHIP nnlyi Inside Limits <. CIJRY C L . o) = A Inside Ln‘ns
TOWN :f—a\'m,nq'fg kX . TOWN st Arr. Mpo| Yal3wt]
c. Egls.é_ NAM%OF (1f NOT in M‘s‘.’ml ive tocati Length of stay jn ib d. SB%%EEES (If outside, give location) Reside on Farm
ITAL CR =—{ ) - Al
INSTITUTION .ST‘@TQ oS P M}.&/ h oy Yes [[] No[X]
3. MAME OF DECEASED First Middle Last 4. DATE Month Day
(Type o print}
Edwa Maea e oq/e DEATH Pec. 2F /?—fr
5 SEX 4. COLOR OR RACE| 7. 8. &a3f OF BIRTH 9. A ars JF UNDER | YEAR| [F UNDER 24 HRS.
t '4/;' . MARRIED[BREVER marRIED[] /f/‘ﬂ_ |GE‘ (In yoors JEUNDER Y EAR) F UNDER 2 E
ewmgle i +< winowen[[] oivorcen( ] ._th /f &f V74 léﬂ [
106, USUAL OCCUPATIOM (Give kind of work done | 16b. KIND OF BUSINESS OR BIRTHPLACE {City ond nrar- or country) 12. CITIZEN OF WHAT COUNTRY?
during most of working ljle, sven If ratired) INDUSTRY d
olise wile AHouseswilts MI-S-S‘”*)'/ U, S A,
13a. FATHER'S NAME James w. Calvin 13b. MOTHER'S MA!DEN N%anc c Dearin * NAME OF HUSBAND OR MFE
Peevososessessd JDOECDDDDOGODCXY / 714 ¥y Do / <.
15. WAS DECEASED EVER IN U, $. ARMED FORCES? 16. SOCIAL SECURITY NO. waNT &3Tate Hospl NOeli, Faﬂnlngtoi: Mo.
(Yes, no, or unknawn)| {If yes, give w dates of service) ‘ !éa L7
“u I Qive or o.l L L) “ O“C
18. CAUSE OF DEATH (Enter only one cause per Iinu for {a), (b}, ond {c}.} INTERVAL BETWEEN

ONSET _AND DEATH

PART I DEATH WAS CAUSED BY: al pREWNONiA = = = = = = = = = — = - — — | ONETANDBE,

IMMEDIATE CAUSE (a)

Inanition = = = =@ = = = @ = = = = = = = - - - Abt. 6 mos,

which gave rise to
above cauvse {a),

Conditiona, if any, } DUE TO (b}

stating the under-
g lying 9cmu-“lau. BUE TO (c) 6_2 5X
= PART 1. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related 1o the terminal diseoss condition given in PART 1 (a) 19. gég:ggggs‘!
v Psychosis with meningo-vascular syphilis (general paresis) . YES[] MO
E 20c. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY QCCURRED. {Enter nature of injury in PART I or PART I} of item 18.)
g 0 O O
8| 20c. TIMEOF .Hour +Menth, Day, Year
a INJURY a.m.
X p-m.
20d. INJURY OCCURRED 208. PLACE OF INJURY (e.g., inor cbouthome,| 20f. CITY, TOWN, OR LOCATION COUNTY | . STATE
WHILE ATD NOT WHILE O farm, factory, street, office bldg., etc.)
WORK AT WORK

USE ONLY BLACK INK bR RIBBON TYPEWRITE IF POSSIBLE

21. | attended the deceased from November 21) 1958 , e Dec‘ 29’ 195§nd last hawnullv. en Dec. 291 1958

Decth occurred at A: 16 A a M. : m on the date stated above; and to the best of my knowledge, from the causes stated.

T2a. SIGNATMRE {Degree or title) ﬁ 22b. ADDRESS State Hospiltal No. 4 [z pate sienen
— : &éz&rzga;- : Farmington, Missouri 12-29-58

, | Z3b. DATE 23c, NAME OF CEMETERY OR CREMATORY 23d. LOCATION {City, town, or county} (sg‘éh)

Dec,31,1958_| Stanton Cemetery Stanton, Missouri

ISTRAR'S SIGNATURE

ANl diseases in Part | must be cou'lolly related.

o
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o ST s STATEMENT BY LICENSED.'EMBALMER
I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed
(V0 T N L J ....... eveeees, Student Embalmer NOi coveieeeeeriireeens

working under my personal supervision.

B3 L =Y 1 ST W

Signature of Student Embalmer e o
. o ~ . . "W- ¢ - .Licensed Embalmer 3?73

T Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Fa:lure
to comply with the above constitutes grounds for revocation of hcense)

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.

*

- P. 0. Address




