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USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

All disgases in Part | must be causally reloted.

rILtIJ i‘ EB 3 T%rstrutmn District No.

THE DAVISION OF HEALTH OF MISSOUR]

STANDARD CERTIFICATE OF DEATH
a_?__s__ _____ Primary Regisfrcﬁop Disrri:ﬂ& _-ig.gs . Regiﬁrnr's NEA,,H,_ZQ_________-

59-002402

"STATE FILE NUMBER

. PLACE OF DEATI’I
. COUN
¢ 'Y Phelps

2. USUAL RESIDENCE {Where de_ceaud lived.
e STATE Missouri

If institution: Residence belore

b. counTPhelps udmlsslr/uﬁ

b. CBTY {If cutside corporate limits, give TOWNSHIP oniy) Inside Limits c. Clc;l'RY ¢ 2 & Insida Limits
R c \
TOWN Rolla Rol11 = [EkNe T rom Newburg Yos[ i No(X]
c. FULL NAME OF (If NOT in haspital, give locatien} | Length of stay in 1b d. STREET {If outside, give location) Reside on Farm
HOSPITAL ADDRESS
mnnmmu“emor1a1 Hospital 1 Day Route 13 Yes [ No [
3. NAME OF DECEASED First Middle Last 4. DATE Month Cay Your
{Type or print) OF
RICKIE JOE LEYIS peaThIan, 22, 1959
5. SEX 6. COLOR OR RACE} 7. MARRIED] ] NEVER MARRIED 24 k8. DATE OF BIRTH 9. AGE {in years FUNDER 1 YEAR| IF UNDER 24 HRS.
N last birthday} Mnnvz :f Hours Min.
Male Yhite wooweo[ ] oivorcen)| Nov. 10, 1958 3
10a. USUAL OCCUPATION (Give kind of work done { 10b. KIND OF BUSINESS OR 11. BIRTHPLACE {City and stote or country) 12. CITIZEN OF WHAT COUNTRY?
during nf‘r'}o' v;r;;néllfn. avan if retired) INDUSTRY Rolla , Misso uri . USA

13a. FATHER’S NAME

Charles Lewis

Nellie Ray

13b. MOTHER'S MAIDEN NAME

14. NAME OF HUSBAND OR WIFE

xx

15. WAS DECEASED EYER IN U, $, ARMED FORCES?

(Yes, no, or unkmwﬂ)l(lf yen, give war or dates of service)

16. SOCIAL SECURITY NO.
XX

17.
Charles Lewis,

INFORMANT

Addrass
Rtl 3 Newburg Mo.,

DEATH WAS CAUSED BY:
IMMEDIATE CAUSE (a)

PART 1

18. CAUSE OF DEATH (Enter enly one cause per line for (o), (), ond {¢).)

INTERVAL BETWEEN

ONEET ANgDEATH

Conditiens, If eny, . DUE TO (b)
which gave rise 1o
abave cavie (a),
stating the wnder-
lying cavae last. DUE TO (c)

IBUTING TC DEATH but noj related to the termingl disease condition given in PART | (o)

PART H. OTHER SIGNIFICANT CDND!TIONS;CONV

19. WAS AUTOPSY
PERFORMED? .
YES{ ] NOBN A

Soox

MEDICAL CERTIFICATION

200. ACCIDENT SUICIDE HO*gIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter ncture of injury in PART | er PART H of iteo 18.}
O O

2c. TIME OF Hour  Month, Day, Year

{NJURY o.M,

p.m.

20d. INJURY OCCURRED 20e. PLACE OF INJURY (e.g., inor about home,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE ATD NOT WHILE D farm, factory, street, office bldg., etc.)
WORK AT WORK A

21. 1 artended the deceased from
Deoth cceurred of

[+ ]
and lost 3ow him alive on

My 15 - o 22, 54

//J-J—/ﬁ

n the date stated above; ond to the best of my know!odge, from the causes stated.

22a. ATURE

22 APPRESS i
/ My]

2. 715 sz?i

7 ’
I3b. DATE

Jan., 273,

23c. B R’ + CREMATION,
AL {Specify}
rial

193

;3:. NAME OF CEMETERY OR CREMA'FDRY
9 Ozark Memorial Gardens

'nd. LOCATICN (City, town, or county)

{Staie)

Rolla, Mo,,

ADDRES.

i %TE RECD. BY LOCAL REG.

24. FUNER4, D Dlﬁhnuj E;ne)rza‘“mne . «RoO
Li

{Liconsed Embalmar’s Star

ht on Revarse Sie)

26. REGISTRAR'S SIGNATURE




C
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fi
0
:
¢

STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed

DY ME, OF DY oiveniiieieeiiimreeim e esreeseseiatrereasennsssasssssensarmamastersrtrrssnsesensennns ., Student Embalmer No. c.occvvveinernrens

working under my personal supervision.

Signature of Student Embalmer

P. O. Address ... . V%

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.



