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USE ONLY BLACK INK OR RIBBON TYPEWRITE IF PQSSIBLE

All diseases in Part | must be cousally related.

THE DIVISION OF HEALTH OF MISSOURI

STANDARD CERTIFICATE
S0

OF DEATH

Primary Regls!ronon Dlslrlcl No..

29-002589

STATE FILE NUMBER

bo

Reglstmr s No..

B FF B 2 ’gggg*iﬂmﬁnq District No. .

1. PLACE OF DEATH 2. USUAL RESIDENCE (Where decgosed lived. If Ensg%mn siden
. COUNTY at, Char les o STATE II188OCUITL b COUNTY %gg
b CITY (If cutside corporate limits, give TOWNSHIP only) Inside Limits c. CITY o ? vl Inside Lﬂns
I TDWN St Cm I'lCS Y“D N"m TgﬁN Sta Chdrles & Yesl:l NoK]
<. FgLil’. NAM%OF (M NOT in hospital, give lvcation) | Length of stay in 1b d. STREET {If outside, give location) Reside on Farm
HOSPITAL OR ADDRESS
NsTITUTIoN ~ R. R. #4 1 yre R. R. #4 Yes [ No [ K
3. (N_;_AME OF DECEASED First Middle Last 4. DATE Month Day Year
ype or print) QP
Glen Elbert Armstrong oeath [/ 26 /59
5. SEX 6. COLOR OR RACE T'MARRIEDDNEVER MARRIED] ] 8. DATE OF BIRTH 9. AGE {in yeors |FUNDER 1 YEAR| IF UNDER 24 HRS.
birthday) | M [+ H: Min.
wolo o | nive | g w2 -Lp-jpas || SRR TR

10a. USUAL OCCUFATION (Give kind of work done
?lnq st of workipg life, evan if ratired)

10b. KIND OF BUSINESS OR

INDUjTRY
&(_‘ Ao J

11- BIRTHPLACE (City and state or eountry)

12. CITIZEN OF WHAT COUNTRY?
[

130. FATHER 5 NAME

William Armstrong

Morsville, Towa USA
13b. MOTHER"S MAIDEN NAME 14, NAME OF HUSBAND OR WIFE
Mary Taylor Divorced

15. WAS DECEASED EVER IN U. 5. ARMED FORCES?

V6. SCCIAL SECURITY NO.

17.

INFORMANT

Address

(Yu nr unkngwn)] {1 1 f )
W18 WaE g1 | 428-18-7164 Harold Armstrong, St. Charles, Mo,
]B CAUSE OF DEATH (Enter only one cause per line for (a), (b), ond (¢).) . - INTERVAL BETWEEN
PART I. DEATH WAS CAUSED BY: ONSET AND DEATH
IMMEDIATE CAUSE {a)
Conditians, if any, DUE TO (b) wﬂ ) RWW% 3 W
which gave rize to } P74 4
above caouse (a),
stating the under-
g lying cause last. CUE TO ()
£ PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but nat related to the termingl disease candition given in PART I (a) 19. WAS AUTOPSY
h PERFORMED?
i Y 2e ( ves[] NoY] 2o
% | 200. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY QCCURRED. (Enter nature of injury in PART 1 or PART 1l of item 18.)
Ir]
: £l G a
Ul 20c. TIME OF .Howr Month, Day, Year
Q INJURY  a.m.
B3 p.m.
20d. INJURY OCCURRED 20s. PLACE OF INJURY {e.g., inor obouthome,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE ATD NOT WHILE D tarm, fectory, street, office bidg., etc.)
WORK AT WORK
21, | attended the deceased from W/" /’é J ) /" ﬂ-é 1_7 and last Saw hi ',alln on /" 7— { "f?
Death occu:red‘mrl . 5 p i m on the date stated obove, and to the best of my knowledge, from the causes stotad.
220. SIGNATURE Degree or title) o 22b. ADDRESS 22¢. DATE SIGHED
Moo Hee /207
230. BURIAL, CREMATION, 23JDATE 23c. NAME OF CEMETERY OR CREMATORY 234, LOCATION (City, town, or county) {State)
REMOYAL (Specify)
Rurial Jan. 30, 1959 lemorial Park Fort Dedze, Iowa

24. FUNERAL DIRECTOR

Bruse Funcral Home,

ADDRESS

25. DATE
Fort Dodze, Jowa

CD. BY LOCAL REG.

V-7 JF

(Licensed Embalmer’s Statement on Reverse Side)

.
6. ZISTRAR‘S SIGNATURE }d Z




856/
85g, 6T 834

STATEMENT BY LICENSED EMBALMER

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

BY M, OF DY 1oiiiitiiiniininererersrerernereaeinseeeseasaesstnsrenstirarrrarnnasbssisressarsnases ., Student Embalmer No..........c..coeeis

working under my personal supervision.

Student «oveeeiiiiieiii e s Signed M (: ,%@f ..........................

Signature of Student Embalmer
Licensed Embalmer No{aGO .......

P. O. Address.ﬁ..%...m‘

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 embhalmed, fact should be so stated above.



