THE DIYISION OF HEALTH OF MISSOURI

239003

Yealth,
Wlfars STANDARD CERTIFICATE OF DEATH —O03948
2ublic o et BT
Servi istration Distriet Mo. e 3. A L _Primary Regis;':ﬁén Dzl':rl'tf No. R | 3 ............... Registrar’s No.,,_214 .......
mico [ILED FEB 11 1958usraronoimi 219 L 1010 o ,
1. PLACE OF DEATH \/ 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence ‘bréfore
. COUNTY . STATEyps s b. COUNT admission
300 s a ° Misgouri . Bt.l@gl%fi____u
1-57 b chv {If cutside corparate limits, give TOWNSHIP only) | laside Limirs < chY insfdes Limits
'7 TOW St, Toiis Yes Lo [ TOWN [Jahgter Groves @ Yos(5p No [
<. EBEFEI;I:{\:IEOF (If NOT in hospital, give location) | Length of stay in 1b d. igﬁ)igs {1 cutside, give location) Reside on Form
;V\} INSTITUTION ptist Hosp. 2 Days 330 E. Glendale RdJ Yes[ N[
3. NAME OF DECEASED First Middle Last 4. DATE Month Day Yoor
(Type or prini} William s. Storie pearn  daf. 7,1959
5. SEX 6. COLOROR RACE[ 7., ooy o warmien[ ]| & DATE OF BIRTH 9 AGE fin reors ;m?-mg:jm Taors ] Hin,
Malse White woowen Q0 A oivorcee(| Sept .12,1873 95) l 41

10a. USUAL OCCUPATION (Give kind of work done

durin’ most of working life, even if retired)

1o0b. KIND OF BUSINESS OR
INDUSTRY

Retired Groundkeeper Country Club

11. BIRTHPLACE (City ond state or country)

Waynesville, Mo,

12 CITIZEN OF WHAT COUNTRY?

¢ lg.s.

A,

LA LAE b LSl AL LEE B L

132. FATHER'S NAME

Smith Storie

13b. MOTHER'S MAIDEN NAME

Msry Ann Crossland

14. NAME OF HUSBAND OR WIFE

Florence Rayl Storis

15. WAS DECEASED EVER IN U, 5. ARMED FORCES?
{Yas, no unkr\qvm)l (Hf yos, give war or detes of service}
Mo

16. SOCIAL SECURITY NO.

498-07-2576 |

18. CAUSE OF DEATH (Enter only one cause per lip
PART |. DEATH WAS CAUSED BY:

IMMEDIATE CAUSE (o)

17.
Homer Storie

INFORMANT

a), (b), and {c).}
y

address Jfebgter Groves

OR.G

R

INTERVAL BETWEEN

C}I}?D DEATH

/

MEDICAL CERTIFICATION

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

Conditions, if any, DUE TO (b)
which gave rise 1o }
above couss (a), é
tating th der-
tying covse last. | DUE TO (o) (A X
PART N, 4THER SIGNIFICAN® # condition given in PART 1 (a) 19. WAS AUTOPSY
PERFORMED?
Yes[] nofd O
PART 11 of item 18.)
] ] O
2c. TIME OF  Hour Month, Doy, Year
INJURY a.m.
p.m.
20d. INJURY OCCURRED 20e. PLACE OF INJURY (e.g., inor abouthome,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE ATE] NOT WHILE 0 farm, factory, street, office bldg., ete.)
WORK AT WORK .

21. | attended the doceased from ¥
Death eccurred ot

{
. to E?&dléﬂ

and last saw J}:‘I"; clive on

7B 77 7

ate stated above; and to the best of my knowledge., !{mrrﬂ\eucuus-s stated.

LFICIUT, LWAIEl, Dk, NIV WIE Wiy JIMUUIU GUTHGHL WU D T sy

All dissases in Port | must be causally related. .

_,Z%:p; *ﬁ
LTI, MDD G el

p

220. SIGNATURE 22b. ADDRESS TE SIGNED
a7
230. BURIAL, CREMATION, [ 235. DATE j:. NAME OF CEMETERY OR CREMATORY Qs;ju.;
REMOVAL {Specify) .
Removal 1-10=59 Qak Hill Cemetery

4.

FUNERAL DIRECTOR ADDRESS

ittelberg Funeral Home

1 o

25. DATE RECD. BY LOCAL REG.

JAN 8 59

Fal
K,-

od Embal e

on R 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, or by ., Student Embalmer No. ...................

working under my personal supervision.

Student

Signature of Student Embalmer ﬁ
g Licensed Embalmes No.. e 7

P. O, AddtesS-R’gga'... -

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.

.




