Healih, THE DIVISION OF HEALTH OF MISSOURI 59_006118 .

G;W';I‘!uu STAN DARD CER."FICATE OF DEATH { E;TATE FILE NUMBER
ublic
 Service hLEH_MAR 5 1959cgls!runnn District Na. ______2. /Q,‘Z _________ Primary Reglstrunon Dlstrlc' No. . .. é MQ_._Z__ ________ Regisirur's No..mngnﬂi ________
I..l PLACE OF DEATH 2. USUAL RESIDENCE (Whers deceased lived. If institution: Rcsci'dqncg b)aforu
COUNTY a. S5TATE z s b COUNTY admission
Jasper Missouri Jasper
l CITY (Jf outside corparate limiss, give TOWNSHIP oniy) Inside Limits ¢. CITY 3 Inside Limits
oR YGSQ No (] ORr ¢ £+ ¢ 0 Yes@ Ne ]
Tod__Carthage TOW  Carthage
I < FgLL NAC‘%SF {if NOT in hospitel, give location) | Length of stay in Ib d. STREET (I?ouuide, give location) Reside on Farm
HOSPITA . . ADDRESS
wstitution_ 1803 S, Main okt B, 14 +h. S| Yee[O MGy
i 3. NAME OF DECEASED First Middle Last 4. DATE Month Day Y ear
; {Type or print) OF
3 i piam Chappelle Luke PEATH Feb, 21,1959
o
‘ 5. SEX [ | & COLORORRACEL 7.\ \cmien[Ineven uarrieo[]| & PATE OF BIRTH 9. AGE (n yaars s:ma‘euéf}n |:°u:|’:en 2 HES,
ast birthday| a u; N
5 Female Yhit wooveol} 3 oworceold|  Map, 20, 188k b |
‘{-E 100, USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (City ‘and state or countey) 12- CITIZEN OF WHAT COUNTRY?
= d}Id mo st of wndu IIf. wvan if retired} INDUSTRY ‘
8 Rochester, New York 1.S. 4,
[:; 130. FATHER'S NAME 13. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
I James Chappelle Lucy Campbelle James Inke
|'éi 2 [ 15 WAS DECEASED EVER IN U. S. ARMED FORCES? 15. SOCIAL SECURITY NO.| 17. INFORMANT Address
= = [ (Yas, n rynknawn)| (I yas, give war or dates of service) .
s B o] none David C. Iuke, Coarthage, Mn
=z o 18. CAUSE OF DEATH {Enter anly one couse per line for {a), (b), and {c).) : [ INTERVAL BETWEEN
bs w PART |. DEATH WAS CAUSED BY: - - . . R ONSET AND DEATH
W IMMEDIATE CAUSE (g _COT T .1 Thenld, acu e 10 —="+~u'cz
4 &
; z . P— - B - . - qm - =
O Conditions, i ony, . DUETO (b S PE7 1edAmag’n, Genn wi e A
5 > which gave rise 1e
5 = gbove causs {a),
% z stating the under
E 8 - lying tavse last. DUE TO ()
& s 2B PART I, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the terminal diseoss condition glven in PART | (a} 19. WAS AUTOPSY
‘: e B a PERFORMED?
IR | 2y A7 YES[ ] NO(] O
£ 5 X | 20e. ACCIDENT SWCIDE HOMICIDE 20b. DESCRIBE HOW INJURY GCCURRED. (Enter nature of injury in PART 1 or PART Il of item 18.)
2= Zfu
o3 <f- O O O
&5 <BS5 0. TIMEOF Howr Month, Day, Yeor
3 =Ee INJURY  am.
P ‘g : F p.m.
g2F % 20d. INJURY OCCURRED 20e. PLACE OF INJURY {e.g., inor abouthome,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
g _= ™ WHILE AT NOT WHILE . farm, factory, street, office bldg., etc.)}
if 9 WORK 0 AT WORK
- L i 4y
& f 21, | attended the decaasaed from 3 / /,} 2 .t _2_2_‘1___19?% and last saw Ef.’clwa on o] /'1 1. /
s
é 5 Death occurred at Q =1 q A - m on the date stated above; and 1o the best of my knowledge, from the couses stated.
5 .; 120 GNATU? (Dogmn or title) 22b. ADDRESS 22c. DATE SIGNED
52 ¢ i
¥ ’ﬁ'/ e {a_Da Carthage, Mo, 2.d3-57
. 23a. BURIAL, CREMATION, | 21b. DATE 23c. NAME OF CEMETERY QR CREMATORY 23d. LOCATION {City, tawn, or county) {State)
EMOXAL (Specify) - - "'?
Buriafl X ~24-5 Park Cemetery Carthage, 1o,

24. FUNERAL DIRECTOR ADDRESS 25. DATE RECD. BY LOCAL REG. 26, R%QGN T
Ulmer Funeral Home, Carthrge, M, 224 -57 M

{Licensed Embolmer’s Stotemant on Reverse Sidef




STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed
DY B, OF DY i e ettt et ettt e e e s et n e e et saean , Student Embalmer No. ...................
working under my personal supervision.

Student ..o Signed ...
Signature of Student Embalmer

- - Licensed Embalme R o0 /8 Al

P. O. Address. é/

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (
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.




