THE DIYISION OF HEALTH OF MISSOURI

STANDARD CERTIFICATEOFDEATH = ——
d@ APR 2 1959Ragls1ruhon District No, oo /0 O...... . Primary Registration District No ______ 3 __O__[__x _____ Registrar's No.....___. /_"{-l_'_'____r_.

'299-008905

STATE FILE NUMBER

. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased livad. If institution: Residence before
. COUNTY . STATE B = b. COUNTY -
’ Derd County ° iscouri Denit
b. CITY (If outside corporate limits, give TOWNSHIP anly) frside Limits <. CITY Ve 33/ o
R - : Yesp Ne ] OR - - > " Yes[\r Ne[J
ToWN S~lem, iSSouri TOWN  Saier, siissoari X
c. FULL NAME 0|‘= ({f NOT in hospital, glve !ocuilon) Length of stoy in 1% d. STREET {H autside, give location) Reside on Farm
HOSPITALORY o rviny n o . ADDRESST, ~ i3 . v
INSTITUTION ';SE.;- F.Cﬂ urgp 4 j.onths LErst F. strect Yes [] Nofx]
l 3. NAME OF DECEASED First Last 4. DATE Month Day
(Type or print) OF .
il'iam Cholson DEATH  Lirrch 27,1956
5. SEX & COLOR OR RACE[ 7. MARR|ED@,¢EVE“ warmiep[]| 8 DATE OF BIRTH 9. AGE' S‘,,':;.,,; ::r:ﬁsa;\;?m IF_UNDER 24 HRS,
- e - hs L1 o ay, a
m2 le LWaite wooweo[ ] oivorceo[J guly 4,1903 55
10e. USUAL OCCUPATICN (Give kind of work done | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE {City and state or country} 12. CITIZEN OF wHATY COUNTRY?
during mast of working lite, even,if resirad) INDUSTRY . . . . P ‘
Construction osunt. Concstruction| Fredericktovn,.io. LS.

130. FATHER'S NAME

Tohn Gholson

13b. MOTHER'S MAIDEN NAME

I.eanaeah Kihodes

14. mﬁBHUSBAND CR WIFE
~—rzd-ae Gholson

i5. WAS DECEASED EVER IN U, 5, ARMED FORCES?
(Yes, no, or unknewn)

(IF yos, give wor or dates of service)

18. SOCIAL SECURITY MO, | 17. IMFORMANT Address

461228737 .ixs Vernon Condroav Salem,

18. CAUSE OF DEATH (Enter only one cousaper line for {a), (b, and {¢).)

PART . DEATH WAS CAUSED BY:
IMMEDIATE CAUSE (a

which gave risa to
obove cause (o),
stating the under-
lying couss laost.

Cenditions, if any, } DUE TO (b}

DUE TO (<)

1920

PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TQ DEATH but not related 1o the termingl disease condition given in PART | {a)

19. WAS AUTOPSY

MEDICAL CERTIFICATION

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

PERFORMED?
ves{] no[(] &

200. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOw INJURY OCCURRED. {Enter nature of injury in P { item 18.)

o U - ITEM 14 o CORRECTED
20c TIME OF Hour Month, Doy, Year Qﬂ.‘ &l am, ]
INJURY  aum. ’ oY AFFIRAYE P
p.m. u

20d. INJURY OCCURRED Me. PLACE OF INJURY {e.q., .nor aboutheme,| 20f. CITY, TOWN, OR LOCATION COUNTY

WHILE ATD NOT WHILE D farm, foctory, street, affice bldg., eic.)

WORK AT WORK

21. | attended the deceased from / a t 2 "e z-!é , to 3 'and tast sowmulive on //—2 é /\5-?

m on the dote stoted abole; ond te the best of my knowledge, from the causes siated,

Death occurred ot - I

11

All diseases in Part | must be causally related.

120, SlGNATURWAM— Wegwe or title)

’ 226 ADDRESS Z E . .

N eUPvAL,CREMATIOL 23b. DATE 23c. NAME OF r.EMETERY OR CREMATORY 23d. LOCAT‘I’UN {Ciry, town, or county)

REMOVAL (Specify)

D ouriad maerel 30 1CE9  Cedry Grove Salem, «issouri

24. FUNERAL DIRECTOR ADDRESS

Swencer Junesal one 3¢

25. DATE RECD. BY LOCAL REG. | 28. REGISTRAR'S SIGNATURE

wol 3/28/59 |0 Iy Aid A,

(Lue-ns.d Embaltmar's Statemant on Reverse Side}

MO .
INTERVAL BETWEEN
ONSET AND DEATH

22¢. DATE SIGNED

F/2H5T

42142



e
7 '\‘“? ‘gm
medy YW
|) -4 . .
STATEMENT BY LICENSED EMBALMER
I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmec
DY M@, O DY e e et e e s n et enrran ., Student Embalmer No. ...................

working under my personal supervision.
Student ...ooeeiriii Signed .. @l&\k .............

Signature of Student Embalmer
Licensed Emﬁme
P. O. Address\.)

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.




