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Doctor, coroner, stc. must wse only stondord nemenclature in item 18. Mo symptoms will be listed.

All disenses in Port | must be causally reloted.

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

F“_ED MAR 3 ]- 195_=gmmion_ Q_is'iri_d No.

THE DIVISION OF HEALTH OF MISSOUR|

STANDARD CERTIFICATE OF DEATH

£33

STATE FILE NUMBER

Primary Registration District No.

Registror’s No.__

1. PLACE OF DEATH 2. USU._\FI;‘?ESIDEHCE {Where decooshad bived. If institution: Resnildqnc_e ).forq
. . . . odmissi
o COUNTY Harrison ™ STATE Missouri CONTY Haprrisdn
b. CgRY {li outside corporate limits, give TOWNSHIP enly) Insida Limits c. C{)TRY o &/ g Inside Limits
TOWN Cainsville Yos I No[] TOWN Cainsville YesiXl No[J]
c. EgIS.FI;_I_INQSEOF {If NOT in hospital, give location) | Length of stay in 1b d. iEE)EREE-gS {lf outside, give location) Reside on Farm
INSTITUTION OWn_hame 4O ¥rs., Yes [ Ne X1
3. MAME OF DECEASED First Middla Last 4. DATE Month Day Y ear
(Type or print) 0
Ross - Childs oeaTH March 18 1959
5. SEX o 6. COLOR OR RACE| 7. MARRlEDgN'EVER marrreo[] 8. DATE OF BIRTH 9, AEE: £';':.::Z;§ :ol:‘l:l:‘ER I;:’EAR I:nl‘JJN-DER za_HRE
. . v in.
Mele White wiDoweD [ oivorceo[]| Becember 13 »1883 75
10e. USUAL OCCURPATION {Give kind of work done | 10b. KIND OF BUISINESS OR 11. BIRTHPLACE (City ond stots aor country) 12. CITIZEN OF WHAT COUNTRY?
durl mosl of wogking life, ova if retired) IYOUSTRY 1
tabor mm labor Shawnee, Kansas. U. Se A.
13a. FATHER'S NAME E3b. MOTHER'S MAIDEN NAME 4. NAME OF MUSBAMND-OR WIFE
Arthur Childs Aljice New Qla M. Childs.
15. WAS DECEASED EVER IN U, §. ARMED FORCES? 16. SOCIAL SECURITY NO.| 17. INFORMANT Address
(Yas, no, g unknawn)| (I yes, gi dotes of service} . A .
.8, no, Trnomw I yus, give wor or dotes of service 500_0?-9861 ola M, chllds s GB.J_. nsv].lle. Mo.

18. CAUSE OF DEATH {Enter only one couse per line for (o}, (b}, ond {c).)

DEATH WaAS CAUSED BY:
IMMEDIATE CAUSE (a)

"PART I

Metastatic Carcinoma of throat

INT

ONSET AND EEATH

ERVAL BDETWEEN

Condi‘ionz, if any,

Primary Carcinoma of gums.

6

months

which gave rise ro
above cavie (a),
stating the wnder-
lying cauge loat.

} DUE TO (b)

DUE TO {¢)

194 X

FART Il. OTHER SIGNIFICANT CORDITIONS CONTRIBUTING TO DEATH but not reloted to the terminol dizease condition given in PART | {a)

19.

WAS AUTOPSY

MEDICAL CERTIFICATION

c . PERFORMED? |
Patient was operated on at Bllis.Fishel Hosp. Columbia, Mo. 3 months agg. Yes[] nNo[Xd]
20a. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART Il-of item 18.)
d O g
20c. TIME OF Heur -Month, Day, Year
INJURY  g.m.
p.m,
204. INJURY OCCURRED 20e. PLACE OF INJURY {e.g., inor abouthoms,| 20f. CITY, TOWN, OR LOCATICN COUNTY STATE
WHILE ATD NOT WHILE 0 farm, factory, street, office bldg., etc.}
WORK AT WORK
2% 1 ottended the deceased from February 1 » 1959 , to M&I‘ch 18 1 195%& last ﬁuw-’gie:alivo on marCh 18 L] 19.59 b
Death cccurred at 9 ] o & m on the date stoted ubave; und to the best of my knowledge, from the cavses stated.

/4, /f’/r%/

22b. ADDRESS

Ceinsville, Mo.

22¢c. PATE SIGNED

3-19 ~59

235 DATE

March 21, 1999

23c. NAME

METERY OR CREMATORY

"~ Zoar Cemetery

23d. LOCATION {Clty, town, o¢ county)

{5tate}

Cainsville, Missairi.

ADDRESS

Ca insville, Mo,

3-22-/75 %

25. DATE RECD. BY LOCAL REG.

{Licensad Emhclmﬂ s Stoctement on Reverss Sld-{

%STRAR 3 SJGNATURE



L i. -
NI Y S - -
. ) - [ P - -
¢ STATEMENT BY LICENSED EMBALMER

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

"¢ ‘Fddie J. Stoklasa

. - . - [F. ~ v

, Stu:-fent Embalmer NOu eavmeeeresrennes

P. O. Address C8insville, Mo.

I-. . . .
" 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: L

If this body is not embalmed, fact should be so stated above.



