No. 30¢
10.48

.

WRITE PLAINLY—USING UNFADING BLACK INK—MAKE A PERMANENT RECORD

—

THE DIVISION OF HEALTH OF MISSOURI
STANDARD CERTIFICATE OF DEATH

FLED APR 27 1959

09-012652

State File No, vcvreinsrimisnsinssnin e

—
BIRTH NO. REG. DIST. NO. (a'é PRIMARY REG. DIST. NO. Regisirar's Na.........[.!3.....................
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where dacossed lived. I Institution: residencs befors
a. COUNTY y 7L a. STATE b. COUNTY adinissionl,
CAhANRI T o/ o. 277 ‘Ak: ons_
b, CITY (It outsid ite, write RURAL agli c. LENGTH OF c. ctTY =y -
OR Suicide corpurass Jimite. k m% igr] STAY (o this place 'Egﬂmmwww
TOWN N L JE TOWN m Rcé-z' ) &
d. FULL NAME OF (1f ndt in hoanl!nl or institulion, give strecl nddress or losation) STREET {If tural, give location)
HOSPITAL . ADDRESS i .
ENSTITUTION 5 y. 74 S. £ f!Zﬂ RCE = IS, S.E. /MARe s 454&5‘
3. NAME QOF 8, (First) b. (Middle} ¢, {Last)
DECEASED 4. DATE (Maonth)  (Day)  (Year)
(TypeorPrin) G AARLES EDLWARD STeelLE v [BPRIL 14 /959
5. SEX 6. COLOR OR RACE | 7. w&%ﬁﬁg g-{‘:‘ygECBEﬂSRRIED. 8. DATE CF BIRTH 9. lf-GEIr:.::in).h L‘; un:'n P YEAR | BF undER 4 mxs.
. . (Bpacity) 13 2y on Days | Hours | Min.
MAaL& 1€ D 3-Jo- 1876 | 23 lol/¥ l
10a. USUAL OCCUPATION (Givekindof wock | 100. KIND OF BUSINESS OR IN: | 11. BIRTHPLACE  (ci¢, waa Scate o Forsign Councrn 0 I |2 cngr:ror' WHAT
EARMER EARM Sollivanw Co. ol DOSA
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
S/€sla cde “Z/ER S S /ecle
I5. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16, SOCIAL SECURITY | 17. INFORMANT'S SIGNATHRE OR NAME ADDRESS
{Yes, no, or unknowa) (If yos, xive war or datea of gervice) NQ. /
pavdy) Ao Worarer. b HEst R Nl sons ;AI’?F/.:"_.@ e
18. CAUSE OF DEATH MEDICAL CERTIFICATION lg;gg_}ML BETWEEN
. Enter only onscauseper | - DISEASE OR CONDITION % » N : P ; . AND DEATH
Lime for (&), (b, and (e | DPIRECTLY LEADING TO DEATH" (g i yocan,dial. Infarotimn meo:-
. ANTECEDENT CAUSES
*This does not mean AI’ 2 7 ~ 3 ]
the mode of dying, such | Morbid conditions, if any, gieing DUE TO (b) teri scler~tic Hrt Disease 3 years
as kear! failure, asthenia, rise to the above cause (a) dating
ele. It means the dis- the underlying cauase last.
cate, injury, or complica- DUE TO (c}
tion which cauzed death, | H, OTHER SIGNIFICANT CONDITIONS
Conditions contributing to the death but nol fir
related to the dizease ar condition cauring death.
19a. DATE OF CPERA- | 18b. MAJOR FINDINGS OF OPERATION 20. AUTOPSY?
TION J—{ o207 Do
) YES D NO
21a. ACCIDENT (Bpocity) 21b. PLACE OF INJURY {e.x..inorsbont [ 21c. (CITY, TOWN, OR TOWNSHIP) (COUNTY) (STATE)
SUICIDE homa, farm, factary, strest. offios bidg. . e50.)
HOMICIDE
Nd. TIME (Month} (Day} (Year) (Hour) 2la. INJURY OCCURRED |} 21f. HOW DID INJURY OCCUR?
oF WHILEAT["™] NOT WHILE
INJURY WORK AT WORK
-
-2, I hereby certify that I allended the deceased from #n_ 1958 1o , 19579 _, that I last saw the deceased
alive on , 1957}, and that death oceufred at _ﬁ.;ﬁ_én(b from the cduses and on the date stated above.
{Degroo or title} | 23b. ADDRESS 23¢c. DATE SIGNED

Zn. SIGNA]TURk

-JL\M &t,’a GM ‘_.B ' O‘l

e

Macs\rar o /"—5-/‘;‘7

%ﬁeuam CREMA-"| 24b. DATE P24, NAME OF CEMETERY OR CREMATORY | 24d. LOCATION (City, town, or county) | (State)
¥} .
VRIAE" | 4#-42-52 f’v/eauv ity Cemr. | _POoRpiw o.
DATE REC'D BY LOEAL | REGISTRAR'S SIG ATURE y Zf FUNERAL D! RECTOR S SIGNATURE ADDRESS
g@lﬁ‘l?ﬁ Lot ¢ ] Ml -Totle Lo MARe & Liner
(Licented Embalmet’s Statement on Reverse Side)




STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was emb
L+ L T ¢ , Student Embalmer No...........

working under my personal supervision..

Student . ... s
Signature of Student Embalmer

Licensed Embalmer No.. .” Z i q

P. O. Address_m ..............
Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (F;
to comply with the above constitutes grounds for revocation of license).
If embalmed by a STUDENT, he also shall sign in his OWN handwriting.
I¥ this body is not embalmed, fact should be so stated above.




