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MNa symptoms will be listed,

USE ONLY BLACK INK;OR RIBBON TYPEWRITE IF POSSIBLE

Doctor, coroner, ete. must use only stondard nomenclature in item 8.
-

All diseases in Part | must be causally related.
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THE DIVISION OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH

(19

59-013958

STATE FILE NUMBER

an APR 2 l? 1qqngistmﬁon District Na.

anary Reglslruhon District No. ..3.0..31& ,,,,,,,,,,, Reglstrnr s No. __L{' ‘t __________

1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence beiore
o. COUNTY mm . STATE b. COUNTY sajon
b. CITY (If eutsida corparate limits, give TOWNSHIP only) Inside Limits c. CITY 5 s Insideﬁmiu
SR Yos (I} o [J ore Guona ¢ Yedll] n
TOWN o3 i Mo TOWN c o (]
I . :lngl;i NAM%SF (1 NOT in hospital, give location) | Length of stay in 1b d. STREET (If outside, give location) Reside on Farm
SPITAL . ADDRESS .
INSTITUTION M" 301 Yes[] N[
3. NAME OF DECEASED First Middle Last 4. DATE Menth Day Year
(Type or print) . R or
hofiie  Belle AL DEATH 14, 1959

5. SEX . COLOR CR RACE| 7. 8. DATE OF BIRTH . AGE 1 F UNDER | YEAR] IF UNDER 24 HRS.
e’ 1 . marriedls] NEvER marrIED[]) € L’:tg‘;:;; Tt T Doy T Homre T it
M,e, wpOweED[ | owvorceol ]| T o 30 | c]07 5
105 USUAL GCCUPATION (Give kind of work dane | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE {Ciry and stats ar country) 12. CITIZEN OF WHAT COUNTRY?
durig mont of workingife, aven if ratirad) INDUSTRY .
Housenite Home Banwy Coundny, Tioso U. S, G.

13a. FATHER'S NAME

Steve Shockdey

13b. MOTHER'S MAIDEN NAME

Sovah Bond

4. NAME OF HUSBAND OR WIFE
. . .

15. WAS DECEASED EVER IN U. 5. ARMED FORCES? 16. SOCIAL SECURITY NO,| 17, |NFORMANT Address
(Yes, umunknqm)[(" ves, give war or dutas of aervics) ]WLOUM 3[ . , :I Snwbh SWS*WW ‘nw
18. CAUSE OF DEATH (Enter only ona cause peg/lifle for {a), (b), and (c).) INTERVAL WEEN
PART 1. DEATH WAS CAUSED BY: :Ez Zl INSPT, DEAZH
IMMEDIATE CAUSE (a) W . '
Conditions, it any, DUE TO (b) /
which gave rise to }
above causs (o},
tating the und
g l‘)‘rnungcuuuwl'o:: _DUE To (c) qzo ’
= PART . OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TQO DEATH but not related to the terminal Jlseoss conditlon given In PART I {a) 19. WAS AUTOPSY
S PERFORMED? a
o YES[] no[]
21 203 "ACCIDENT  SUICIDE  HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. ~{Enter noture-of injury in PART | or PART Il of item 18.)
Wl
; O O )
Ul e TIME OF .Heour Month, Doy, Yeor
0 INJURY  a.m.
3 p.m.
20d. INJURY OCCURRED 20e. PLACE OF INJURY (e.g., inorabouthome,| 20f. CITY, TOWN, OR LOCATION _ —.COUNTY STATE
WHILE ATD NOT WHILE D farm, factory, street, office bidg., etc.)
WORK AT WORK
21. | attended the deceased from , o M V'/ and last Saw Lullve on ]
Death occurred af, . ! ’ . r{}n the date stated abofe; and to the bast of my knowlgdfie, from the couses stoted. /7
220, SISN (Degree of title) ; 22b. MBDRESS v ATE SIGNED
; Jo D , . s,

23a. BURIAL, CREMATIO|

memuL ;t.eu,) C

JI—IS—I%CI

23c. NAME OF CEMETERY OR CREMATORY

Cemetensy

oy AL

23d. LOCATION (City, town, or county) {Stete)

nean (wona, TWassouit

24. FUNERAL DIRECTOR ADDRESS

Hw‘.

25. DATE RECD. BY LOCAL REG.

L{_..,

26. REGISTRAR'S SIGNATURE

Wi Natl”

23~19 57

{Licensed Embalmer's Statement on Reverse Sids)
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STATEMENT BY LICENSED EMBALMER

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

by me, or by ..o T T T T e

working under my personal supervision.

8 T =3 1| R PPN
Signature of Student Embalmer

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure
to comply with t,he, above constitutes grounds for revocation of license). o

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. _
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