THE DIVISION OF HEALTH OF MISSOURI

59-015666

i

Health,
Welfare STANDARD CERTIFICAT! OF DEATH STATE FI
Public - 2 §§6
Service I F”"ED A PR 2 4 195_8""’”"". Di:tric_' No._ ,.Prlmury Rngss!rahon Dlslrlct Now Reglst e, O, ;;_}_______
| |
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Resideng® before
300 o. COUNTY o STATE o b. COUNTY admiysion)
1-57 b. CIOTY (If outside corporate limits, give TOWNSHIP only) | Inside Limits ¢ CITY Inside Limits
R
62 TOWN ST, TOUTS, MISSOURT Yes (] NolJ oD T L pid'ss Yo Mo [
c. FgL‘l; NAME OF {If NOT in hosplrul, give location) | Length of stoy in 1b d. S-II-)RD%EEES . (If ougside, give location) Reside on Farm
4 HOSPITAL Al
‘762/ o |N5T|TUT|0»53ARNES BHOSPLILAL NS nlaS Yernen Yes [ No[]
o 3. NAME OF DECEASED First Middle Last 4. DATE Month Day Year
{Typa or print) oF
LINK NMIY SCATF DEATH IL 1, 1959
5. SEX 6. COLOR OR RACE|} 7. 8. DATE OF BIRTH 9. AGE a FUNDER ] YEAR| IF UNDER 24 HRS-
2 marrIED] NEVER MaRRIEDT ] SE (':'f"'; trorha T Baye | Fours e
2o C ol | el oD Tan. 2,/5 g5 s |

10a. USUAL OCCUPATION (Give kind of work dona

urlng most of working lifs, sveh if ratir

10b. KIND OF BUSINESS OR

oy Pec

me_r:c,us 2

11. BIRTHPLACE (City ond fiote or country)

12. CITIZEN OF WHAT COUNTRY?

! US. B .

Q.

130 FATRER SN AME l‘ab OTHER'S MAI‘DEN NAME 14. NAME OF HUSBAND OR WIFE
Vsiace Scacr e Bartle v FPhoche Decaig
b @ [ 15 WAS DECEASED EVER INU. 5. AR!ED FORCES? 16. SOCIAL SECURITY NO.| 17. INFORMANS Addrass ]
E = Nl (Yaa, no nawn)| (If yes, give war Br dates of service), X
2 % I 2809-02-6317 Phoebe Scaif 5065 Vernon
a 18. CAUSE OF DEATH (Enter only one cause per tine for (a), (b), and {¢).) INTERVAL BETWEEN
[ PART |. DEATH WAS CAUSED BY: ONSET AND PEATH
w IMMEDIATE CAUSE (o) _CERERBRAT, _HEMORRHAGE 12 HOIRS
=
x
w Conditions, it ey, . DUE TO (o) _ACUTE MYELOCYTIC LEUKEMIA 2 MONTHS
t which gave rllo( t)o }
chove couse (o),
- tati th, nder-
] P lying covas last, }__DUE TO (c) 20 f}f
. dEF PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not refated to the tarminal disesse candition given in PART | {a} 19. WAS AUTOPSY
-_2; -4 3 PERFORME
2 8l YES[] NO
_',:. 52‘ £ 20a. ACCIDENT SUICIDE  HQMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART ) of item 18.)
E O O ]
] B
S =ZWM5[ 2, TIMEOF .Howr Month, Day, Year
£ afpo INJURY  am.
§ : '3 __p.m.
£ é 20d. INJURY OCCURRED 20e. PLACE OF INJURY (e.g., inor about home, [ 20F CITY, TOWN, OR LOCATION COUNTY STATE
T ow WHILE AT~ NOT WHILE — farm, foctory, street, office bldg., etc.)
5 g | work AT WORK
£
E 21. | attended the daceased from J'Wd, 1959 APRII" l 1959 and last IOW: olive on APRII' l 1959
: Death cecurred at __ 9 G0 A. M,.__,_ m on the date stated above; ond 1o the best of my knowledge, from the causes stoted.
2
" 220. 81 ree or title} 22b, ADDREﬁ . ) 22¢. PATE SIGNED
: W W \9/M R ARNES HUSFILAL  |u/1/59
234. BURIAL, CREMATION, ATE 23c. NAME OF CEMETERY OR CREMATORY 234. LOCATION [City, tawn, or county) {State)
REMOVAL (sp.:im } G /‘ T .
oneesl” |4/s/59 re.c nwand (e melery Sthours Co, Mo.
24. FUNERAL DIREGTOR ADORESS 25. DATE RECD. BY LOCAL;G EGISTRAR'S 8l AYU% '
. . ”
APR4  '53 7
: {L d Emb#Al s St on Reverse Side)
V0 7 N




STATEMENT BY LICENSED EMBALMER

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

by me, or by , Student Embalmer No....................

working under my personal supervision.

Student
Signature of Student Embalmer

’

Licensed Embalmer No..‘:é\s . .... 5 ‘ /?

P. 0. Address, al
1

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).

e,

* "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.




