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THE DIVISION OF HEALTH ©

STANDARD CERTIFICATE
042

F MISSOUR]

OF DEATH

Primary Registration Distriet Ne.

_L_O JUN 8195 sisvason piswrict .

PLACE OF DEATH -~ 2. USUAL RESIDENCE (Where deceosed lived. If institution: Rgxdidgnc_g)b’y{re
. COUNTY a. STATE b. COUNTY admissio
° Buchanan Missouri Buc
b. CITY (If outside corporate limits, give TOWNSHIP only) Inside Limits c. CITY tnsidef.imits
orR Yes & No [ OR Yes, Ne []
TO¥NSY, , Joseph TOWN St , Joseph
c. FULL NAMI(E)OF (If NOT in hospital, give location} [ Length of stay in 1b o, Pd SE%%EEES (M outside, give location) Reside on Farm
HOSPITAL A
insTITUTIoNMo, Meth, Hospital (16 yrs, & 1523 No.2nd Street Yes (] No[X
NAME OF DECEASED First Middle Last 4. DATE Month Day Yeor
(Typa ar print} o]
CHARLES EDGAR CONSTANT DEATH May, 28, 1959
SEX 6. COLOR OR RACE| 7. 8. DATE OF BIRTH 9. AGE (I FUNDER 1 YEAR| IF UNDER 24 HRS.
MARRIE[E NEVER MARRIEDD last Lir:ll):::;; Months | Days Hewurs I Min.
Male o| Caucasian |/ “ooweo[]  oworceo[] ,17,1885 ¥ra.

100, USUAL OCCUPATION (Give kind of work done

10b. KIND OF 8USINESS OR

11- BIRTHFLACE (Clry and state or cuunny)

12. CITIZEN OF WHAT COUNTRY?

Death occurred ot

during mast of working fife, svan If retired) INDUSTRY
Farmer Farm Denver, Missouri o] U.S.A.
13a. FATHER'S NAME 13b. MOTHER'*S MAIDEN NAME 14. NAME OFMMWFE
William Constant Mary Miller IM.rs. Cora Constant
5. WAS DECEASED EVER IN U, 5. ARMED FORCES? 16. SOCIAL SECURITY NO.| 17. INFORMANT address JH02 No,6th St, »
{(Yas, r unk {IF . give wa d f ice) .
. norankem| (F yes. give war o daras of sarvice 500-07-8161 Mrs,Paul Walts, St.Joseph, Missouri
18. CAUSE QF DEATH (Enter only one cause per line for {a), (b}, and (c}.} INTERVAL BETWEEN
PART |I. DEATH WAS CAUSED BY: ONSET AND DEATH
IMMEDIATE CAUSE (o) ___Aneuryvsm of the Aorta Unk,
Conditions, if ony, DUE TO (b)
which gave rize 1o
obove cause {a),
stating the under- }
z lying cause lost. DUE TO (e}
= PART {l. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the terminal dizecsw condition given in PART | {a) 19. WAS AUTOPSY -t
s PERFORMED?
: O2A.X ves[J o (&
2| 20a. ACCIDENT SWCIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART Il of item 18.)
w
o O O O
§ 0c. TIME OF Houwr Month, Day, Year
o INJURY  a.m,
i p.m.
20d. INJURY OCCURRED 20e. PLACE OF INJURY (e.g., inor acbouthome,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE ATD NOT WHILE D farm, factory, street, office bldg., etc.)
WORK AT WORK
21, | attended the d d from ;/2';/59 , to 5’/28/g9 and last saw an alive on 5/ 8/59

] 15 P, mon !ha dum stated above; and to the best of my knowledge, from the causes stated,

22, ADDRESs Social Welfare Board
10th & Olive, St. Joseph, Mo.

22c. DATE SIGNED

5/29/59

. BURIAL, CREMATION,
REMDVAL (Specily)

23b. DATE

. FUNERAL DIRECTOR

NAME OF CEMETERY OR CREMATORY

St

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

Joseph,

{State)

Missouri

{Licsnswd Embalm.

26. REGISTRAR"S SIGNATURE

bl bl

"3 Statament on Reverse Side)




STATEMENT BY LICENSED EMBALMER

1 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. ................ce.

working under my personal supervision.

Student
Signature of Student Embalmer

P. 0. Addres%. - wia—¥

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HA WRITING. (Failure
to comply with the above constitutes grounds for_revocation of license). . | . )

’ 1f embalmed by 4 STUDENT, he also shall sign in his OWN handwntmg .

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

I A TP




