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1.
. 300 a.

1-57

Uoctor, coroner, etc. must use only standard nemenclature in item 18. No symptoms will be listed.

All diseases in Part | must be causally related.

A

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

THE DIiVISION OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH

___59-016988 _|

STATE FILE NUMBER

I[Lm_m—glgsgsgistrmion_ Disnrict No. ﬂ.,._,,..ws....a _________ Primary R{gi{r:ciion District NO'._.3w°.ﬁl,.._o_-_....__ Rag_istrur's No.___l____ﬁ___b___

PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence b)ef in
COUNTY a. STATE b. COUNTY acmission
Cape Girardeau I1linois Alexander
. CE)TRY (It outsida corparate limits, give TOWNSHIP enly) Inside Limits 5,’ €. C(IJTR:( Inside L¥mirs
F)
11 Yosif | No [] 'DO Town  CGale Yesm No (]
. FULL NA:_AEOROF {If NOT in hospital, give location} | Length of stay in 1b d. STREET (I outside, give location) Reside on Farm
HOSPITA ADODRESS
©  iwntutonst. Francis 30 minutgs Bone Yes [ Nofg]
3. NAME OF DECEASED First Middle Last 4. DATE Month Day Year
[Type or print) OF
Clarenc Charles handler DEATH May 20 1959
5. SEX 6. COLOR OR RACE| 7. 8. DATE OF BIRTH 9. AGE 0 IF UNDER 1 YEAR| IF UNDER 24 HRS.
wacsispC e ver waeaieoL] o oD LYeARL I oes 2
Male_ ol White , wooweo[]ovorces)| QT 3¢, /854 | TG [2° 127 |
10a. USUAL OCCUPATION {Give kind of work done | 105. KIND OF BUSINESS CR 1. BJRTHPLACE’(Ciry and srale of country) i 12 CITIZEN &: WHAT COUNTRY?
ﬁurmg +1 of worklg life, wven if retirad) HOIEDéUTRYBuS 1ne as Gr’and T ower Il 1 ; U .B . A

13a. FATHER’S NAME

Theadore T Chandler

13b. MOTHER'S MAIDEN NAME

0llie Wittason

14. NAME OF HUSBAND OR WIFE

Vicla Chandler Gale Tll

15. WAS DECEASED EVER IN U. 5. ARMED FORCES?
Yes, no, or uljl:-nqwﬂ) (IF yes, give war or dotes of service)

16. SOCIAL SECURITY NO.| 17, INFORMANT

QALWND W

Addrass

Mrs Vinlg (‘h::md'!fug Gale T11linais.

18. CAUSE OF DEATH (Enter only one cous
PART |. DEATH WAS CAUSED BY:

IMMEDIATE CAUSE (a)

Canditions, if any,

DUE TO (b) 0m1m Odun

r line for {a}, {b), and (c}.}

“ HZMMP,&M

INTERVAL BETWEEN
- ONSET AND DEATH

which gave rise to
above couse (o),
stoting the under-

!

- ~ N 1

f‘plgase ==

z lying cowse last. DUE TO (¢)
E PART Il. OTHER SIGNIFICAKT CONDITIONS CONTRIBUTING TO QATH but not related 10 the terminal dissass condition given in PART | () 19 \;AS AéJTOPSY 2
ERFORMED?
£ H2e0 ves [ NO P4
2| 200. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY GCCURRED. (Enter nature of injury in PART | or PART 1l of item 18.)
w
u O ] |
3 2c. TIMEOF Hour Maonth, Day, Year
o INJURY  a.m.
"E p.m.
204. INJURY OCCURRED 200."PLACE OF INJURY (e.g., inor abouthome,[ 20f. CITY, TOWN, OR LOCATION COUNTY STATE
wHILE ATD NOT WHILE 0 farm, factary, street, affice bldg., etc.)
WORK AT WORK
21. | attended the deceased from _wd&_‘]""la'ss: to 0,19 and last sow m«:liva on 1 - - S?
Death occurred ot | A P m on ihjda'a stated above; ond to the best of my knowledge, from the causes stated.
SIGNATURE (Degree or title) Vo) ADDRiZS 22¢. PATE SIGNED
am\m:\(\wg_&_\/ ‘M‘-‘b N }7)0 - 5' a,"ﬁ

23b. DATE

5-.23 1959

23a. BUM, CREMATION,
REMOV AL (Specify)

2&. NAME OF CEMETERY OR CREMATO&

Thsbes T11

23d. LOCATIDN {City, town, or county)

ebeg 1113

{5tare)

"%ﬁé”f‘fkﬁg% F"Howell CABE“Flr mo 110

25. DATE RECD. BY LOCAL REG.

£ 4T-/159

{Licansed Embclmer’s Statement on Reverss Side)

ZgGISTﬂAR S SIGNATURE




3661 ¢ NO%

STATEMENT BY LICENSED EMBALMER

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

BY M@, 0T DY ottt e e ettt srar s , Student Embalmer No. ..........coennen.

working under my personal supervision.

Student ..o Sagnww-ﬂ'ajw .................

Signature of Student Embalmer
Licensed Embalmer Nog‘\g—“g

P. 0. AddresS4-€ 44 &-'WM

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

S *

.-




