Health,

L Welfare

Public

Service

. 300
1-57

WU, QU @G, IRUS] WSS DMLY $370NQ0Fa nemenciarure 10 1Tem (8. No symptoms will be 115160,

All diseases in Port | must be cousally related.

L3N

THE DLVISION OF HEALTH OF MISSQUR]

STANDARD CERTIFICATE OF DEATH

i) MAY 19 1958:commorer v e

4

59-017173

STATE FILE NUMBER
S327

Primary Registration District Ne.

Registmt'sN-o. _______ g.‘_g«_--

. PLACE OF DEATH

2. USUAL RESIDENCE (Where deceased lived.

IF institution: Residence before p

TOWN

= ot 0 g foyid AT ssowrs " PN C ra W B
b. CITY (l4 outside corporate limits, give TOWNSHIP oaly) Inside Limits <. CITY Inside Lims
o ‘Unie n Yes ] e (] TOWN Vjes co Yes[]

c. FULL NAME OF {If NOT in hospital, give locot

ien} | Length of stay in 1b . STREET

{If outside, give lecation} Reside on Farm

/o /25w o stee\Ville M“’“DDRE“ SAme As | c. Yes 7N B
3. FT‘:::E oC:FprIjJHE')CE.i\SED First . Middle Lost 4. DS;E Month Day Yeor
Fﬁ.nn:e \Jﬁne_ —Robcr¥s DEATH s -9 59
;:;E’;H A le. ~ 137:?,?- :CE 4 :&ﬂzg%‘ﬁﬁvsz o 82_0‘:5[0; Tiees |” “EE';T,‘E:;; Ve | :‘if‘: 'EJif‘."T L.
10a. USUAL OCCUPATION {Give kind of work dene | TOb. KIND OF BUSINESS OR 11. BIRTHPLACE (Cl!y and state or country) o 12. CITIZEN OF wHAT COUNTRY?
yng‘m‘o:‘lsfle.warkmglq.-v-n if ratired) INDUSTRY Kcv s Vl ! ‘ e ‘ m o W s A.

13a. FATHER'S NAME

dward L\ vesAy

13b. MOTHER'S MAIDEN NAME

Amand a

sfa fforcl.

14. NAME OF HUSBAND OR WIFE

Oscar

15. WAS DECEASED EVER IN U. 5. ARMED FORCES?

{Yos, n,uw unknawn}} (if yes, give war or dates of aervica)
f )

1. SOCIAL SECURITY NO.| 17. INFORMANT

None

Henneth Roberds

Address 38’3 Fa ISom
St L o

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

18. CAUSE OF DEATH (Enter only one cause per |i
PART 1. DEATH WAS CAUSED BY:

IMMEDIATE CAUSE (a)

Conditians, if any,

ine for [a), (b), and {¢).) |%L§E¥A?ALND DTEWAETEHN
@oc,g.«.a_am 22
7

which gove rizsa to
cbave cause {a),
stating the under-

} DUE TO {b}

—O/M%,_fw‘/ r

P4

% lying causs last. DUE TO {c}
£ PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not reloted to the terminal f;3pfies condition .iv.ﬂ PART | (a} 19. WAS AUTOPSY
S PERFORMED?
& L2/ YES[] NO
2| 20a. ACCIDENT  SUICIDE  HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART 1l of item 18.)
w
8 O O O
S| c. TIMEOF Haur  Month, Day, Year
a INJURY a.m.
k3 p.m.
20d. INJURY OCCURRED 20e. PLACE OF INJURY (e.g., inorabouthome, | 20f, CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT NOT WHILE ‘N farm, foctory, strest, office bldg., erc.}
WORK D AT WORK

21. 1 attanded the deceased from

2/6/50

5/8/59

s 10

Death occurred af

and last saw h

alive on

m on the date stated above; and 1o the best of my knowledge, from the causes stated.

22b. ADDRESS

Salem, Missouri

22¢c. DATE SIGNED

J-/4-57

23a, BURIAL, CREMATION, | Z3b. DATE 23e. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town, or county) (Stah)
REMOV AL {Spacify) C ‘p A_,
Buwurinal 5-”-5"‘? KEVSVIHE- y AWtor Co.

ADDRESS

b

24. FUNERAL DIRECTOR

25. DATE RECD. BY LOCAL REG.

feelvillel S//3/s9

26 REGISTRAR'S SIGNATURE g : :

a/m.,«?- ya

{Licensed Embalmet’s Stofement on/Ruverss Sida)




STATEMENT BY LICENSED EMBALMER
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