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Docter, coraner, etc. must use only standard nomenclature in item 18. No symptoms will be listed.
USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

All diseases in Port | must be causally related.
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FILED JUL 718880 pisi e

THE DIVISION OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH

Primary Remsh’unon Du:tru:t No.

30/

59-020614

STATE FILE NUMBER

,, — Registrar's No...._ ¢

1. PLACE OF DEATH 2. USUAL RESIDENCE ({Where decnused lived. If institution: Residence before
o. COUNTY a. STATE - ! . COUNTY admizgicl
Cape Missouri ™ Slodd 3¢
b CEJTRY {If autside corporats limits, give TOWNSHIP anly) Inside Limits c. CITY Insided imits
tome Cape irardeaw Yes [ te [ ToM /% Yy ico Ves& No[]
c. FgLL NAME 6F {If NOT in hospital, give location) | Length of stay in 1b e d. STREET {If ourside, give location} Reside on Farm
HOSPITAL OR N . ¢ ADDRESS
0 iNsTTUTION 37 Francss 7‘1‘0.!'). a Yes [ Ne[J
3. NTAME OF DECEASED First Middle Lost 4. DATE Month Day Yeor
{Typa or print) oP
Roy — COD,bEI- CEATH Jiene /9 1959

5. SEX 6 COLOR OR RACE[ 7. . pmieofnever warricol ]| & DATE OF BIRTH 9. AGE (In yaars JFUNDER i YEAR] IF UNDER 24 HRS.
2 a / W f lost birthday) [ Montha | Doyx Hours Min.
€ . 7e 4 powED[] oIvorceD ] Jwune 1} /8944
105. USUAL OCCUPATION (Give kind of work dons | 106, KIND OF BUSINESS OR 11. BIRTHPLACE (Ciry and state or country} & |12 CITIZEN OF WHAT COUNTRY?

durin st of working Jife, sven if retired) INDUSTRY
P st Mras sy SToddard (o 2 S
13a. FATHER*S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF H_U.SBAND OR WIFE
Chas, Coorer L/ ?earmam Gora Gose r

15. WAS DECEASED EVER IN U. 5. ARMED FORCES?
(Yes, no, éfﬂkmwn) {If yes, give war or datex of service)

18, SOCIAL SECURITY NO.

HEI- 4263

INFORMANT
% “wrd rdﬁﬂﬁl ol

Address ‘
/) e nel) /!ﬁ:

PART I

Conditions, if any,
which gave rize to
above cauvse (a),
stoting the under-

18. CAUSE OF DEATH (Enter only one cous
DEATH WAS CAUSED B

IMMEDIATE CAUSE (u)

DUE TO (&) F [/M T //C%c.»«éd/b @&
ity
(,'”)/ / W«?’%MLG—% (?@ £ -éi-a..z,g‘f:LL

i

ine for (a), (b}, gnd (c}.)

.-91“’ b/é‘-//é-f f

INTERYAL BETWEEN
ONSET AND DEATH

-‘F’—L,.a)\._

~

g lying cause Jost, DUE TO (<}
= PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related td nﬂ. termingl disease condition glven in PART 1 (o} 19. WAS AUTOPSY
s PERFORMED? &
g 2 34X ves[] NOE]
%1 20a. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. ({(Enter nature of injury in PART | or PART Il of item 18.)
w
8 o ad O
S| 20c. TIMEOF  Hour Menth, Doy, Yeor
a8 MJURY  am.
‘£ P,
20d. INJURY OCCURRED e, PLACE OF INJURY (e.g., inor abauthome, | 204. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE ATD NOT WHILE D form, factory, street, otfice bldg., ete.)
.WORK AT WORK

Death accurred at

2.1-7"' ottended 1ha_ deceased from ;l une 3 I d ’ 1 9 59 P ] J

m on the dote stated above; and to rhe best of my kmwledge, from the causes stated.

3:30 AM,

96 last 'sav?ﬁx alive on

[ ? 7/”,'{5////%7?, Tiem /75—

{Degree or title)

o

22b. ADDRESS

4

Zcﬁ/ﬁf

22¢. DATE SIGNED

NaltZive

730. BURIAL, CREMATION, | 23b. DAY 23c. NAME OF CEMETERY OR crEmbeagl 23d. LOCATION (City, towy) or county) (sm.) 7
VAL (Spacity) ’ .
rief /’-’/-/7-":/’ UyICo Seexreol)

24, FUNERAL DIRECTOR

%a/ @@M E{X/&o Ho

ADDRESS

7=

25. DATE RECD. 8Y LOCAL REG.

/- 1759

QEGISTRAR'S SIGNATUREK Z

{Licensad Embolmer's Statement on Reverss Side}




gs6r g Wl )

AN 5 1g6,
STATEMENT BY LICENSED EMBALMER

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

Ly T T TR , Student Embalmer No. ...................

working under my personal supervision.

.......................................

Stadent oo aas

Signature of Student Embalmer
- ) . 0t e, Licensed Embalmer No%é/a

" P, 0. Address. A v an ¢ Mo

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.




