THE DIVISION OF HEALTH OF MISSQURI
welte STANDARD CERTIFICATE OF DEATH ©3-022069

& Wellare

Public i ; V STYATE FILE NUMBER
 Service HLEU JUN 2 4 1gggegisrru1ion_ Dristrict No. 333Pr|mary Registrotion District No. 56:5 Registear's No., 7éL
1. PLACE OF DEATH 2. USUAL RESIDENCE {Where deceased lived. If institution: Residence beffre
. 300 a. COUNTY La-wrence a. STATE Missouri b. COUNTYShel admissio
1-57 b. C(IDTRY (If ourside corporate limits, give TOWNSHIP only) | Inside Limits c. C(I)TRY Inside Limits
I Town Mte Vernon Yes [ No[gf .7own  Leonard Yes[ ] No[]
. c. FgL[I; NAM%DF (1f NOT in hospital, give location) | Length of stay in 1b 16 dO STREEES (If outside, give location) Reside an Farm
HOSPITAL OR ADDRE
o iNsutution _MoeState Sanatorium 151 days Yes [} No[]
3. [‘TAME OF DE}CEASED First Middle Last - 4. DATE Month Pay Year
ype or print OF
Charles Hiram Simpson peati June 19, 1959
5. SEX 16,] COLOR OR RACE| 7. marRIED[ NEVER MARRIED] ] 8. DATE OF BIRTH 9. A;G,E, Si,,'z::;; l:nlJnl:hD’ER ;:jAR I:xNDER z:ﬂ_r:ks
3 r rs .
Male o hite R wioowen[ ] oivorcen®{ June 17, 1889 70 | |
100. USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (City and state or country) 12. CITIZEN OF WHAT COUNTRY?
during most of working life, aven if retired) INDUSTRY
Missouri 4 USA
13a. FATHER'S NAME 13b. MCTHER®S MAIDEN NAME 14, NAME OF HUSBAND OR WIFE
Unknown
15. WAS DECEASED EVER IN U. 5. ARMED FORCES? 16, SOCIAL SECURITY NO.| 17. INFORMANT
(Yei: no] or unknawn)| (If yes, give war or dates of service} U ] San .records ,MO.St ate San. ,Mt .vemon, Mo.
18. CAUSE OF DEATH (Enter only one cauvse per line for {a), (b}, and (c).) INTERVAL BETWEEN .
PART I. DEATH WaS CAUSED BY: ONSET AND DEATH

IMMEDIATE CaUSE (o) _ultiple brain abscesses, Staphylococci

oue To v _infected pulmonary cavities

Condirions, if any,
which gove tise to }

cbove couse (o),

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

Vacter, coronar, etc. must use only standard nomenclature in item 18, No symptoms will be listed.

. ating the wder ) UE 10 (9 _Pulmonary tuberculosis, Far Advanced, Active 2% yrs. (2)
o
= = FART . OTHER SIGNIFICANT CONDITIONS COMTRIBUTING TC DEATH but not relatad 10 the 1erminal disease condition given in PART 1 {a) 19. WAS AUTOPSY
3 & 2 PERFORMED? J
2 L U2 X YES [ NO [
= e | 20u. ACCIDENT SUICIDE HOMICIOE QUE'DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | ce PART U of item 18.)
= w
H u d O |
3 4
: U| 20c. TIME QF Hour Month, Day, Year
2 a INJURY  g.m.
'-; X p.m. v
E 20d. INJURY OCCURRED 20¢ PLACE QF INJURY (e.g., inorabouthome,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
< WHILE AT HNOT WHILF form, foctory, sireet, office bidg., e1c.)
K] O aTwork O
E 21. | ottended the deceased from Jan. 19, 1959 , rnJune ~L9, 1959 and lest suwﬁ alive on jlme 19, 1959
5 RN beuﬂﬂ)ccbrr;é'&r 1:00 Balllg m on the date stoted above; and to the best of my knowledge, from the couses stoted.
s e or title) 22b. ADDRESS 27¢. DATE SIGNED
<5
3 1. .& Ht. Vernon, Mo. 6-19-59
BURIAL EMATION 2’3:. NAME QF CEMETERY OR CREMATORY 23d. LOCATION (City, tawn, or county} {Srara}

Reémovals " Clarence, Mo

24. FUKERAL DIRECTOR ADDRESS 25. DATE RECD, BY LOCAL REG. | 24. REGISTRARS SIGNATURE .
H, D, Fossett _ Mt. Vernon, Mo. b-/f-59 G Bl el
5 ~ 7 T _7

-




o 6381 g 0L,

STATEMENT BY LICENSED EMBALMER

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

by me, or by W ..................................................................... ., Student Embalmer No. .......ccoe..v..

working under my personal supervision.

Student oo ees Signed M ................

Signature of Student Embalmer
Licensed Embalmer nggo £
. P.O. -Addressm(ﬂn_(..

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.

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




