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hLED JUL 1 0 1959_ugis!rurioq Districs No. _ :Z d ?

THE DIVISION OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH

59-022554

STATE FILE NUMBER

Primary Registration District No. 4 yd—ﬂ

Reginrur's Ne..

. PLACE OF DEATH

2. USUAL RESIDENCE (Where deceased lived.

M institution: Residence befors’

| |
. COUNTY - STATE b. COUNTY i ssion}
Sr.CunpriEs Missour) ST}
CITY (If outside cerporate limits, give TOWNSHIP only) Inside Limits [ CE)TRY lnside Limits
rom Por TAGE Tawnssip - Yos L No B¢ o S lavis Yol Ne[]
FgL'I; NAM%OIHH NOT in hospital, nga location) | Length of stay in 1b b ; SERERE'ES (If outside, give location) Reside on Farm
HOSPITAL OR M 135138 1P P v R ADDRE
| INSTITUTION N S e Beras 1oe |1 81T < 3016 Sar Yes [ No b
| 3. :l_]._AME OF DE)CEASED First Middle Last 4. DATE Month Doy Yeoar
ype or print 0OF
OLiver Kax oY ER, e T Bl

5. SEX

J

@

6. COLOR OR RACE

7. MARRlEDmNEVER MARRIEDD
J Wiowen[] pivorceo[ |

J AN

8. DATE OF BIRTH

A%, 1430

FUNDER 1 YEAR
Months l Days

IF_ UNDER 24 HRS.

9. AGE {In ywars
Hours l Min.

last birthday)

10s. USUAL OCCUPATION (Give kind of work done

10b. KIND OF BUSINESS OR

11. BIRTHPLACE (City and state or country)

12. CITIZEN OF WHAT COUNTRY?

dyripg most of working life, even if retired) INDUSTRY I/
MeEcaRNLC seavice Lo EastSv.bovis o U.S.A.

13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
Denver L. Bover 4 manpn Ess
15. WAS DECEASEDlEVER IN U. §. ARMED FORCES? 16. SOCIAL SECURITY NO.| 17, INFORMANT Address
{Yes. no, of unknqwn)| (tf yes, ﬂ war n;i.m of swrvice} 35 l 24. !14q J_ 5

18. CAUSE OF DEATH (Enter only one cause per line For {0), (b}, ond {c}.} INTERYAL BETWEEN

PART |. DEATH WAS CAUSED BY: ONSET AND DEATH
IMMEDIATE CAUSE {q) Drowning

Sdimming in River

Death occurred ot

Conditions, If any, DUE TO (b)
which gove risa 1o
uh\irn c:un- d[n}, }
tating
6 |‘ying ct:ql.l.nwl.u:::_. DUE TO {c) {Fﬂ' ?g
= PART il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not relcted to tha terminal disesse cendition given in PART | (o) 1% WAS AUTOPSY
= 4 2 PERFORMED? G
a YES[] NO[]
2| 200. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. {Enter nature of injury in PART | or PART Il of item 18.)
w
° ® O n Floating on innertube 1lost balance and Tube
31 20e. ITuJaE OF Hour M:f:h, Day, Yeér 2
a NJURY  om. une
F pon. got away from Him of%
20d. INJURY OCCURRED 2e. PLACE OF INJURY (e.g., mbclo:’ubouthc;ma, 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT NOT WHILE farm, foctory, street, office 9., otc
work ] atwork X | Misgsissippi River St. Charles Mo
21. | attended the deceased from , to and [ost saw: alive on

m on the date stated above; and to the best of my knowledge, from the couses stated,

gree or title}

3
i —Coroner

22b. ADDRESS

22¢. DATE SIGNED

Wentzville Mo, Julyi, 8-.59
23a. BURIAL, CREMATION, | 23b. DATE fc. NAME OF CEMETERY OR CREMATORY 234, LOCATION [City, town, or county) (State)
REMOVAL (Specify) A
=MOVRL 24-.145_5:?3254-_1'55 S Loui vt Mo
24. FUNERAL DIRECTOR ADDRESSS‘?.S BFALETE DATE RECD. BY LOCAL REG. | 26. REGISTRAR'S SIGNATURE
cUNO = &, S5t y g | Mabes AN . '7/’(4/5 P

{Licangsd Embalmase’s ?;anr.on Rﬂgéd .

/e /y 5ra /7!7)
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=
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STATEMENT BY LICENSED EMBALMER

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

, Student Embaimer No. ..........c..oiins

BY ME, OF BY oeitieeriii et s

working under my personal supervision.

Student ........... SO VO URURRRRUOOPS Signed /N e iM'
Signature of*Student Embalmer - ’ ,53/

Licensed Embalmer;No....7......0....... ¢
P. O. Address./{../........ o o/ )

NG. (Failure

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDW
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.




