. Health,
& Welfore
. Public

h Service

5. 300
1-57

No symptoms will be listed.

Dactor, coroner, etc. must use only stondard nomenclature in item 18.

All disscases in Part | must be cousclly reloted.

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

THE DIVISION OF HEALTH OF MISSOURI

1959

Registration District Ne. _.._.....

STANDARD CERTIFICATE OF DEATH

é,-? _Primary Regulruhon Dlsm:! No. __. \é " .

59-027553

STATE FILE NUMBE

_..N_Eogilgltet'llh ;.___M.E -

1. PLACE OF DEATH

15. WAS DECEASED EVER N L. $. ARMED FORCES?

{Yeos, n ] unhmwn}l {If yus, giv or or dotes of servics)
Yo Xone

PART I. DEATH WAS CAUSED BY:

IMMEDIATE CAUSE (a)

18. CAUSE OF DEATH (Enter only one cause per line for {a}, (b}, cmd {c).)

2. USUAL RESIDENC‘E\( e dﬂ:.oll'd ‘i‘.dd“f?ii'ﬂallon RSIldenc. befdre
a. COUNITY a. STATE \“L‘ r‘ = admissio
. CITY (If outside corporate limits, give TOWNSHIP caly) | tnside Limits e CITY P = L QT ¢ Inside Limits
o YostF No [] o Yosled No []
TOWN Troy - -C 3 i
. FgLé. NAMEOOF (I NOT in hospital, give location) | Length of stay in 1b 037 SB%ERE-IS-S (1f ournde, glvu |°canon) "Reside on Farm
HOSPITAL OR 0 ADDRE
o mstitution 3t,Marys Hosp | 2 Daya a 1161 Boone St Yevitd No (]
3. NAME OF DECEASED Firsy Middle Last 4, DATE Maonth . Day Year
{Type or print} orF
LOUISE CEAH Inly 11,1959
5. SEX 4. COLOR OR RACE] 7. MARRIEDENEVER marriep[] 8. DATE OF BIRTH 9. AGE {In years DF UNDER | YEAR] IF UNDER 24 ‘HRS.
last birthday) | Months | Days Hours Min.
& (_White |/ voovo]  ovorceoD|May 23,3907 [ l
10a. USUAL GCCUPATION {Give kind of work dena | 10b. KIND OF BUSINESS OR 11. BIRTHPLAE (City and state or covniry) 12. CITIZEN OF WHAT COUNTRY?
during mast of warking lifs, even il retired) INDUSTRY
| "House Wife Troy,Mias o | U.S.A.
13a. FATHER'S NAME 135, MOTHER'S MAIDEN NAME 4. NAME OF HUSBAND OR WIFE

| _Edward Cannon =

Address

INTERYAL BETWEEN
ONSET AND DEATH

. J Frtou

Conditions, if eny, DUE TO (b)
which gove rlse to
abovs cavse {a), }
stating the wnder-
% Iying couse last. DUE TO {c}
= PART Il. QTHER SIGNIFICANT CONDITIONS CONTRIBUTING TC DEATH but not ralated 1o the terminal dtssase condition glven in PART 1 (o} 19. WAS AUTOPSY
3 4 PERFORMED? X
z 26 | YES[] NO
2| 200. ACCIDENT SUICIDE HOMICIDE 20b, DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART 1l of item 18.) v
w
u d O ol
<
Ul 20c. TIME OF Hour Month, Doy, Year
a INJURY  a.m.
I p.m.
20d. INJURY OCCURRED 20e6. PLACE OF INJURY {e.g., inor abouthome,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHlLE AT[:‘ NOT WHILE D farm, octory, street, office bldg., e1c.)
AT WORK my
21. | ottended the daceased from - =~ L 1 = 5 T3 last saw ﬁlm alive on ) - i [
Death occurred a1 1 ) m on the date stoted aboved and to the best of my knowl.dge, from the causes stated.
2o, SIGNATU {Dogrea or title) o 22b. ADDRESS 27c. PATE SIGHED
' = A7 D, SE 72 W Dl | 2/03/ " F
23a. BURIAL, CREMATION, | 23b. DATE 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, tows, or county) {Stats)
REMODV AL {Specify) N
1/13/59 Troy Ce ry Troy Missouri
ADDRESS 25. DATE RECD. BY LOCAL RE,

26. R GtS'(v’S SIGNATURE




Dr,.Paul Scheele
1617 Brentwood Blvd

o R NIRRT
W0,1~3904 et
e . epeps - bt f P
1 to 5 P.M. T yimrell e Jlotll
i o oamong 00N AT AN ol Grrrillde
EENT L0 vl TR AGIIDNT LT
) i
Qi TORL TS you o il oAl
TR tEr0R R oz ek norall |
sernsD ZoouhT tn 7 oghen” G0 Lo I A A e @
SE creell JOIL pepel bRl rrtorea o’ Y
STATEMENT BY LICENSED EMBALMER
I hereby cettify that the body whose name is recorded on the reverse side of this certificate was embalmed
by e, OF DY o i e e e e e e ea e an e eas , Student Embalmer No. ...........ccceeet
working under my personal supervision.
R 1T 13 1L OSSP Signed D‘&J‘){% 1 &P SRR
Signature of Student Embalmer -
Licensed Embalnler No (?j_ﬁ .......
P. O. Address. ... J .......
Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRI G. (Failure
to comply, with the abpve constituies grounds for revocahon of hcense)
|

s e 5 To0ll

\ b A
If embalmed by a STUDENT, he also shali’sign in his OWN handwntmg v t\. [
If this body is not embalmed, fact should be so stated above,



