URI DIVISION- OF -HEALTH — STANDARD CERTIFICATE OF DEATH

WENDED

DOCUMENT

BY AFFIDAVIT OF:

LED NS 002088 ey Regmaion Disier No. o reinars o OB IE

59-037411

STATE FILE NUMBER

PLACE OF DEATH

2, USUAL RESIDENCE (Where deconsed lived.

If institution: Residence before

. COUNTY . STATE b, COUNTY admissi
* * Missouri, Wayne mission}
b. CITY (If outside corporate limits, give TOWNSHIP only) tength of stay in 1b c. CITY Inslde Limits
OR OR
oM 5t, Louis, Mo. TOWN  Pi odmont Yo 1 No g}
¢. FULL NAME OF {If NOT in hospital, give location) tnside Limits d. STREET {If cutside, give location) Reside on Farm
HOSPITAL CR C ADDRESS
INSTITUTION S¢,, Louls ity Hosmtal Yes X No O Rutal Rt. # 2 Yes [ No 0
3. NAME OF DECEASED Fi Middl t 4. DATE Month D h {
(Type or print) et ' °AKAS Bus.bef, OF d l
Clenno Bester DEATH Oct. 1959
5. SEX 6. COLOR OR RACE 7. Morried (3¢ Never Married (] [8. DATE OF BIRTH | 9 AGE [last birthday) |IF UF?ER 1 YEAR | IF UNDER 24| HR
Widowed Di od Maonths Days Hours Min.
Male White owd U bwoedD 13/ /1003 | 56 |
10a. USUAL QOCCUPATION [Give kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY| 11. BIRTHPLACE (City and state or country) | 12. CITIZEN OF WHAT COUNTRY
jng most of working life, even if retired) .
LEBoRer Muncie, Indiana, U.S.A.

§3a. FATHER'S NAME

13b. MOTHER'S MAIDEN NAME

14, NAME OF H

USBAND QR WIFE

Charles Buster (Unknown) Bessie Bester(Buster)
15. WAS DECEASED EVER IN U.5. ARMED FORCES? 16, SOCHAL SECURITY NO. 17, INFORMANT Address Mo.
Yes, K I i dotes of servi _ . .
(Yes naNtz; :n nown),( yﬂ’ﬁ: war or dates of service) I Bes sie Buster, Rural Rt. # 2 Piedmont

MEDICAL CERTIFICATION

T o

18. CAUSE OF DEATH (Enter only cne cause per line for {a
DEATH WAS CAUSED BY:

IMMEDIATE CAUSE {a)

PART 1.

Conditions, if any,
which gave rise o
above cause (a),
stating the under.

!: (b). and {c).

INTERVAL BETWEEN

! . ONSET AND DEJNTH
MMM’

««&d-

4

/

:.'a(«.w,-/

lying  cause last. DUE TORXES LT ""‘ 7
PART 1. QTHER SIGNIFICANT - 1o} TWMMrm:mI PART ill, If /Scemd was_ fedale  was
disease condition givep o bk thefe a pregnancy in last PO days.
519 k IDYQ!l DNol[:]Unknown
19, WAS TOPSY [ 202. ACCIDENT _ SUICIDE  HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART |l of item 18.)
PERF: D? a (] 8]
YES NO O
20c. TIME OF Howur Month, Day, Year
INJURY am.
p.m.
20d. INJURY OCCURRED 20w. PLACE OF INJURY (e.g., in or sbout home, | 20f. CITY, TOWN, OR LOCATION COUNTY STATE

WHILE AT WORK'[]
NOT WHILE AT WORK (3

farm, factory, street, office bidg., erc.)

tof

and last saw :,m slive on,

| attended the deceased from q@—-
Death occurred at. i /‘m on the date stated sbove, and to the best of my knowledge, from the causes stated.
P

.}
" 22a. SFNA]'URE

. 8 REMATION,
REMOVAL (Specify)

Removal

or mle(?’

23¢. NAME OF CEMETERY OR CREMATORY

“Fso

22¢. DATE SIGNED

o859

Ruble Cemetery

24. FUNERAL DIRECTOR

Albert H, Hoppe Inc.,h700 Washington, B

~ ADDRESS

25, DAT‘U

BY I.OCAI. REG

8 1959

23d. LOCATION (City, town, or county)

(State} *

IG TURE
JMJ‘, _"

{Licensed Embalmer’s Snrcmem on Reverse Side)

5.2
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STATEMENT BY LICENSED EMBALMER \

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

Sr—try Student Embalmer No.

working under my personal supervision.

Stodens. ™ signed Trraznigtrt Critco

Licensed Embalmer No._&&l

. . P. Q. Address_stJ_i_l Cva ey

Nofe: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING (Failure to comn
with the above constitutes grounds for revocation of license).
s ' if embalmed by a STUDENT, he also shall sign in his-OWN handwriting.— -~ ." MR I
If this body is not embalmed, fact should be so stated above. |

Signature of Student Embalmer

. : : :




