URERAYFION OF il

Registration District No. _____

TH — STANDARD CERTIFICATE OF

. %
________ Registrar's No. __'-_-_?__g._!l-_-

EATH 59-040546

STATE FILE NUMBER

\ENDED
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where decessed lived. If institution: Residence before
.. county Jackson o STATE  Mi sSoupicouN™ Jackson admission)
b. CITY (If outside corporate limits, give TOWNSHIP only) Length of stay in 1b c. CITY Inside Limits
ORr I d d 8 OR
wwy Independence 18 Yrs. owv  Independence Yes § No O
¢. FULL NAME OF {If NOT in hospital, give location) Inside Limits d. :I':I',%EREE'I'SS (1 cutside, give location} Reside on Farm
HOSPITAL OR .
INSTITUTION Indep . Ho SpP1i tal Yes O o[ 1010 S. Kiger Yes [1 No4d
3. EAME OF DE)CEASED First Middle Lasy 4, DOA;IE Menth Day Yeer
Y@ oF print
JOHN DANIEL WADE DEATH 11 22 1959
5. SEX 6. COLOR OR RACE 7. Married (X Never Married [] [8. DATE OF BIRTH | 9- AGE (last birthday) | IF UNDER | YEAR IF UNDER 24 HR .
- M W Widowed [] Divarced [J 27 60 Months | Days Hours Min.
10a. USUAL OCCUPATION {Give kind of work dona | i0b. KIND OF BUSINESS OR INDUSTRY( 11. BIRTHPLACE (City and state or country) | 12, CITIZEN OF WHAT COUNTRY
dyring most of wor &ﬁﬁe, @i n if rehred) .
Landscaper Harbor Beach Michl U, 8. &
13a. FATHER'S NAME 13b, MOTHER'S MAIDEN NAME : 14, NAME OF RUSBAND OR WIFE
Daniel P. Wade Celeste Jane Morgan Hilda Wade
15. WAS DECEASED EVER IN U.5. ARMED FORCES? 16. SOCIAL SECURITY NO. 17. INFORMANT Address
{Y , of unknown) (If , give or datay of service) . .
N [ e X 380 07 6302 |Mrs. Hilda Wade 1010 S. Kiger Rd.
[ 18. CAUSE OF DEATH {Enter only one cause per line for (a), {b), and (¢). INTERVAL BETWEEN
E PART 1. DEATH WAS CAUSED ONSET AND DEATH
S IMMEDIATE cAuse 3 _CeTebral thrombosis (right) with left hemiplegial 3 days
L
8 Conditions, if any, DUE TO (b) Coronary Arteriosclerogis with myocardial
which gave rise 1o infarction { posterior)
fating the under. 1 week
lying cause last. DUE TO {x)
z PART 1l. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the terminal PART N1l 1i  decessed wos female was
(,:) disease condition given in PART | {a) there a pregnaney in last 90 days.
by Chromophobe adenoma pituitary [0 Yes | O Ne ] O Unknown
E 19. WAS AUTOPSY 20a. ACCIDENT  SUICIDE  HOMICIDE 20b, DESCRIBE HOW INJURY OCCURRED, (Enter nature’of injury in PART | or PART 1| of item 18.)
i PERRGRMED? a a 0
v YES NO [
% | 20c.TIME OF  Fouf  Month, Day, Year |
3 INJURY a.m.
; p.m.
20d. INJURY OCCURRED 20e. PLACE OF INJURY le.g., in or about hame, | 20§. CITY, TOWN, OR LOCATION COUNTY R STATE
WHILE AT WORK O farm, factery, streat, office bldg., etc.)
NOT WHILE AT WORK O
21. | attended the deceased from 7-27-56 to 11-22-59 and last saw m‘him' ive on 11"22-59
Daath occurred at 6:20 AM, m on the date stated above, and to the best »f my knowledge, from the causes stared.
3 22a, SIGNATURE (Degres or title} 22b. ADDRESS 22c. DATE SIGNED
= Drs. Grabske & Link & A 4 N 10901 Wimmer, Inep., Mo 1-23-59
i 33a. BURIAL, CREMATION, | 23b. DATE 23: NAME OF CEMFTERY OR CREMATORY 23d. LOCATION {City, fown, or county) (State)
9 REMOViL {Specify) .
z | Buria 11-24-59 Floral Hills Kansersity. Missouri .
Iy 24, EUNERAL DIRECTOR Aﬁ?{b., MO 25. DATE RECD. BY L $L REG. REGISTR S"SIGNATURE
. - -,
%] Floral Hills Mem. Chapels, Inc /-~ Y ‘E’é(%
1

{Licensed Emnbalmer’s Statement on Reverse Side)




656l 7 T SR

STATEMENT BY LICENSED EMBALMER

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

or by Student Embalmer No.

working under my personal supervision. ’
Student Signew&—

Signature of Student Embalmer
Licensed Embalmer No y7//9/

- . _ P. O. Address KCD '744,() .

.

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to com
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.

~ -




