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Doctor, corener, etc. must use anly standard nomenclature in item 18. Mo symptoms will be listed. -

All diseases in Part | must be causally related.

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

THE DIVISION OF HEALTH OF MISSOUR|

s e vac — —
FILED VS NOV 11980 STANDARD CERTIFICATE OF DEATH 60-039058
) STATE FILE NUMEE
i Registration District No. ﬁ-/ Y Primary Registration District N057X? Regts'rarvs No... % 0
1. PLACE OF DEATH 2. USUS#L 1l}ESIDEN_CE {Where deceased |léed If institution: R:slden:u b)efore‘
. COUNTY } a. A b. COUN admissidn -
: Mississippi . "Missonurt 'hi.. i3 .
b. Clc;l'RY {If curside corporate limits, give TOWNSHIP only} Inside Limits kb c. C(IDTRY A Inside Li@,_f;
TowN nship e = oWy ‘ oo YeslD Mgl
c. FULL NAME OF (If NOT in hospital, give |ocut|on) Length of stay in 1b.. | d. STREET (1§ outside, give location) ] Reside on Farm
HOSPITAL OR - - ?DDRESS . ¥ N D
O _INSTITUTION 2m N, 0f E.Prairie 11Yespgl 0672 o o
-3 HAME OF DECEASED First Middle Lost 4. DATE Month Day Yaor
[Type or print} C - OF 7
- Edward Lee Armstrong DEATH Qa]12-60
5. SEX 6. COLOR OR RACE| 7. {jN g. DATE OF BIRTH 9. ABE (In-years IF UNDER 1 YEAR| IF UNDER 24 HRS
MARRIED EVER-MARRIED[ ] € (In-y
= irth Month. Da H in,
o Malsa White / Winowen ] pivorcep[ ] July 31 » 1883 75‘”" dar) | Montha v o 1 M_
10a. USUAL CCCUPATION (Give kind of work dene | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE {City and state or country) 12. CITIZEN OF WHAT CQUNTRY?
i rking Life, even if rotired}
P FAPRED | Hickman Ky, UeSeAs

13a.

Charlie Armstrong

FATHER'S NAME 13k, MOTHER'S MAIDEN NAME

Mary Dockins

14. NAME OF HUSBAND OR WIFE
Commie Armstrong

15

{(Yes, noNOjr‘knnwn][(H yei, glo_ruu“?;l&féegiaLu

Was DECEASED EVER IN U.'5. ARMED FORCES? 16. SOCLAL SECURITY KO,

- S e -

17. .
Commie Armstrong Charleston,Mo,Rt.1

INFORMANT Address

18. CAUSE OF DEATH (Enter only one cause per line for (a), {b), ond (¢).)

PART | DEATH WAS CAUSED BY
IMMEDIATE CAUSE (o) _CORONARY 0CCLUS

INTERVAL BETWEEN -
ONSET AND DEATH

INFARGTION Ltree f

ION WITH

MEDICAL CERTIFICATION

Cenditions, if any, DUE TO (b)
which gove rizs to }
cbove cavse (a),
tating th der- 17}
I'rinonicuu.seurl'o:!. DUE TO (c) y-z /
PART 1), OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the tarminol disecss conditien glven in PART | (o) 19. ge;’?gg’%’g\’
?
MYOCARDIAL DEGENERATIOM, AND HYPEBTENS!ON O Yes[] No[)
200. ACCIDENT SUICIDE HOMICIDE 205, DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART 1 or PART Il of item 18.)
d | ]
¢, TIME OF Howr  Month, Day, Year
INJURY a.m.
pom.
20d. INJURY OQCCURRED 2e. PLACE OF INJURY (e.g., inor abouthome,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE ATD NOT wWHILE O farm, factory, street, office bidg., etc.)
AT WORK P .
21. | ottended the deceased from 1 955 to 1 900 and last sow ﬁ alive on 9- 12~00

Deoth occurred ot

m on the date stated above; ond to the best of my knowledge, from the couses stoted.

220. SIGNATURE

A

{Degree or title)

22b. ADDRESS

-

22: pATE sicg

Shelby Funeral Home East,Prairie

,MO.L

P— woXs Box 368, Vvatr, Ho.
23a. BURIAL, CREMATION, | 23b. DATE 23c. NA;E_OF CEMETERY OR CREMATORY 23d. LOCATION (City, tawn, &7 county} {State)
weif’
BUFHY™ | 9-1L4-60 Oak Grove Charleston,Mo, Mo,
24. FUNERAL DIRECTOR ADDRESS 25. DATE RECD. BY LOCAL REG.

w = 1 UR%M
y. ]

&b b0\t




STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse sida’a of this certificate was embalmed
DY ME, OF DY (ot i i it cttre s e tr et e v e ea e eaans , Student Embalmer No. .........cocuvevnns
working under my personal supervision.

SEOAENL ittt ceerearee e Signed7 m%/ .........

Signature of Student Embalmer

|

|

R Licensed Emb Naé/ﬁé(ﬂ( |

. P. O, Addré;z—_ﬁd»ﬁ&ﬂ
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.
If this body is not embalmed, fact should be so stated above.




