SOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH

F

DATE AMENDED

AMENDED

INSTEAD OF

DOCUMENT

SHOULD READ

ITEM NO.

BY AFFIDAVIT OF

~61-0

—
STATE FILE NUMBER
___;_______.Prlmary Registration District No. (ﬁ"_-_-_ﬂegimar'i No. _/Ji .
wr ,
¢ . PLACE OF DEATH 2. USUAL RESIDENCE {Where deceased lived. If institution: Residence before
8. COUNTY St . LOUiS‘ a. STATE Mi sourib. COQUNTY Shelby admission)
b. C|'I"ZY (if outside corporate limits, give TOWNSHIP only} Length of stay in 1b c. C(I)EY Inside Limits
owN  Valley Park 2 months ToWN  Shelbina Yeigp to
c. FULL NA.ME OF {If NOT in hospital, give location} Inside Limits d. STREET (If cutside, give location) Reside on Farm
HOSPITA| ADDRESS
NsTTUTion Cedar Croft Nursing Home Yes Bf No O Yes ] No [X
3. #AME OF _DEJCEASED First Mlddle Last 4. Déﬂ';fE Moanth Day Year
ype or print
Charles Orrin Ransford | "#m May 31, 1961
5. $EX 5. COLOR OR RACE 7. Married [J  Never Married [J [8. DATE OF BIRTH { 9 AGE (last hirthday) {IF UNDER 1 YEAR [ IF UNDER 24 HR
m]-e White Widowed [&] - Divorced 0] l :6 rlBéB 93 Months Days HouuT Min.
10a. USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY| 11. BIRTHPLACE {City and state or country} | 12. CITIZEN QOF WHAT COUNTRY
of: iag _life, even if retired) . . .
RETIFEA MRS Pa g Ministry Ste Joseph, Misso
13a. FATHER'S NAME 13b. MOTHER’S MAIDEN NAME 14, NAME OF HisgBs® OR WIFE
Charles 0. Ransford, Sr. Elizabeth Abbott Mavoe Fransis Ransroep

15. WAS DECEASED EVER IN U.S5. ARMED FORCES?
Yes, or unknown) | (If yes, giv ar dates of service
{ sN& v )’( ves, g 'N’ii )

14, SOCIAL SECURITY NO.

17. INFORMANT Address

WHILE AT WORK

I attended the deceased fro

21,

farm, factory, street, office

.. etc)

None Mary Rist, I Wildwood Circla_
18. CAUSE OF DEATH (Enter only one cause per line for [a), fch . INTERVAL BE
PART 1. DEATH WAS CALISED BY: a - T
IMMEDIATE CAUSE (a) ” #
n e |

Cc';ndriticn:, if any, DUE TO () / %

which gave rise to

above cause [a), ’ /

stating the under- S,

lying  cause last. DUE TO (c)
z PART 11. OTHER SI !CANT OND, TIONS CONTRIBUTING ated to the terminal PART IIl. If deceased was female was
g disease ¢ T there & pregnsmdy in last 20 days.
; I O Yes | O Ne | O Unknown
E 19. WAS AUTOPSY CCIDENT  SUICIDE HOMICIM’ 20b. DESCRIBE HO\VNJURY QCCURRED. (Enter natura of injury in PART | or PART 1l of item 18.)
I PERFORMED? ——tk = i
v} YES 3 NO
-l
& | 20c.TIME OF  Hour  Month, Day, Year
= INJ —
g p.m.

20d. INJURY OCCURRED 20e. PLACE OF INJURY (e.g., in :Il;’abom home, | 204, CITY, TOWN, OR LOCATION COUNTY STATE

-
and last saw p;o alive o

Desth occurred ot
27a. SIGNAIUEE é W

22b. ADDRESS

P20

RIAl CREMATION 23b. DATE /

{| 6/3/1961

AME QF CEMETERY OR CREMATORY

Shelblna Cemetery

ON (City, town, or éoun

helblna s Mis so

23d. LOCA

24, FUNERAL DIRECTOR ADDRESS

Albert H. Hoppe,Inc., 700 ¥ach

'ino--l- on-Blvd,

25. DATE RECD. BY LOCAL REG.

Nz 3"%

b=3-6/

[Lu:ensed Embalmer s Sra!em:nl on Reverse Side)




] |
243 }

o

STATEMENT BY LICENSED EMBALMER

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

or by ) ) Student Embalmer No.
- T ’ s - /
working under my personal supervision. ‘

Student

Signature of Student Embalmer

v+ + + Nofe:» The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRI;
.. -with the above constitutes grounds for revocation of license). .
If embalmed by a STUDENT, he also shall sign in his OWN handwrmng
If this body is not embaimed, fact should be so stated above. o
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