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SSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH

RTMENT OF PUBLIC HEALTH AND WELFARE 5/
J tio) istrict Na. .., e S _Primary Registration District No. «wz_[_
CEBAGES S e

—61-024315

/8

STATE FILE NUMBER

. PLACE OF DEATH . ? ) 2. USUAL RESIDENCE (Whera decaased lived. If institution: Residence before
8. COUNTY M a. STATE b. COUNTY admission)
Calt @n'ﬂg% Tho, T Cak Lanony
b, Cél;l' {If ovtside corporate limits, give TOWNSHIP only Length of stay in 1b <. Cé?’ v Inside Limits
TOWN TWp - 71 Unk oW Sulton, YO N
1 4 E -
. ;lg.épl;«lTAATEogF (I1f NOT in hospital, give location} Insidé Limits d:;%fz?ss (If outside, give location) Resida on Farm
INSTOUTION > @ M5 TJn P 5 g T | ™0 Ne £ 6@ @ #5 ves ff No
- H . 3 &
. (I::AME OF DE)CEA!ED First Middle Last 4. D(.)AFTE Month Year
ype or print ., . -
Qoed . . - Eometd manhAm, DEATH sl 1901

. SEX

hale

6. COLOR OR RACE

White

7. Married’E Never Married [
Widowed ]

Divorced [}

8. DAIE OF BIRTH

L /1 /189

9. AGE {last birthday}

IFAUNDER 1 YEAR

IF UNDER 24 HR

Months

Days

Hours Min.

10a. USUAL OCCUPATION

Sheot Tetal harten,

Give kind of work done

10b. KIND OF BUSINESS OR INDUSTRY

Ca

niad heddan

Simeadn

11, BIRTHPLACE (City and +tate or country)

Thishouhti

12. CITIZEN OF WHAT COUNIRY

G,

13a. FATHER'S NAME

Sames &, Touhin

13b. MOTHER'S MAIDEN NAME

ELLa Bell Enamn

14. NAME CF H

a .
USBAND OR WIFE

Ruth Sution Mauhin

15. WAS DECEASED EVER IN U.5. ARMED FORCES?

{Yes, no, or unknown} | (If yes,

.lgive \oTLor dates of service)

16, SOCIAL SECURHTY NO.

17. INFORMANT

Address M" ‘n-,uo_ .

2

2

4thH

Y b nn, Emmedd aniham,
1%, CAUSE OF DEATH {Enter only one couse per line for'(a), {b), and (c). T ¥ INTERVAL BETWEEN
PART . DEATH WAS CAUSED BY: QNSET AND DEATH
wwepiaTe cause ) Acute Coronary Occlusion hour
Conditions, if any,}  DUE TO (b] Chronic Myocarditis 34 Years
which gave rise to = i
obo;n ::uu J:).
stating the unger-
lying caute isst.]  DUE TO (c) Hypertensive Disease i Years
z PART H. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the terminal PART lil. If deceased was female was
g disease condition given in PART | (o) ere a pregnancy in last 90 days.
g l_[j YO‘l 0 Ne I O3 Unknown
E 19. WAS AUTOPSY 20a. ACCIDENT SUICIDE HOMICIDE 20b, DESCRIBE HOW INJURY QCCURRED. (Enter nature of injury in PART | or PART 1) of jtem 18.)
v PERFORMED? [m} O =]
s} YES[J NOE)
X | T20c. TIME OF  Hour  Month, Day, Year
F= INJURY s.m.
; p.m.
20d. INJURY OCCURRED 20e. PLACE OF INJURY (0.9., in or sbout home, | 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT WORK Ig farm, factory, street, office bldg., efc.)
NOT WHILE AT WORK [
21, 1 antendsd the decessed from__MARCH 30, 1960 o_Augast Ly 1961ind tasr saw h;im wveondune 13, 1961 @ .
Death eccurred ot 8:30 Ba o on the dale stated above, and 1o the best of my knowledge, from the causes stated.
22a. SIGNATURE (Degres or title) 22b. ADDRESS 22c. DATE SIGNED
, A 0. Fulton, Missouri 8/8/1961 .
23a. BURIAL, 23b. DATE 23c. NAME OF CEMETERY OR CR| 23d. LOCATION (City, town, of ceunty) {State}

— Y
24. FUNERAL DIRECTOR

n@owus iy}
R8N

g
CREMATION,

Gug, b, 19

1

Qaflcu

TORY
Al ?iwmwm/;‘af?,

RETTY Count

Glen Y. inouhin sudhon ,

Y

25Y DATE RECD, BY LOCAL REG.

d- /9¢/

(L

A Ernbal

7y
/A

it on Reverse Side)




861 STOY SA 0 : - S

' 1961 0T 10 |

- P

STATEMENT. BY LICENSED EMBALMER

| 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. 1

working under my personal supervision

- |
Student Signedw

Signature of Student Embalmer |
. . Licensed Embalmer No..éQéL_
* : P.O. Addressw

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 handwrmng

If this body is not embalmed, fact should be so stated above. .

’ }




