ISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH

2_. 3 I -.Bga.sal
Registration Dlatrict N — 1 R'fI'D"Nzo.{ Regi N32 st ’
istration trict Ne. _____WJd__ . rima istration District No. cvmmeheee—aaREgistrar's No. O _ T . _
AMENDED gl I i e
1. PLACE OF DEATH TJU¥ 2. USUAL RESIDEMCE (Where deceased lived. If imfitution: Residence befors
[ a. COU a. STAT| COl i admission)
o ‘Cape Girardeau #—MM‘ Co.
| % b. CCI,'I"‘Y {1 outside corporate limits, give TOWNSHIP only) tength of stay in 1b [ Y = 71 Inside Limlts
w
TOWN TO Y N
13 Cape Girardeau 15 Da. wgar' Mitllersville @0 Nl
! c. FULL NAME OF {If NOT in hospital, give location) lnside Limits d. STREET (f cutside, give location) Reside onn Farm
A e e g w0
g Sauth East Hosp. =@ NGl R
3. NAME OF DECEASED First Middle Last 4, DATE Month Day Year
{Type or print} D?.:T'H
Ernast Dale Hartle Aug. 1 1961
5. SEX 6, COLOR OR RACE 7. Married Never Married [J |8. DATE OF BIRTH | 9. AGE (last birthday) |IF UfiDER lDYEAR ::UNDER 24 HR
Widowed Divorced [J Months ays ours Min.
Mt v, Nov. 17 1884 76 8 1 %
102. USUAL OCCUFATION (Give kin of work dong | 10b. KIND OF BUSINESS OR INDUSTRY| 11. BIRTHPLACE {City and state or country) | 12. CITIZEN OF WHAT COUNTRY
v during most of working life, even if retired) .
= 1 ar Naar ravilie IU.S.A.
9 13a. FATHER'S NAME ™ — © 13b, MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
-~ )
2 Rgnson Hartle Elisabeth Welty Florence Wylie
% 15. AS DECEASED EVER IN U.5. ARMED FORCES? 16. SOCIAL SECURITY NO. 17. INFORMANT Address
£ {Yes, no, or unknown) | {If yes, give war or dstes of servirs} '
N o . _ Mrs, Florence Hartle MillersvikkEMs
-] — 18. CAUSE OF DEATH {(Enter only one cause per lina ror (a;, (@), anu (5. INTERVAL BETWEEN
< E PART I. DEATH WAS CAUSED BY: . ONSET AND DEATH
Q 5 g IMMEDIATE CAUSE (a) f'/ £ e?r'f £’3 I/u e
O f N -
TN Ayvlevioseleyoitic frear] di
= |5 at Conditions, if any,]  DUE TO {b) vV /I/ICViIesedldeyo/ie 7 Eay IRE-CAL
wn |5 which gave rise to 4
= |2 above cause (a),
E — stating the under-
lying cause last. DUE TC (<)
% z PART (1. OTHER SIGNIFICANT CONDITIONS CONTRIBU G TO DEATH but not relpted to the terminal PART IIl. If deceased was female was
: g disease condition given in PART 1 {a) 7' l' e G ee b v 207 there a pregnancy In last 90 days.
6 OJ W A e ¢ & DYes[ DNuIDUnkmwn
E 19, WAS AUTOPSY 20a. ACCIDENT  SUICH HOM|C|DE 20b. DESCRIBE HOW INJURY OCCURRED. {Enter nature of injury in PART | or PART |} of item 18.)
& PERFORMED? 0O m} O
=] YES[§ NC(O
—
Z | "20c. TIME OF  Hour  Month, Day, Yesr
b=y INJURY .m,
g p.m.
20d. INJURY OCCURRED 20e. PLACE OF INJURY {e.g., in or about home, | 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT WORK [J farm, factory, street, office bidg., etc.}
NOT WHILE AT WORK (3
[ ] —F -
< . . [ her . i
w 21. 1 attended the decensed fro ' , to. nd fast saw ;0. slive o
Ll
a Death occurred at. 3 0 f m on the date ststed above, and to the best of my knowledge, from the causes stated.
= .
= u Degres or titlg) 22b. ADDRESS ' - 22¢. DATE SIGNED
o) o] 22a. SIG,N’ (Deg A 9 i /V" / y ,(/ ly . :
I £ . r ok ,
% = €. /g/b—' 2o, 7/"7— 0?05’ o L, ST fﬁr" .4419'?/(/75/‘
:>:: 23s. BURIAL, CREMATION, | 23b. DATE Z3c. NAME OF CEMETERY OR CREMATORY Z3d. LOCATION YCity, ‘town, or county) fsizte)
d [=] REMOVAL fm'[ﬂ
Z T 8+4-61  Russell H i J, 0. .
= < = FUNERM DIRECTOR ADDRESS ATE écn [ 7 REG. GISTRAR'S SIGNATURW
i > .
= =] peneke-Laird Jackson Mo, ZP
(Llcen_ud'hnbalmer s Statement on Reverse Side)
- S i o




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 i Student Embalmer No.

working under my personal supervision. W /
3 "
A
@
Student - Signed A - O"‘V‘-ﬂ
Signature of Student Embalmer
Licensed Embalmer No. ; S j IP

RITING. ({(Failure to comply .

Nofe: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HAN

with the above constitutes grounds for revocation of license). J
. If embalmed by a STUDENT, he also shall sign in his OWN handwriting.
) i, If this body is not embalmed, facftshould be so stated above.

L]

71






