MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH

PARTMENT OF PUBLIC HEALTH AND WELFAR

Registration District No. _---________Z_----_..Primary Registration District Nog..ﬁ_.{ﬂnegimn’l No. -.gé__________

=61-028691

STATE FILE NUMBER

E AMERDED
| ) SEH 1 'TU'R‘I -
). PLACE OF DEATH " 2. USUAL RESIDENCE {Where deceased lived. If institution: Residence before
8 a. COUNTY Clay - a. STATE MiSSOI'i b, COUNTY Clﬂy sdmission)
% b. Cl'l;t’ {If oulside corperate limits, give TOWNSHIP only) tength of stay in 1b ¢ CITY Inside Limils
w . '3 OR - -
3 TOWN Excelsior Springs 17 yrs, TowN Excelsior Springs Yeso O
< c. FULL NAME OF {If NOT in hospltal, give focation) Inside Limits d. STREEY {If cutside, give location) Reside on Farm
- E HOSPITAL CR . . ADDRESS
< INsTTUTIoN Excelsior Institute Ya@ NeD Central Hotel Yey No O
F 3. NAME OF DECEASED First Middle Last 4, DATE Month Day Yeour
{Typo or print) OF
y Robert Corelle:. Shaw DEA™H August 1L, 1961
5. SEX 6. COLOR OR RACE 7. Morried [ Never Married [ [8. DATE OF BIRTH | 9. AGE (last birthday) | IF UNDER 1 YEAR IF UNDER 24 HR
[ ey H i Months Days Hours Min.
Male White Widowed X Divorced O [Nov e 18 ,185 5 75
- 10a. USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS QR INDUSTRY] 11. BIRTHPLACE (City and state or country) | 12, CITIZEN OF WHAT COUNTRY
g duging_most of working life, even if retired) .
s esman Gasoline pumps Canada USA
9 13a. FATHER'S NAME 13b. MOTHER'S DEN NAME 14. NAME OF HUSBAND OR WIFE
—l
HO Unknown Unknown Elizabeth Shaw
v 5. WAS DECEASED EVER IN U.S, ARMED FORCES? 14, SOCIAL SFCURITY NOY, 17.  INFORMANT re
< (Yes, or unknown)[ {If yes, give war or dates of zervice} h k R csl/?-ﬁtsAFl9h105w fATC ) USAF
" o - ot vyt plark Randall,Syracuse Univ. Syra.N.Y.
o - 18. CAUSE OF DEATH (Enter only one cause per line for (a), (b), and (c). INTERVAL BETWEEN
< E PART I. DEATH WAS CAUSED ONSEY AND DEATH
2 | = IMMEDIATE CAUSE {a) -
S0 3
o L]
o |2 e,
& (% a Canditions, if any, DUE TO (b}
W E which gave rise to
= |z ebove cause M}ul.
EE = stating the under-
lying <c¢ause last. DUE TO (c)
g z FART 1. OTHER SlGNIFICANY CONDITIONS CONTRIBUTING TO DEATH but not related 1o the terminal PART 1), If deceased was formale was
g disease condirion given in PART 1 (a) thers & pregnancy in last 90 days.
uli) ;, IC] Yes I O Ne I O Unknown
w E 19. WAS AUTOPSY /20;!. ACCIDENT  SUICIDE HOMICIDE 20b, DESCRIBE HOW INJURY OCCURRED. (Enter, nature of injury in PART | or PART 11 of item 18.)
g = PERFORMED? a a o
Q ] Yes 3 NO B
- +
b S| 20c. TIME OF  Hou!  Month, Day, Year
g > INJURY a.m.
g p-m.
20d. INJURY OCCURRED 20s. PLACE OF INJURY (e.g9., in or about home, | 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT WORK [0 tarm, fectory, sireet, office bidg., etc)
NOT WHILE AT WORK [J / /
o i . a
é 21, | attended the deceased from /(?:j nd last saw fimn alive o%
. L]
o Denth occurred at 5’9 date stated sbove, and 10 the best of my knodledge, from the causes stated.
— s |
8 & 275, SIGNATL {Degree or title) 22h. ADDRESS 7 A'IE StENED
& [ A Do
z TR B URIAL # 23c. NAME OF CEMETERY OR cnemm?kv 2d. Loc6n0N (City/town, or county) / (Sm,J
; o VAI. pec-fv) . . .
g F urial E-V&-6) Masonic Excelsior Springs,
H I3 25. DATE RECD. BY LOCAL REG. 24. JLEGISTRAR'S SIGNATURE
uss : 24. FUNERAL DIRECTOR Pnchard Funuﬂ“ﬁ’f, ﬁome, lnC_ ?/ /é p _/ .
= @ c)’\""\lt‘iﬂr Crpinc~a  fAdiaansies , ‘ M“’

AL LTITUN

W T RS,y i gt 4

{L n'.emed Embalmer’s Statement on Reverse Side)




———— — Peg —————— -

STATEMENT BY LICENSED EMBALMER

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

oby—>

working under my personal supervision. .

Student Si

Signature of Student Embalmer

éﬁﬂé&d—# /-

Student Embalmer No.

nsed Embalmer No. #\_5-!4

~

(7 7

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

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

R T - T -G I L S

(Failure to comply






