SSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH

-61-037646

STATE FILE NUMBER
AMENDED #ﬂf?ra'&nﬂmﬁ gc".n. j qgﬁi________J’rlmarv Registration District No. 3__0__3 f _____ Registrar’s No. _-_7.-¢_____..--
1. PLACE OF DEATH {2. USUAL RESIDENCE (Where decessad lived. I institution: Residence befora
a. COUNTY a. STATE COUNTY dmissh
8 L'MM Mls‘éoue. LA admission)
% b. Cé? {If outside corporate limits, give TOWNSHIP only} Langth of stay in Tb c. %TRY Intide Lirits
i S WN AMAR CELIAME TOWN Yeu O Ne [
< <. FULL NAME OF (If NOT in hospital, give location) Inside Limits d. STREET {If cutside, give location) Reside on Farm
w HOSPITAL OR ADDRESS
l’g INSTITUTION ST, FRAV CIS l""OJ'P:‘rﬂl- Yes (A No [0 Yeis [0 No [
: 3. (I;AME OF DE)CEASED First Middle Last 4, DOAFTE Month Day Year
! ype of print
| R oy L. Wiesen A Do, R/, (FE&/
! 5. SEX 6. COLOR QR RACE 7. Married []  Never Married [ |8. DATE OF BIRTH | 9- AGE (last birthday) | I UNDER | YEAR _IF UNGER 24 HR
Widowed K. Divorced 3 ‘J_" 11 8'7 1 s ; Months Doys Hours Min.
10s. USUAL OCCUPATION {Give kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY| 11. BIRTHPLACE (City and state or country} | 12. CITIZEN OF WHAT COUNTRY
2 during mest of working life, even if retired)
3 ARMER- RET QLA FARM Puevir, Mo v.s A
E 13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
: YRepericK Wil sown ELIZABETH — Avice Smirn Wisown
B 15. WAS DECEASED EVER IN U.S. ARMED FORCES? 16. SOCIAL SECURITY NO. 17. INFORMANT Address
L {Yes, no, or unknawn) | (If yes, give war or dates of service)
; | Hil.wiisow. BRoowFierd, Vo
= 18. CAUSE OF DEATH (Enter only one cause per line f , {b), end (c}. INTERVAL BETWEEN
; E PART |. DEATH WAS CAUSED BY: ONSET AND DEATH
3w = IMMEDIATE CAUSE (s) £
ol 1 a . .
5 fa] o . s — 'S
E (S = Conditions, if any,]  DUE TO {b) bu“mﬁr Al VP ‘w“‘*"“"‘t"“"lu o iy £
b l;) which gave rise to ) b |
E|Z above cl:u“ndm' @ .
E = stating the under- -
lying cause last, DUE 1O {c) _—g‘;_\l-q:hh ( }-A-QLM
g Z | PART I, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the rerminal PART NI If deceased was female was
o isease cqndition gwen in PART 1 (a) there a pregnancy in last 90 days.
> % | howera et Gl
E I} I 1 Yes 0O NOT O Unknown
E E 19. WAS AUTQPSY 20a. ACCIDENT  SUICIDE  HOMICIDE 20b. DESCRIBE HOW INJURY QCCURRED. (Enter nature of injury in PART | or PART Il of item 18.)
3 = PERFORMED? [m} (m] =}
v YESO NC O
-l +
! & | 20c. TIME GF  Houf | Month, Day, Year
E a INJURY a.m.
I - ng p-m.
20d. INJURY QCCURRED 20e. PLACE OF INJURY (e.g., in or sbout home, | 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT WORK farm, factory, street, office bldg., etc.)
NOT WHILE AT WORK (O
[ ]
é 21. 1 attended the deceased from ! q‘_g—cg e m_@_‘jl__ﬁé_(_and last saw maliva OM i, {q C ‘(
fa) Death occurred at. E ‘-4‘ m on the date stated above, and to the best 3f my knowledge, from the causey stated.
- | -
ol i T, runz (Dearee or title) b. AGDRESS - . 22c. DATE SIGNED
5 2 W i ael . \L%\\Mb.i (L
& £ M«x,f Acpd =Ty
= | s BURIAL, CREMATIONE30-0AlE________ 4 23c. NAME OF CEMEIERY OR CREMATORY 33d. LOCATION {City, fown, or county} (State)
o] =} REMOV AL ({Specity)
z £ BuR:ﬁl—— [0-23-1961 | SALEMN CemeTERY Criqver, Mao
= < 24, FUNERAL DIRECTOR - ADDRESS 25. DATE RECD, BY LOCAL REG. })EEGISTRAR'S SIGNATWR
= = i3 /o- L. /
= al WRiGHT FuvéRAL Home, BRooy FI£LD ~ /PE6[ |

i gﬁ Embalmer’s Statement on Reverse Side)
el




STATEMENT BY LICENSED EMBALMER

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

or by Studenf Embalmer No.

working under my personal supervision. { g
Student Signed j M’ﬂ/ﬁ

Signature of Student Embalmer
Licensed Embalmer No. j 7 / f

. o P. O. Address @Z""/W

.

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply
with the above constitutes grounds for reyécation of license). 4

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.

- - . . P - .
- ' - . Py LR N P




