SSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH

ooy

Kirksville, Missouri

{Licensed Embalmer’s Statement on Reverss Side)

- -
- -
FILED DEC 2 6 1961 l o 3 3 7f STATE FILE NUMBER
Registration Distriet No, . f____ Primary Registration District No. 000 ____ Registrar's No. ___== /L ___ . ._
AMENDED _
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where decessed lived, I[f institution: Residence before
o ». COUNTY Adeir s STATE Mo, b. county  Adair asdmission)
% b. C‘I;IY {If outside corporste limits, give TOWNSHIP only) Length of stay in 1b [ COIEY Inside Limits
= : town  Kirksville 15 days town  Novinger Yo O No (X
: c. fdlg-éP':‘TAATE OF {If NOT in hospital, give location) Inside Limits d:;%%ﬁggs {If cutside, give location) Reside on Farm
< etk rkeville Osteopathic Hosp|yeR nep R. F. D. # “ | veda noD
i [»]
b
| J. NAME OF DECEASED First Middie Last 4, DATE Month Day Yoar
- (Type or print) OF
- CHARLES EDWIN WHARTON CEATH  December 16, 1961
5. SEX 6. COLOR OR RACE 7. Married [1  Never Morried {1 8. DATE OF BIRTH | 9. AGE (last birthday) | I UNhDER |sz,qn IF_UNDER 24 HR
it i H Min.
male vhite widowed I Diverced [ | Q /11 /187 5 86 Mogths | Defe ours in
10s, USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY| 11. BIRTHPLACE (City and state ar country) | 12. CITIZEN OF WHAT COUNTRY
Uring "l PhAGREno e, even 1f retired) farming Adair County, Mo. U. S. A.
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14, NAME OF RUSBAND OR WIFE
David Wharton JoArnn Uber Clara Wharton
15. WAS DECEASED EVER IN U.S. ARMED FORCES? T4 EASIRL CESIIDITY LM 17. INFORMAN 3?2 w. Tth
| 1 i i -~
(Yes, no,rt{rounknown) (If yes, give war or dates of service) Mrs . Guy (N ellie) Lea Chanute, Kan.sas
- 18. CAUSE OF DEATH (Enter only one cause per line for {a), (b), and (c). INTERVAL BETWEEN
E PART ). DEATH WAS CAUSED BY: h.ENStE{:'rASND DEATH
% : \MMEDIATE cause n Acute Cor Pulmonale .
2 Q
I a Conditions, If any, pue oy Cardiac Decompensa tion
5 which gave rise to
2 aboyn cause {a}, N
= pating the under | buetoig Generalized and Coronary Arteriosclerosis
Zz PART II. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TQO DEATH but not related to the terminal PART I1l. ¥ deceased was fermale was
g disease condition given in PART | (a) there a pregnancy in last 90 days. )
§ Fracture of Right Hip ard Right Humerus [ 3 ves | 0 Ne [ O Unknown
= 19. WAS AUTOPSY 208. ACCIDENT  SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART |1 of item 18.}
& PERFORME 0 a m}
v YES[J N
4| 20c. IME OF  Houl  Month, Day, Year |
b INJURY a.m.
E 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., efc.)
NOT WHILE AT WORK [J
[ %
A 21. | attended the deceased from Dece"}ber 13' 1961 10. December 16! 199;‘, uw‘Ea',rn alive on December 1F, 1961
Death occurred at. 3 :20 E ® M- m on the date stated sbove, and to the best of my knowledge, from the csuses stated.
w Tre SIGNATRE ﬁ [Begren or 1itle) 725, ADDRESS ’ N 72, DATE SIGNED
e] .
L 7 . D.0. fc’/ﬂ . /W,m /)___/r_é/
3 23a. BURI REMATION, | 23b. DATE Z3c. NAME OF CEMEIERY OR CREMATORY T~ 1 73d. LOCATION {City, fown, or county} (State)
; o REMOVAL (Specify) il M ( Adair C )
s burial Y2-20- /%26/ |Novinger Cemetery Novinger, Mo. r Co.
2 24. FLBERAI.E ECTOR - ADDRESS 25. DATE RECD. BY LOCAL REG. GISTRAR'S SIGNATU
|
> ey F.:uneral Hc'nrr_:e, Inc. ‘/ /R 2o A E é




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,

Student Embalmer No. 1

or by
working under my personal supervision.

Student

Signature of Student Embalmer

-
-
~
-

Licensed Embalmer No.éz/ﬁyé’

. - P.O. AddressM_,%

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






