MISSOURI DIVISION OF HEALTH — STANDARD CERTIFI —
DEPARTMENT OF PUBLIC HEALTH AND WELFARE R CATE OF DEATH - E63 02’?748
é_e?mrarmn Dum:? No XL_Pnrnary Registratian District Ne, H‘ J/ 's Mo. é Q\ STATE FILE NUMBER

DO NOT WRITE "
ON THIS STUB AMENDE =D UL 161963 -

1. PLACE OF DEATH 2. USUAL RESIDENCE (Wha.re deceased lived. I|f institution: Residence bafore

a. COUNTY . . i}
C ranOrd a. STATE Mo b, COUNTY F‘I‘anklin admisslon)
b. CITY {If outside corporate limits, give TOWNSHIP anly) Length of stay in 1b c. CITY Inside Limits

(o] .
o Sullivan 10 dys owN Union ] Yes O No i

<. T.'Utl).LPTImE OF (If NOT in hospital, give location) Inside Limits d. :I':I',IIE,EREEI'SS ({If cutside, give location} Reside on Farm

INSTITUTION Sullj_van Community Yer B8 No O Kt,2 Yes G Ne [

3. NAME OF DECEASED First 7 middle Lasr a
NAME OF DE - OATE Manth Day

Earl W Wallace DA July 7,1963

5. SEX 4. COLOR OR RACE 7. Married [J  Never Married [] [8. DATE OF BIRTH | 9. AGE (last birthday) | IF UNDER 1 YEAR [ IF UNDER 24 HR

Widowed Di d Meonth: D. H
02 B’Iale vw'hit e j R ivorced [] 9/15/9 2 TO onths ays ourl—l_ Min.
10a. USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR TMDUSTRY| 11. BIRTHPLACE {City and state or country} | 12, CITIZEN OF WHAT COUNTRY
during most of working life, even if ratired)

Farmer o Mogelle, Mo, U34A

13s. FATHER'S NAME 13b. MOTHER’S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE

John W.Wallace Marv Longacre Hilda (Dec eased)

15. WAS DECEASED EVER IN U.S. ARMED FORCEST? 14 enris] <ecuoiTy bA [ 47, INFORMANT dress

{¥es, no, or unknown} | (If yas, give war ar dates of servi . .
es ViV, Bagene Wallace, UnibnjMo

18. CAUSE OF R;.TA'I'IH (Enter anly one caunen%ur line for (a), (B, cnd {c} INTERVAL BETWEEN

DEATH WAS CAUSE ONSET AND DEAY
mweomare cavse o Myocarditis; Advanced Arteriesclercsiss  Yovcat g .

4 /

Conditions, If any, DUE TO (b} leal Effusion; Pl‘.llmnlﬂ Edma mld G.ngeﬂti m -

which gave risa to
above cause {3).

pating the wnde ] oueto_ Arteriosclerotic heart dieease, uncomp ensated

PART 1. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the terminsl PART 1. If deceated was female was
diseass condition given in PART | {a) thera a pregnancy in last 90 days.

[ e [ O | I Unknown
19. 'WAS AUTOPSY I 20a. ACCIDENT SUI%DE HOME]CIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART |l of item 18.}
O

PERFORMED?
YES[] NO DM

20c. TIME OF Hour Month, Day, Year
INJURY .M.
p.m.

20d. INJURY QCCURRED Z0e. PLACE OF INJURY (e.g., in or about home, | 20f. CITY, TOWN, OR LOCATION COUNTY

WHILE AT WORK J farm, factory, street, offu:e bidg., ete.)

NOT WHILE AT WORK []

21. | attended the d sed fmm& i 2 ) % 7 ﬁjﬂd last saw h:m alive o

on |he date stated shove, and to tha best of knowledge, from the causes stated.

VS 300
Rev. 4/ 59

0324
20310

DATE AMENDED

Year

DOCUMENT

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
INSTEAD QF

MEDICAL CERTIFICATION

Daath occurr

. ey I o DT e dotton S 0

. BURIAL, CREMATION, | 23b. DATE / 23¢. NAME OF CEMETERY OR CR 23d, LOCATIQN (City, town, ar county) {Sfate)
REMOVAL {Specify)

Burilal 7/10/A43 I 00 F Cemetery 5t,Clalr,Ma.,

24. FUNE;?AL DIRECTOR ! i ADDRESS . _DATE RECD. BY LOCAL REG. 20 REGJSTRAR'S SIGMATUR|
Casey-Lenox F.H. S5t.Clalr,Mo. ZZ‘QI . (21‘,.‘,’1 7

w d Embal on Reverwe Side}

USE BLACK INK

TYPEWRITER RIBBON
SHOULD READ

BY AFFIDAVIT OF

ITEM NO.




.0
PR

| hereby certify that the body whose name is rerorded on the reverse side of this certificate weas embalmed by me,

or by Student _Embalrner No.

working under my personal supervision.

Student

Signature of Student Embalmer

P. O. Address:

‘Mofe: The above MUST BE SIGNED BY THE llCENSED EMBALMER in: his OWN HANDWRITING (Failure ta comply
with the above constitutes grounds for revocation of license).

If embalmed by a STUDENT, he afso shall sign in his, OWN handwriting.

If fhis bady is not embalmed fact should be so stated above.

. -t




