MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEA'I'H

; ; 2 S Al E ILE NUMB|
DEPAHlMEN' OF PUELIC HEALTH AN‘D WE ““E TATE F N ER
Registration District No. - i —.j'""mfl‘ RW""'"O" Dl"“c “9 - = ———""Regl."u hd ”°' —-/"—

ON THIS STUB e :EIEED:%TE A0F+ :
1. PLACE OF DEATH = b 2, usum. RESIDENCE (Where deceased lived. 1F instifution: Residence before

V5 300 a. COUNTY' Polk 1. STATE Mo. ' b cOUNTPQ 1k, admissian)
Rev. 4/59 i b. C(l)'l;! {If outside corporate Iimits, give TOWNSHIP only) lgn?th of stay in 1b c. CITY Inside Limits

TOW Morrisville oW Msrrisville Yes'® No [

c. FULL NAME OF (If NOT in hospital, give Iocam:m} Inside Limits d. STREET. - - - .
HOSPITAL OR M imi Ry {If autside, give location) Reside on Farm

INSTWTION v Home In Morrisy Yes K No OO : Yes [J- Noﬁ.
a. rnrame OF pf}cusm First Middls Last  --- 4. DATE Month Day Year
ype of prin A . .. . OF .
CHARLES WILLIAM BINGHAM peaw  Sept. 23 1963
5. SEX 6. COLOR OR RACE 7. Morried [J  Never Married [J 8. DATE OF BIRTH | - AGE (last birthday) [IF UNDER T YEAR | IF UNDER 24 HR
Male White Widowed X " Dwerd D | 57 /7840 8T [V ] Dan [Wown | M.
10a, USUAL DCCUPATION {Give kind of wark doria | 10b. KIND OF BUSINESS OR INDUSTRY| 11. BIRTHFLACE (City and state or country) | 12. CITIZEN OF WHAT COUNTRY
duri ost of working life, if retired) . e - - - N T a
Ret Usrponter —Meohandc Builder Montrose, Ko. U.8. 4.
13a. FATHER‘S NAME 13b. MOTHER'S MAIDEN NAME . 14. NAME OF HUSBAND OR WIFE

David Bingham- ¥ Wilkeraon :

15. WAS DECEAS_ED'E\{ER !N U.§. ARMED FORCES? 16. SOCIAL SECURITY NO, 17. INFORMANT Address
(YWG?. or unknown) I(If yeu, give war or dates of ‘ Dav 1d E Binsham . Mor r-i avi lle MO.

18. CAVSE OF AD%A‘I'H [Enter only one cause p T

ERVAL BETWEEN
T L DEATH WAS CAUSED BY: Z ’e:aser AND DEATH
IMMEDIATE CAUSE (o) ﬂ m
rd

Conditions, if any, DUE TC (b)
which gave rise to oo om
above cause (a),.

stating the ‘under- .
hrmg cause lan DUE 0 (c)

PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING 1O DEATH ‘but not related to the terminal PART lIl. if deceased was female was
disease condition given in PART | [a) ~ . |here a prngnancy in last 90 clays.

. _]_D Ye,.l [m] NoJ O Unknown

19. WAS AUTOPSY | 20a, ACCIDENT SUICIDE  HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART Il of item 18.)
PERFORMED? . 0 [ ' T ' o ’ -7
YES [J NO

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

20d. INJURY QOCCURRED ~T 20e. ‘PLACE OF tNJURY.{a.g., in ¢ zhout home, | 20f. CITY, TOWN, OR LOCATION
© WHILE'AT WORK [ farm, factory, strest, office bldg Loete) .
NOT'WHILE AT WO_RK m ]

g 39!—'6
20 3 ‘fo

DATE AMENDED

ol | | W
M (o

@ N

b o

Sle
M

AMENDMENTS ON THIS RECORD ARE. AS FOLLOWS
INSTEAD CF

DOCUMENT

MEDICAL CERTIFICATION

her
to. and last saw h,malive on

Death occurred at 7:45 'D m on the date stated above, and to the best of my I:nuwledge, from the cautes stated.

22a. SIGNAT {Degres or mla) K 22b. ADDRESS 22¢. DATE SIGNED
- M@g% - o437 ]
E OF CEMETERY OR»CREMATORY LOCATION {City, town, or county) {Stare)

EMATW«, 23b. DATE - 23c.

23a. BURIAL,
BJEI'\'?‘QILL{SMM 9/26/63 B’righton Gemetery Brighton Mo. {Polk co.).

NERAL DIRECTOR ADDRESS 25. /PATE RECD. BY LOCAL REG. 26. REGJSTRAR'S YGNATURE
y Bolivar Mo. ZE,QA ) ath %fl
L4 -

{Licensed Embalmer's Hatement on Reverss Side)

21. L attended the decessed fram

USE BLACK:INK

‘TYPEWRITER: RIBBON
SHOULD READ

BY.AFFIDAVIT OF

ITEM NO.




)

. [ L .
i sl s e R T e e

' STATEMENT. BY LICENSED EMBALMER
h
1 hereby .certify that the body \\;ilose' name is recarded on the reverse side of this certificate was embalmed by me,
1l
or by !

]

working under my personal supervision.

Student Ernbalm'er No.

4

Student '
Signature of Studant Embalmer

Licensed Embalmer N:o.mz
. P.O. Addressﬂ/%

Noie: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply
with the above constitutes grounds for revocation;of Ilcense)

If embalmed by a STUDENT, he also 1shall sign in his OWN handwrmng.
. If this body is not embalmed fact, should be so stated above. ’
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