MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE  OF DEATH
OEPARTMENT OF PUBLIC HEALTH AND WELFARE
DO KOT WRITE AMENDED Registration District No, ____________/ " Primary Registrailon District No.

ON THIS STUB AT O - 4009 -
B RAET= 51863 - 2 USUAL RESIDENCE (Where decesiad Tvad. 1T imsritation: Residencs befors

V5 300 s. COUNTY /q UPR ﬁ// a. STATE Mo b. COUNTY /fﬂ/fr’/?ﬁ admission)

Rev. 4/ 59 b. CITY (If outside corporate limirs, give TOWNSHIP only) Length aof 112y in 1b c. CITY Inside Limits

TOWN ME)()CJ ff{_PA)U‘ TOWN 744/?/\7 : Yelq‘NoD

c. FULL NAME OF [1f NOT in hoapital, give location) Inside Limits d. STREET (If cutida, give location) Reside on Ferm
HOSPITAL

INSII.TL.I'IIONA UbrAIN CL_HQ.SP: Yes (A" No [ AWRESSJ-OJ'ETL" LS-‘?'IEET Yes O No

3. NAME OF DECEASED Firgr Middls Last 4. DATE Month
{Type or print)

leo w7 i
20690
‘-

DATE AMENDED

Day Year

PAMBLA ANA/ WYATYT | %m OCcr 2.3 /9,3

5. 56X . 6. COLOR OR RACE 7. Merrled [1  Never Married 8. DATE OF BIRTH | 9. AGE (las birthday) | IF UNDER | YEAR iF UNDER 24 HR
Widowed [] Divorced Months | Days Hours

16/22 /e ——  [Henme] o [ | M

10a. USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY| 117 BIRTHPfACE (City and stale or ceuntry) | 12. CITIZEN OF WHAT COUNTRY

durthg most of gking% even if retired) /l/ﬂ/t/E U, J, ’4‘

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

CHARLES EwonawWiar v\ TRERESA /M. N ONLE
15. WAS DECEASED EVER IN U.5. ARMED FORCES? 16. SOCIAL SECURITY NQO. Address 5‘05" errs =7
{Yes, ngnobvnll (If yas, give war or dates of erv

e CHARKES ELWHArT  Fams, Ao

o

~
-]

18. CAUSE OF DEATH (Enter only ane cause per linel INTERVAL BE‘I’WEEN

PART |. DEATH WAS CAUSED BY: ONSET ANDD
IMMEDIATE CAUSE (o) Cﬁh JM.‘ aﬂwm y

5

DOCUMENT

Conditions, if any, DUE TO {b) QAMMW W I;‘Lh

which gave rise o

(<)
above cause (s}, N
stating the under-
lying cause last. DUE TO (<} -

PART 1l. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO (JEATH but nor releted to the terminal PART 111, If decessnd wasa fomale wm

disease conditjon give i thera & pregnancy in last 90 days.
Gw W ; ||:'| Yes ] & No | O Unknown

19. WAS AUTOPSY | 20a. ACCIDENT swcws 'hcfmcme 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nsture of injury in PART | or PART If of ilem 18.)
PERFORMED?
YES (O NO ﬂ

20c. TMAE OF  Houl Month, Day, Year |
INJURY am,
p.m.

20d. INJURY OCCURRED 20e. FLACE OF INJURY (¢.g., in or about home, | 20f, CLTY, TOWN, OR LOCATION COUNTY
WHILE AT WORK (O farm, faclory, street, office bldg., ete.}

NOT WHILE AT WORK (]
! a9~ 6 -a3- ) J0-d3-6J

21. | attended tha decesied from ﬁ.’_"f had QJ 6 3 to. l a3 ‘ 3 and last u&%lwe /o

Death occurred st //‘_" ﬁ L4 m . m on the date stated above, and 1o the best of my kaowledge, from the causes stated.
22a. §JGNAT (Degree or title) 22h, ADDE(ESS 22¢. DATE SIGNED

é m .. D.0 amajlo /o -23-63
23a. BURIAL ‘CREMATION. 23b. DATE + | 23 nAME OF CEMETERY OR CREMATORY ! 23d. LOCATION (City. tawn, or county} (State)
" REMOVAL (Specify)

RiA OCr,2Y,)%3 WAt AT GRIVE 9o

%Pﬁ!ﬂt DIRECTOR ™ ADDRESS 25, DATE RECD. BY LOCAL REG. k@GlSﬂAﬂ SlG;,[URE
E H.AlGwve w- Faris, Mo /o -27-/743 {Qm afdt:lzﬂ,&z;

{Liceme:l Embalmar's Statement on Reverse Side)

4

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
INSTEAD OF

MEDICAL CERTIFICATION

USE BLACK INK

TYPEWRITER RIBBON
SHOULD READ

.BY AFFIDAVIT OF

ITEM NO.




STATEMENT BY LICENSED EMBALMER
-\

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

or by Student Embalmer No.

working under my personal supervision.

Student - Signed //]r/
Signature of Student Embalmer - -

’ Licensed Embalmer No 4‘ dd 0

- -~
P*O. Addressw .

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 erpbalmed, fact should be so stated above.

- ~ .

-~




