MISSOURL DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH

DEPARTMENT OF PUBLIC HEALTH AND HELFART}42
Registration Distrlet No. __________________Primary Registration District No.

DO NOT WRITE v
OM THIS STUB AMENOED -
1. . [+] b 2. USUAL RESIDENCE {Where decesied lived. (f institution: Residence befors

. COUNTY

Buchanan e STATE Missourl b VN Bughanan sdmissian)
. CITY (If outside corporate limits, give TOWNSHIP only} Langth of stay in 1b <. CITY

STATE FILE NUMBER

VS 300
Rev. 4/59

Inside Limits

OR
oWN  St, Joseph, 9 months oW St, Joseph, Yes §f Mo O

) LLJCI‘.;.FTTJ;TE OF [if NOT in haspiial, give locatign) Inside Limita d:gl;i?ss (If outside, give [ocatian) Reside on Farm

wantolion Meth., Hosp. & Med. Center |Ye® wn 206 South 3lst Street |[Y«D mog

. NAME OF PECEASED First Midd|
{Tvea of prinf] iddle Last 4. DATE Month

15//7
25 //

DATE AMENDED

Day Yoar

CAPT, JOHN F. WALLACE oiAM  December 5, 1963

5. SEX 6. COLOR OR RACE 7. Maried 1 Never Married [ |8. DATE OF BIRTH | 9. AGE (lest birthday) |IF UNDER | YEAR [ IF UNDER 24 HR

Mals White wiued D Dvered & 5ot 20,1000 63 [P ] v [T | Y™

10a. USUAL OCCUPATION {Give kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY| 11. BIRTHPLACE (City and stale or country) | 12. CITIZEN OF WHAT COUNTRY
Erm@ most of wprking |jfe, wen if m:d) . a

ngenesring Specialest | TSRk Au mo'Ev learmo

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

Thomas J. Wallace Julia M. Cason Mildred Wallace

15. WAS DECEASED EVER IN U.5. ARMED FORCES? 14. SOCIAL SECURITY NO. 17. INFORMANT Si te Address
(Yes, nYor unknown) I(If yes, ﬁve war ar_dates of service) S r
8s W Jﬁiﬂﬁ_NaIa_L._HallaeaﬁL_J.Qse.phﬁ_Missnu.ti
18. CAUSE OF DEATH (Enter only one cause per line for (a), (b), g -
PART |I. DEATH WAS CAUSED BY: ’ 7 I(ﬁl;rlER}’gE\ng”
IMMEDIATE CAUSE (a) /§ .

Conditions, if any, DUE TQ {b) W M‘

which geve risa o

sbove couss [a),

stating the under- 7

lying cause last. DUE TO (c]

PART LI. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TQ D‘EATH but not relaled to the tarminal PART ill. If  decessed was  femasle was
disease condition given in PART | [a) thara a pregnancy in last 90 doys,

| 0O Yes l 0O No l 0O Unknawn
1%, WAS AUTOPSY | 20a. ACCE:[I)ENT sm%os HOMEl]CIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART Il of item 16.)

=
4
)
=
3
W]
0
o

PERFORMED?
YES[1 NC [

20c. TIME OF Hour Month, Day, Yesr

INJURY am.
p.m.

20d. INJURY QCCURRED 20a. PLACE OF INJURY (e.g., in or about home, | 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT WORK [] farm, factory, streey, office bldg., etc.) \‘_1
NOT WHILE AT WORK [J

21. | attended the deceased hnm__’L"L(LJ ta /:' 4 6_‘5 —and last saw m\'m on_&ZL—-s

Death occurred at 6 H 2“- AM m on the date .l;rnd above, and to the best of my knowledge, from the causes stated.
22¢. DATE SIGNED

22a. SIGNATURE wifee or title) 22b. E ) .
acl” _ FHy  VR-Z L3
a. BURIAL, CREMA 23h. DATE 7 23c. NAME OF CEMETERY OR CR 23d. LDCATION (City, tawn, or county) {Stare}
REMOVAL [Specify) ..
Harial Dec. 7, 1963 Clearmont Cemet ) amon:t.! Missourd
24. FUNERAL DIRECTOR ADDRESS 25. DATE RECD. BY LOCAL REG. |28, REGISTRAR'S SIGNATURE
Meierhoffer-Fleeman Inc., St. Joseph, Mo. Lee 12./963 | %50 Clentr trpedls

{Li d Embalmar's  on Reversa Side)

AMENDMENTS ON THIS RECORD ARE AS FOLLCOWS
INSTEAD OF

USE BLACK INK

TYPEWRITER RIBBON

SHOULD READ

s H JRyan , MDveicat ceanricarion

BY AFFIDAVIT OF

ITEM NQ.




AE "'""j-J""'_

TNp
~STATEMENT BY LICENSED-EMBALMER
- ° 1)

NCS N 4

o .

-::," -\\* :_1_::"?.
1 hereby certify that the body whose name is recorded on Ihe reverse side of this certificate was embalmed by me,

or by __ Student Embalmer No.

working under my personal supervision,

Student

Signature of Student Embalmer . (

Note: The above MUST BELS!GNED BY THE LICENSED. EMBALMER .ﬁ‘ h|s OWN. HANDWRITING {Failure” to comply

with the above constitutes. grounds f revocahon of license),
If embalmed by a STUDENT, he also shall sign in his OWN handwrmng
if this body is not embalmed faci should be so stated-above.




