THE DIVISION OF HEALTH OF MISSOURI 28 (B 12

ot ALED SEP 191955  STANDARD CERTIFICATE OF DEATH state Fite e

BIRTH 'NO. Z i REG. DIST. NO. Q/é PRIMARY REG. DIST. KO. Sdéz. Repistrar's No.j[ué.._.........._.

, . PLACE OF DEATH Z USUAL RESIDEMNCE (Where decaased llved. If lastiiutlon: residence befors
a. COUNTY a. 5TA . COUNTY adanimlon).
StFrancols M1 ssouri st P8 heolis
b. CITY (1f outaids corpurste lmits, write RURAL wnd give ¢. LENGTH OF c. CITY 4. In Mesidence within Umits of

. towmahip) | STAY (in this place) OR l;|3 I.neorp;r:ud {own?
Town BonneTerre Mo. Lifetime ™ Ronne Terre : =1
d. FH&%P?‘IBME OF (It not in hosplal or nstitution, glve strect nddress or location) - ASDT[;‘REEESTS ' {It ruraf, give loeation) D 4%{0
WSO BonneTerre Hospital
3. NAME OF First b. (MIdd} ¢. (Last
DECEASED altim) ( ® (Last) 4 DATE  (Moott) (Dey) (Year)
{ Type or Print) nn Edger Cala DEATH AT e
5. SEX 6. COLOR OR RACE | 7. MAR%EB. le‘}ig'ncnésnnu-:o. 8. DATE OF BIRTH 9. AGE o your é‘?&é‘]"&? s’u%g?:sg‘
- - y (Bpecly, . Y. oz Dasys | Hours | Min.
Male | Waite | Warrtred Fo blsT. —6er~—2__
10a. USUAL OCCUPATION (Citve kind of wark | 10b. KIND OF BUSINESS OR IN- | 11. BIRTHPLACE o . 12,
domdmiuﬁo-m: arkd l}iu an l ottred) | DUSTRY {City end State or Fareiga Country) ?12(:8{]'“TR1‘;“?FWHAT
StJoseph lead Farminzton Mo TISA
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF ﬁUSSAND'OR wIFE
¥m.A. Cole l Gardo. Dalton Bartha 1no
I5. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY | 17, INFORMANT' 5 SIGNATURE OR NAME ADDRESS

(Yu.ﬁ. or unkoown)}

{Tf yeu, give war or dates of service)
Qo no, }‘1'905,93 "‘f% 1 .
18. CAUSE OF DEATH MEDICAL CERTIFICATION Iﬁgvxi BMEN

Enter only onecausper | |- DISEASE OR CONDITION . e a . ONSET AND DEATH
ltae for (s). (b, and (o | CIRECTLY LEADING TODEATH*(yy _ Chronic¢ glomerulo nephritis 1 yr.

*Tkis does not mean ANTECEDENT CAUSES

the mode of dying, such | Aorbid conditions, if any, giring DUE TO (b)
s heart jatlure, asthenia, | ride to the above cause (o) stating
de. It means the dis- the underlying cauase last.

ADING BLACK INE—MAKE A PERMANENT RECORD

ase, infury, or complica- DUE TO (¢
whick cansed death. | 1. OTHER SIGNIFICANT CONDITIONS
Cenditions confributing Lo the death but not - 5 .
. Sotated to the disease ot condition couring deats, ATteriosclerotic heart disease
. QF OPEI%’N 19b. MAJOR FINDINGS OF OPERATION . - 2. AUTOPSY?
- ' E72X| D wR
- le ACCIDENT, _- " (Bpecity) 21b. PLA.CEOF]NJURY (e.x..Joorabout | 21¢, (CITY, TOWN, OR TOWNSHIP) (COUNTY) (STATE)
- SUICIDE . B boms, farm, fagtory, strecs. offics bldg..ete.)
< HOMICIDE =~ v
211 TIME (Month} {Day} (Year) {(Hour) 21e. |NJURY OCCURRED | 217, HOW DID INJURY OCCUR?
WHILEAT[~] NOT WHILE
.o '\N-'URY m. | “work AT WORK

-

o> WRITE PLAINLY—USING U2

z 1 hereby cert :'2 that I altended the deceased from _J_LAM_A_. 18 » o 8‘/ 29 1.45.6_.., that I last saw the deceased

alive on , 19 90 . and that death oceurred at _._6_..3,. m., from the causes and on the dale stated above,
Z3a. ATUR . (Degreyr titled’] 23b. ADDRESS 2. DATE SIGNED
Bonne Terre, Mo. 9/1/56
uRl REM m DATE 1 9 DD | 24c. NAME OF CEMETERY OR CREMATORY | 24d. LOCATION (Oity, tewn, or connty) (State)
R Aug 31, / StFrancoisiMemorial | Bonne,Terre Mo,
ATE ?éco BY LOCAL | REG 75. FUNERAL DIRECTOR' § S16MATURE ADORESS
29 Sperks Funeral HomeBonneTerre
on R Side) — - ﬁo .
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STATEMENT BY LICENSED EMBALMER

I hereby certify that the _body whose name is recorded on the reverse side of this certificate was embal
BY INE, OF By ottt ettt ceraesasr s tasa s aa et aa s e . Student Embalmer No,..c.coo.n...

working under my personal supervision..

Student....cccomiaiariiiiicarerierssa e
Signature of Student Embalper

Licensed Embalmer Nor?(%
P. O. Addt%f ........... P

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Fail
to comply with the above constitutes grounds for revocation of license),

. If embalmed by a STUDENT, he also shall sign in his OWN handwnhng.

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




