THE DIVISION OF HEALTH OF MISSOURI

e FILED JUN 25 1959 STANDARD CERTIFICATE OF DEATH stte Fie o SISO
*BIRTH NO. REG. DIST. NO. ifﬁ’i_ PRIMARY REG. DIST. No-i_u’ 3 Hegittrar's No.......\.3.........................
7 1. PLACE OF DEATH 2. USUAL RESIDENCE (Wbere decossed lived. If institution: residence befara
a. COUNTY Newton a. STATE MiEEOLII’i « b, COUNTY New‘t on adinizsion).

b. CITY (If outelda corpursts Umita, write RURAL snd give

¢. LENGTH OF ¢. CITY (If outalde corporate lirsits, write RURAL acd give township) - g
township) .
oM I Marion® Rural = (ﬂ

ETPEETEY . S "Mariond . Rural &7

d. F}I'IJ%SLPT'I':‘MEO%F {If not ia Yoapital or inathtution, give streot nddross ot locstlon) d'A%Tl;zREEESTS © (I rursl, give locstion)
f INSTITUTION  Route #1. Sarcoxie = Route # Barcoxie
3. 5;5%5&5 s?:f: a. {First) b. (Middle) ¢. (Last) 4 DéTE (Moq?) (Dey)  (Year)
(Tvpeor Prim)  Fred . GIGER oeat  June 11, 1951
5. SEX 5 6. COLOR CR RACE | 7. ':VAIARF‘LKI':'ED. NE\\;’ER hEISRRIED. 8. DATE OF BIRTH Q.IJ.\.GE (I::'.;n IF ONDER IDfll.l IF UNDER 2 s,
(Bpacify) ¥ Months H Min.
Male White AR{'ed™ 7 | Nov, 17, 1881 | "8§" [l
10a. USUAL OCCUPATION (Give kind of work 10b. KIND OF BUSINESS OR IN- | 1. BIRTHPLACE (Btate or foreign sountry) 12, CITIZEN OF WHAT
doud?xmmofwotklatufo.“-uﬂ retined) DUSTRY +COUNTR
armer Farming Newton Co,, Missouri DA,
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14, NAME OF uu;amu OR WIFE
Riley Giger i Maggle Cale  |[Flsie Gra
i5. WAS DECEASED EVER [N U.5.ARMED FORCES? | 16. SOCIAL SECURITY | 17. INFORMANT' S SIGNATURE OR NAME ADDRES
(Yu.ﬁor unknown) | (If yes, xive war or dates of service) NO. 0.
0 = s No Mrs, Elsle Giger Rt, #1 Sarcoxie,

INTERVAL BETWEEN
ONSET AND DEATH

18, CAUSE OF DEATH EASE OR CO
. Enter only onecauseper | 1. DIS E O NDITION
lne for (a), (b}, and {c) DIRECTLY LEADING TO DEATH® ()

*This does not meen | ANTECEDENT CAUSES

the mode of dying, such | Aforbid conditions, if eny, giving DUE TO (b)
as heart fellure, asthenia, | - rise to the above cause (o) stating .
de. It means the dis- the underlying cause last.

care, infury, or ol DUE TO (¢}
tion which caused death, | [1. OTHER SIGNIFICANT CONDITIONS

Cunditions contributing to the death but stot
related to the dizease or condition causing death.

WRITE PLAINLY—USING UNFADING BLACK INK—MAKE A PERMANENT RECORD &

19a. DATE OF OP'F%Aﬁ 19b. MAJOR FINDINGS OF OPERATION *© . ’ 20. AUTOPSY?
b W Y202 ves 0 w
2ia. ACCIDENT (Bpecity) ’ 21b. PLACE OF INJURY (e.g..inorabout | 2ic. (CITY, TOWN, OR TOWNSHIP} {COUNTY) (STATE)
v SUICIDE . ™ . | bome, farm, fastory, sirest, office bldg., ere.)
_HOMICIDE .. i
21d, TIME {Month} ‘(Day) (Year) - (Houp) | 2le. INJURY OCCURRED | 21f. HOW DID INJURY OCCUR?
. . - ) WHILEAT ™7 NOT WHILE
INJURY WORK AT WORK
2. [ hereby certify that I atlended the deceased from - - 9% to _é_L 1.9.22 that I last saw the deceased
' 0y
alive on —o——————""TF" ___ and thpt death occurred at O30 ., Jrom the causes and on the date stated above.
-23a. SIGNATURE glllu) 23b. ADDRESS 3. DATE SIGNED
G157
s NBURIAL CR b. DATE 24: MNE OF CEMETERY OR CREMXTORY TION (Oit¥, town, or county) {Stats)
)
i‘bf'?“ -13-1951 Diamo d Cemetery | Diamond, _ Mo,

DATE REC'D BY-LOCAL | REGISTRAR'S SIGNATURE ___3 Aiizs. FUNERAL DIRECTOR™S S1GHATURE ADDRESS
11157 | Y ¥ian . Ulmer Funeral Home Carthage, Mo,

( icented Embdmtr. Stnumrm on Reverse Side)




RECEIVED . Q W
pigtrict Bzalth Officer No. M’)‘/ ,&/(%
District File Rum'ber.._

Deta Filed- o
Ve
»

STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name js recorded on the reverse side of this certificate was embalmed by me, or b)............. ...... —

Student Emb er N .

Signed Gene. C, Pucghd/ﬁ/

., Licensed Embalmer Ne !"'231

working under my personal supervision.

" Student ceciesnrnnanenane esbeensane teenuveas

Student Embalmer

P. O. Address.___...g.&rt.hﬁgﬂ; MO

. Note: The sbove MUST BE SIGNED BY ‘THE LICENSED EMBALMER in his OWN- HANDWRITING (Failure to comply witl
the above constitutes ground! for revocation of hcense.)

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

LY
+




