! THE DIVISION OF HEALTH OF MISSOURI .
'S. No.300 | 3 P ¥
1 oas ‘FlLED 0CT 16 198 STANDARD CERTIFICATE OF DEATH e rie o, VEI00
' ‘! BIRTH NO. REG. DIST. No. __]| PRIMARY REG. DIST. NO..3.Q 9O . Reistrar's “"0‘«-317--
& 1. PLACE OF KEATH 2. USUAL RESIDENCE (Where d d lived. If laatitation: resid before
a. COUNTY 3 a. STATE Mj 1 b. COUNT, i admisalont.
dair issouril Adair Py,
b, CITY (Jf cutcide corpurate limits, write RURAL and give ¢. LENGTH OF ¢, CITY . 1s Residence witnin mits of )
w STAY i o O - - s
TOWN Kirksville e ‘g[,l:;"_’h“ owkirksville o S
| d. FULL NAME QF (If pot in hoapital or institution. give streqat address or location) (If rural, d“o locstion)
| HOSPITAL ORT a3 o1 in Hospltal “Boress 612" W, “EBison
' 3. NAME OF . {First) - b. (Middie} e, {Last) 4. DATE (\Ionth) (D
. DECEASED - . . 8y} _ (Year)
| (Type or Print) Francis F, Novinger oeam Oct., éS
i 5. SEX / 6. COLOR OR RACE | 7. MARR]ED. NFVEEC%SRRIED.) 8. DATE OF BIRTH 9.!.1\.55‘;:;:%;“ J\:i' Uﬁn ID!‘EM IF UNDER 24 Jms.
(Epacts ¥ on H .
: ¥ W AR R | ST T 1 ggn | iy e | B S
10a. USUAL QCCUPATION (Give b 10 N SINESS OR IN' BIRTHPLACE
:omdu.rin;mmtnlworﬂull(gf:vr;nl}i;’;h:;]; b- KIND OF BU 'ie‘E Fl@ﬁté?h"%bé’l‘ ﬂéngNl%ERr‘ql'?OFWHAT
Home ' Home I - - .
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME T4. NAME OF HUSBAND OR WiFE
John Joseph Farish | Unknown Chas. A. Novinger
1(3 WAS DECkEASED EVER lNiU.S.ARMED FORC]EST 16. SOCIAL SECURLTY 17. INFORMANT" S SIGNATURE OR NAME ADDRESS
P U nowa) | ( r-.lvx;rurd.!snlsmul ‘ x has. A NOVlngeI‘ Kirksvill e I\{O R
18. CAUSE OF DEATH. MEDICAL CERTIFICATION IH‘I’ER\M!. BETWEEN

: ONSET AND DEAT,
. Enter only onecause per [ DISEASE OR CONDITION X
Jize for (a), (b, end (2) DIRECTLY LEADING TO DEATH® ¢y . /2

o This docs mot mean | ANTECEDENT CAUSES Z ; 4 J
the mode of dying, such | Morbid conditions, if any, giring DUE TO ( "
a8 heart fallure, asthenia, | rise o the above cauae (a) slating

de. It means the dis- the undnlmnp cause lest.
ease, injury, or complica- DUE TO (c)
tion which caused death, § 11 OTHER SIGNIFICANT CONDITIONS M

Conditions contributing to the death but not -
related to the disease or condition causing death. /'

19a, DATE OF Opﬁlg}q- 19b. MAJOR FINDINGS OF OPERATION

9[?5)( { HI9d) ves & we [J

WRITE _.PI;AiNLX—T-,-US[NG UNFADING BLACK INK—MAKE A PERMANENT RECORD

21a. ACCIDENT (Bpecily) 21b. PLACEQF INJURY (s.x..lnorabout | 2lc. (CITY, TOWN, OR TOWNSHIP) (EOUNTY) - (STATE)
SUICIDE homs, Iarm, factory, streot. office bldg..e10.)
HOMICIDE ’
21d, TIME (Mgnt_‘h) (Day) (Year) (Hour) | 2te. INJURY OCCURRED | 21f. HOW.D[I_D_'[NJURY OCCUR?
TR At . “WHILEAT[™T] NOT WHILE il . .
o aauRy - _ o | VHoRK peihities ‘ FEel
. I hereby cerufy that I attended the deceased from Z&Z_ﬁ 1 9:.:\’ to —LAZ— 1 9—$?h0f I last saw the decaased
. "aliveon.. - ) JQJII and {hat death occurred at ..._fzf from Ihe causes and on the date stated above, : -
S B 2 “(Degeamor title) | 23b, ADDRESS” a0 [ 2. DATE SiGAED".
a4 . Kirksv 111e , Mo, &//_;_/\5_-_-3
BURIAL. Ci EMA . - 24c. NAME OF CEMETERY OR CREMATORY 24d; LOCATION: {Oity, town, or connty) | (5tate)
TIO REMOVAL : R . .
uria 0/6/53. Maple Hill : irksville, Mo.
DATE REC'D BY LOCAL REGISTRAR 'SeSGNATURE I _0  25. ERALTDI OR'S S}CNATURE ADDRESS
la) 13‘53 \ Kirksville, Mo.

. (Licensed Embaima';:s—;-nmul on Reverse Side)




STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was embaln

working under my personal supervision..

Student ..o.coiiiiaiiiiiiii e resarie s esa e
Signsture of Student Ezbalmer

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

If embalmed by a STUDENT, he aiso shall sign in his OWN handwrttmg

¥ this body is not embalmed, fact should be sc stated above, .

-




