THE DIVISION OF HEALTH OF MISSOURI

No. 300 [ ; .
s | FILECSEP 8 1954 STANDARD CERTIFICATE OF DEATH IS e |
D ! pirrh o 1 =2 &/— REG. 01ST. Mo, 3/ é PRIMARY REG. DIST. MO, Registrar's No..._...-}-.é_Q........._.
q Y 1. PLACE OF DEATH ; 2. USUAL RESIDENCE (Where decossed tived. If ingtitutlon: reskiencs befors
p *. COUNTY S _Francois 2 STATE Missouri - b COUNTY o o oot
b, c1 ouldqu rate limits, write RURAL and give c. LENGTH OF || ¢ CITY . . 1t Resience within Lmits of
éﬁmg St .Fr@cgmjma "1y BMAIL jagonn Sbeelville TR
d. FULL NAME OF (If not in hospé ftution. give streot addrems or | - STREET (If rural, give location) . b
H - A
INSTITUTION Missouri State Hospital NoJi | 2> Unknown = /
3. NAME OF & (First) b, (Middle) < (Last) 4. DATE  (Month) (Da
DECEASED 7). (Year)
(Type or Print) WALTER - LEE DIFRKING DEATH _pugust 26, 195l
5. SEX (j & COLOR OR RACE'| 7. MARKIED. HEVER | MARRIED. | 5. DATE OF BIRTH 9. AGE o yeas| 7 v+ ran' | wioen u .
. B, birthday] B Dayn | H Min
Male ¥White Divorced June 5, 1894 I_60 J ™ ||
10a. USUAL OCCUPATION (Giv - 0 N . . -
0a. USUAL OCCUPATION (Gkiskind of werk | 105 KIND OF BUSINESS OR IN: | 1Y Bl;mme [ ———— 'Z%E'%"?FWH”
i labore issouril . ’ . .
138. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND'OR WIFE
George Dierking | Agnes Ashley Mandy James :
IS, WAS DECEASED EVER IN U.S ARMED FORCES? | 16, SOCIAL SECURITY | 7. INFORMANT S S|GNATURE OR NAME ADDRESS
. B, ol ¢ . dates of . ' -
Ui | e ) 00.12-1935 | Racords ,State Hosp:l.tal Nouk ;Farmington sios
18. CAUSE OF DEATH — MEDICAL CERTIFICATION INTERVAL BETWEEN

| Enter anly cnsceuseper | I DISEASE OR CONDITION e e e e e - ET AND DEATH
Lime tor (23, (by. and &y | PIRECTLY LEADING TO DEATH*(,y _Gangrene , right foot 25 d28°
« T2 does 1ot mean | ANTECEDENT CAUSES

the mode of dying, such [ Morbid conditions, if any, giving DUE TO (b)
a2 heari fallure, asthenda, | rite to the above cause (o) sating

Peripheral arteriosclerosis = - - |6 mose

mean v | the underiying cause laet. . '
ceve inurs o compiln DuETo (9 Hypertensive Heart Disease - - - |Unknown.
tion which caused deadh, | H. OTHER SIGNIFICANT CONDITIONS . .
- Conditions contributing to the death but not P8¥ % bances of circulation
related to the disease nrgmdilio‘;amulin;‘ death g%%egé 'gedﬁ%&% &ES ease Je T'
19a. DATE OF OPERA- | 19b. MAJOR FINDINGS OF OPERATION ' 20. AUTOPSY?
TION : o AT X
ves L] wod]
21a. ACCIDENT (Bpecify) 21b. PLACEOF INJURY (s.g..Inorabout | 21c. (CITY, TOWN, OR TOWNSHIP) {COUNTY) {STATE)
SUICIDE . boms, tsrm, isstory, strest, offies blds., exs.)
HOMICIDE - .| - .o . .
21d. TIME {Month) (Day) (Year) (Hour} 2le. INJURY OCCURRED [ 21f. HOW DID INJURY OCCUR?
ar WHILEAT [} NOT WHILE,
INJURY o | " work AT WORK
2 I hereby certgfy lhat I tended the deceased from _Mﬂlé_om_ﬂl, to & t 26—, 19_2}., that I last saw the deceased
v alive on August 319 . and that death occurred al 0:03Pe m., from the causes and on the dale stated above.
title 23b. ADDRESS 23%¢. DATE SIGNED
State Hospital NoeljyFarmington,foe8-26-5k

Z4c NAME OF CEMETERY OR CREMATORY
Sanders Cemetery

25. FUNERAL DIRECTOR'S SIGIATUII ADDRESS

G harvert Fuioral Hgne, Steelville, Mos

24d. LOCATION (Oity, town, or county) (Btote)
Brawford County, Missouri

»
WRITE PLAEN'LY—_USING UNFADING BLACK INK-—MAKE A PERMANENT RECORD

(Licensed Enlbsflipbr’s Statement 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 emba
byme, OF by oo e e . Student Embalmer No............

working under my personal supervision..

STUEENE oo eeeeeeeini e enaeees Signed. @MM/J/ ..... [N

Signature of Student Embalmer
Licensed Embalmer Noy/"zc

. _ ) ' P. O. Address.ﬁ&%%

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

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

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

-




