THE DIVISION OF HEALTH OF MISSOURI . 33052

0 . -
’ fLiLNOV 151954  STANDARD CERTIFICATE OF DEATH Stae File Mo
'BIRTH MO. REG. DIST. NO, _4_2_ PRIMARY REG. OIST. m.ﬂ_ Regitirer's No._.....ll,a_,‘.l,,,__
1. PLACE OF DEATH 2, USUAL RESIDENCE (Woere deceased Uved. Il loatitution: reskdence before
'Y a. COUNTY a. STATE b. COUNTY ad.imion),
Buchannan Migssouri Q
b, CITY {1 cutside corpurate Umits, write RURAL and glve ¢. LENGTH OF ¢. CITY (if outside oorporats limits, write RURAL and give townahip)
OR townahip} STAg (ip this place) R
TOWN St.Joseph TOWN  Savannah _(Rural) Y
FH(I).SLPNAME OF (If not in houpital or Lestitution, give streat addrem of loeation) d'A%r!;*IEEHSS (If resl, ahve bocution) = /
INSTITUNIOM4 ssourd Meth, Ho spital ‘

3. NAME OF a. (First) b. (Miadle) ¢ (Lest) 3 DATE (Month) (D ,
DECEASED ey),  (Year)
(Type or Print) MERRILL TEEODORE CUNNINEHAM DEATH Nov., 7 195

5. SEX 6. COLOR OR RACE | 7. mxn%%%g EWEECESREIEZ p 8. DATE OF BIRTH 5, lf.?E o vers] 7 oen ¢ v | 7 beoen .

{Bpacity, birthday; A Hogrs | Min.
Male White Never married October 5 1501 55 , |
lﬂa USUAL OCCUPATION (Givekindof work | 10b. KIND OF BUSINESS OR IN- | 11. BIRTHPLACE (a:ata or foreisn aountrr} *12. CITIZEN OF WHAT
dmmmmofvoruni s, #¥4n if retired) DUSTRY Raxf d. / Cou Y,
Filling Station Operatior ord Kansas sde e
13a. FATHER'S NAME 13b, MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
John C,Cunningham Flora Munkres Hone

l;{ WAS DECEASED EVER TN U.S.ARMED FORCES? { 16, SOCIAL secumr}rg 17. INFORMANT' S S|GNATURE OR NAME ADDRESS

g ) | W srvarerditmeiseied 1 Not given "> | Golda Cunningham,Savannah Mo, R F D

18. CAUSE OF DEATH MEDICAL CERTIFICATION INTERVAL BETWEEN

| Enter only onsconseper | 1, DISEASE OR CONDITION Om‘j/
Jine for (), (b, and (&) | DIRECTLY LEADING TO DEATH®4) 'ﬁﬁ!.&j‘ﬁ.é %ém m'%

ANTECEDENT CAUSES

*Thiz does nol meen
the mode of duing, stich |  Aforbid conditions, if any, giving DUE TO (b) / I Yty .
« || s heart faiture, asthenia, | rite fo the above cause {a) dating .. N A
de. It means the dis- the underlying cause last.
care, Infury, or complice- DUE Tp {c) - = — %—a :
tion which ecaused death, | 1. OTHER SIGNIFICANT CONDITIONS ~* - - : o
Conditions contributing to the death but nol
related to the disease or condition causing death,
*19a. DATE-OF OP_F&;; -19b MAJOR FINDINGS OF OPERATION - - R A T I ' - | 20. AUTOPSY?
. e B3/ X ] wd
21a. ACCIDENT (Bpeclly) * | 21b, PLACEOF INJURY (e.s.. lnorabous | 21¢, (CITY, TOWN, OR TOWNSHIP) {COUNTY) {S5TATE)
SUICIDE d homa, farm, tactory, swrest. offlce bldg.,eva.) R | ta t Lo .
HOMICIDE
21d. TIME (Month)  (Day} (Year) (Hous} 2le, INJURY OCCURRED | 27, HOW DID [NJURY QCCUR?
or : . | whneaT[ ) noTwinE
INJURY . AT WORK

.22..I hereby certify that I attended the-deceased from T -t &, IQ.EZ lo _LLL rai{é that 1 last saw the deceased

alive on ,.;z'_LLS'_ 1933, a[_cd thai death occurred at _&Mm‘, Sfrom the causes and on the dale slaled above.

'. 23a. SIGN URE " ., egTee of tll’.ll! 23c. DATE SIGNED
pf & Bjﬁ AT Vst oL | /=SS

- BURIAL. CREMA- | Z4b, DATE Z4c. NAME OF cam"‘ RY OR CREMATORY | 24d. LOCATION (City, town, or county) -~ (Btate)
norhasmo‘.rﬁsuﬂ _7_.514, Fairport ‘ Fairport Misgourl . . ,

DATE REC'D BY LOCAL | REGISTRAR'S SIGNATURE 781 . w ﬁfﬁﬂ sIsl ADDRESS .
Dos 12, 178% M 4//44;;7,)% §ﬁ, ﬁ"&l~tmr.w11.1.¢, MO,

" (Licensed Embalmet's Statement on Reverse Side)

WRITE PLAINLY—USING UNFADING BLACK INE—MAKE A PERMANENT RECORD




STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me, or by

Embalmer No.

working under my personal! supervision.

StUAONt veceeannrrionronas creererveaenannas
Student Embalmer

Note: The above MUST BE SIGNED BY THE LICENSED
the above constitutes grounds for revocation of license.)

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




