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

THE DIVISION OF HEALTH OF MISSOURI s

HLEDJAN 261855 sTANDARD CERTIFICATE OF DEATH e Fie o S
BIRTH NO. REG. DIST. NO. l PRIMARY REG. DIST: noaOJ_Q_. Registrar’'s No l(ﬁ
‘ I. PLACE OF DEATH ! 2. USUAL RESIDENCE (Where decoased lived. If institotion: sesidence befors
a. COUNTY /9@”/2: e. STATE M o b. COUNTY ﬂaﬂ ”? adunision).
b. CITY (I outolds corporata limita, write RURAL wad give [ c. LENGTH OF c. CITY . . . 4 Is Residence within Lmlts of
Tg\F\l'N vl township) | 5T, Y fio Lhi':(hfa) T(‘JJVFV!N h)’z KJ Ul LLE a— c-lt‘y OMO hdmtown?
d. FULL NAME QF o nol in hgspital or inltituﬂon give sireot addrom ajnnunn) F‘lh%rDRREEES!;; (I rural, give loﬂdn:j o8 / 55.
ST OFIoN X”KJ vi [/&_@ﬂggﬁ 72“_ ”o‘? 03 M. MA;, S7.
) L4
3. 6‘5"}:’”&5 s?:f: 8. (First) b. (Middle) <. (Last) s Dg}—g (Month)  (Day)  (Yea)
(Tupe or PrinsyJON AN G-ELO LAMBERT DEATH / = /7 /955
5. SEX 476 COLOR OR RACE 7. \%}I?)%%‘!‘EB g[E\ygEChEﬂSRR[ED.) 8. DATE OF BIRTH 9.£GEir(‘ind:--;n ;{r uw ;Dm IF UNDER H MRS,
s {Bpasity’ t ¥, on ays | Hourn | Min,
M < July 15, 192k | l
10a. USUAL OCCLIPATION (Givekind of work | 10b, KIND OF BUSINESS OR IN- | 11. BIRTHPLACE . N 12, CITIZEN OF WHAT
done during moet of working lifs, even if :adrod) - DUSTRY (City and State or Foraign Countrv) COUNTRY?
Never worked Never worked Kirksville, Mo % J,S.A
13a, FATHER'S NAME 13b. MOTHER"S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
John Lambert { Julia Potter, |
I"j(. WAS DECEASED EVER N U.S.ARMED FORCES? | 16, SOCIAL SECURE'C"( 17. INFORMANT'S SIGNATURE OR NAME ADDRESS
¢ . k 3} If . EF dat £ foe) N PR S -
o m:Nrou.n DOWD, you, eive war or detes of servicel None MI‘S . D‘Iary Smlth Kirksv:l.lle, MO .
18. CAUSE OF DEATH - MEDICAL CERTIFICATION ﬁ;gg:l&g%fgﬁ*
| Enter onty onecauseper | |. DISEASE OR CONDITION _ c
Line for (o5, (by. and 1oy | PIRECTLY LEADING TO DEATH" 5 CoRoXARY O eclusy p,')
: ANTECEDENT CAUSES
*This does not mean —— , =
the mode of dying, such | Morbid conditions, if any, giving DUE TO (b) p’ 5"4 [} H Eﬁﬁ T F#I L “ze
a8 keart faflure, asthenia, gte fodihez abose c:lmw) dating .
de. [t meens the dia- € unceriying cande Lost.
case, injury, or complica- DUE TO (c) R“ Eu M» T‘ C’ CﬂfblTl ‘S
tion which caused death, | 1. OTHER SIGNIFICANT CONDITIONS )
' Cunditions contributing fo the death but not -
relted 1o the direase or condition causing death.
19a. DATE OF OPERA- | 19b. MAJOR FINDINGS OF OPERATION 2. AUTOPSY?
TIoN O B
YES NO
21a. ACCIDENT {Bpecilty) 21b. PLACE OF INJURY (eg..inorsboat | 21c. (CITY, TOWN, OR TOWNSHIP) (COUNTY) (STATE)
SUICIDE . boma, farm, Iactory, street. offiop hidg., ew.)
HOMICIDE -
21d. TIME (Month} (Day) {Year) (Hour) 2la. INJURY OCCURRED | 21f. HOW DID [NJURY QCCUR?
OF v WHILEAT NOT WHILE
INJURY : m. WORK AT WORK _
2. I hereby certify that I attended the deceased from .._'JaLB.__ 15_5_.. to_dJana. 17 | 1955_.. that I last saw the deceased
“alive on J8N. 1 5_5‘_, and thal death occurred at @227 P m., from the causes and on the dale stated above,
23a. SIGNATURE (Degma or tir.le) 23p. ADDRESS 23¢. DATE SIGNED

% . 'g Zﬁ ' Kirksville, Mo. . t1/18/5¢5
BURLAL, CREMA- b DATE 24c. MNE OF CEMETERY OR CREMATORY 24d. LOCATION (Oity, tewn, cr county) (Btate}

ey REMOVAL (Bpecity -5 5 .
% ail- ] 5— Jewell Adzir Co,, Mo,

DATE REC'D BY LOCAL EG ST. S SI TURE 25 NERAL DI RECTQR $ SIGNATURE A\DDEESS
{~20-5 gEG ié m(\mﬁo{ﬂ_ £ e OR a2a  Kirksville, Mo,

(Ticensed Embalmer'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 emb

working under my personal supervision..

SEUGER v ey ceerenesoenenng e cerennerens Signed%WéZ = 7 A

Signature of Student Embalmer
Licensed Embalmer No.ﬁﬁé

P. O, AMresW.,

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

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

7 this body is not embalmed, fact should be so stated above, ;




