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THE DIVISION OF HEALTH OF MISS0URI

STANDARD CERTIFICATE OF DEATH

. Enter only onecauss per
line for (a), (b}, and (c)

*This does not mean
the mode of dying, such
a8 heart failure, asthenia,
ele. [t means the dis-

24

care, injury, or complica-

the underlying canase

1. DISEASE OR CONDITION
DIRECTLY LEADING TO DEATH® 53

Morbid eonditiona, if any, gieing DUE TO (b)
rise to the above cause {a ) stating

Sf_cu File Novouinansmiaieinin
238
'BIRTH NO. REG. DIST. NO, 42 PRIMARY REG. OIST. KO. 1000_.. Registrar’ s No.omrommsessoss msssersmmsrs
| PLACE OF DEATH 2. USUAL RESIDENCE (Whire decosssd livad. If institution: residence befors
COUNTY B T P e __a. STATE b. COUNTY ailinisslon).
il Buchanan - 222E Kansas - ... Doniphan’
.b. CITY (1 outslde corpurata limits, write RURAL and give c. LENGTH OF ||  c.:CITY . . -4, Is Resldence wiihin lmits gt *
R township)! STAY (in this place) OR ! Voo a city. or_fncorporated townt, -,
-TOWN  St, -Joseph. - 1 day "TOWN  Denton ' Yo %D
d. FH‘l).Is.Pv_PAh:-EOOF {it mot mJl’:o-plul or instizution, give streot address or location) F: ASJI;‘F\‘EE% O renal, give locktion) ] é; / 5 OY
INsTiTuTioN  St,Joseph's Hospital None
3. NAME OF . (First b. (Middle ¢. (Last) -
DECEASED 8 (First ( ) ( 4 DATE  {(Month) (Day) (Year)
{ Type or Print) WILLIS -FRANCIS PINYERD DEATH  Feb, 24 1955
5, SEX 6. COLCR CR RACE } 7. MARRIED, NEVER MARRIED, 8. DATE OF BIRTH 9. AGE (In yearn| I¥ UNDER | YEAR | I UNDER & mas.
WIDOWED, DIVORCED (8pecify} Laat birthday) Monf.hn, Days { Hours I Min
Male White _mdouad_._a’—ﬁm_urlaaé_ ,
10a. USUAL OCCUPATION (Givekindof work | 10b. KIND OF BUSINESS OR [N- | 11, BIRTHPLACE " —— 12, CITIZEN
domdl.l.ﬁalmoltolwnrlinzﬂlo.‘cvani!nth:rd) = DUSTRY (City and State or Foreign Cauatrv) COUNTRYTOFWHAT
Retired Mechanic Garage Operator Denton Kansas
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
* Isiah Pinyerd 4 Unk 1 lnk,
15, WAS DECEASED EVER IN U.5. ARMED FORCES? | 16, SOCIAL SECURITY | 17, INFORMANT'S SIGNATURE OR NAME ADDRESS
(Yes, no, or utnknown) | (If yes, xlve war or datea of service) NO.
No None Mrs, Russell Bartley Hozrton, Kansas
.I8. CAUSE OF DEATH MEDRIC TIFICATION INTERVAL BETWEEN

ANTECEDENT CAUSES

ONSET AND ZTH ,

DUE TO (c)

tion which caused death,

1. OTHER S[GN]FlCANT CONDITIONS

Conditions confributing lo the death but not
related to the dizease or condilion cauting death.

MLM@

WRITE II‘LAINLi’—USING UNFADING BLACK INK-—MAKE A PERMANENT I_I.ECORD:‘

: ded the sed from
and that death accur'r

19& to

19a. DATE OF OPERA- | 18b, MAIOR FINDINGS OF OPERATION 20, AMOPSY?
TION D
LE2TXK YES no X}
2ia. ACCIDENT {Bpecify)* 21b. PLACE OF INJURY (e.g.,inorabont | 21c. (CITY, TOWN, OR TOWNSHIP) ({COUNTY) {STATE)
SUICIDE S homs, farm, fastory, street, offios bldg., ma.) P . .
HOMICIDE - ) . o1
2id. TIME (Month) (Day} (Year) {(Hour) 2te. INJURY OCCURRED | 21f. HOW DID INJURY OCCUR?
. St ! e WHILEAT NOT WHRILE
INJURY work |_| _aTwoRk p )

.18, that I last saio the deceased

m., from the causes and on the dale siated above.

Removal

i BURIAL, CREMA-
TION, REMOVAL (Spedity)

( egmeor

Z3b. A.DDRBS m %

2. DATE SIGNED

2 - A{Af

24c.;NAME OF CEMEI'ERY OoR CREMATORY

Denton 4% 6’

24d. LOCATION-(€ity, t&wn,orcmmm
J+..Denton -/

(Stats)

8

ATE RECD BY LOCAL
E ZM.«JJ F éi.g

ADDRESS

st,Joseph, Mo,




-

-

MAR 1o to3m

L

‘ : STATEMENT BY LICENSED EMBALMER

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

by me, OF DY .o ree s e Student Embalmer o 1 T |

working under my personal supervision..

: - Co | Stgnedé’é“g‘(é/

Student ................................................
. . Signature of Student Embalmer

PV ' Licensed Embalmer’ No.f’.‘t.@!.?.?
: S : o o P. O. Addres;%-

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HAND,

to comply with the above constitutes grounds for revocation of license). ) .
If embalmed by a STUDENT, he also shall sign in his OQOWN handwriting. AP

L thxs body is not embalmed _fact should be so stated above. - -

TING. (Fa



