No ., 300
10.48 -

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

FILED FEB 28

1955
REG. DIST. NO. é‘ 5_._

THE DIVISION OF HEALTH OF MISSOURI
STANDARD CERTIFICATE OF DEATH

| 4075
Y0 5 oo ) SO

iachinis

“EFEYHET

" BIRTH NO. PRIMARY REG. DIST. NO.
1. PLACE OF DEATH - 2. USUAL RESIDENCE ' (Where decoased Wived. Il institation: remidence befors
a. COUNTY a. STATE . : 4+ b COUNTY | dinizsion),
Butler Missouri 1. Butler™
b, CITY (If outcide corpurats timits, writa RURAL and give c. L\"ENGTH OF c. C}JTF;’ - 4 I» Restdence within limits n:'_
= hip) this place} : ]
Town  Qulin towanle g% G TGWN Qulin SR
d. F}I'.IJIOJS-PF'FAME OF (I not in hosplal or institution, give streot addross or location) F. A%T[;}EES (If rursl, give location) o Vo~ Vs
msrrrunonﬁo_mg of Father, Qulin Boute 1 <
3. NAME OF a. (First) b. {Middle) ¢. {Last) 4 DATE (Month) D
DECEASED P ST AT ' Month)  (Day) _ (Year)
(Tyveor Pigy  CHESTER LAVELLE HUFFLAN oeaw  Feb. € 1955/
5, SEX / 6, COLOR CR RACE | 7. #ARR\!}EB gﬁEgc&égRRlED. 8, DATE CF BIRTH 9. :.GE;:J,'E.’"" W UNDER 1 YEAR | oF UNDER 4 nes.
v . , {Bpecify) —_ th ¥} |Months Da}l Houm | Min.
Male wWhite PASHEE A“June 13 1911 44 6 12% |
102, USUAL OCCUPATION (e iad of werk | 10b. KIND OF BUSINESS OR IN. | Il BIRTHPLACE (0, Ly Stee cr Foreign Countre) 12, CITIZEN OF WHAT

Lowndes lissouri

138. FATHER'S NAME

» George Huf'fman

13b. MOTHER'S MAIDEN

hel

I5. WAS DECEASED EVER IN U.S. ARMED FORCES"

(Il yos, give war or datea of service) 9 7_ o O_ 49 é‘g

{Yes, o T.Tor unknown}

16. SOCIAL SECURITY

NAME 14. NAME OF HUSBAND OR WIFE

Deceansed

e LI e B A A A A M A T T EE—SS————————————...SS
7. INFORMANT'S SIGNATURE OR NAME ADDRESS

Frank Huffman Qulln, L1 ssouri

18, CAUSE OF DEATH
. Enter ¢nly one cause per
line for {8}, (b}, and (c)

*Thir does not mean
the mode of dying, such
as heart fallure, asthenia,
ele. It meens the dis-
case, infury, or complics-

1. DISEASE OR CONDITION
DIRECTLY LEADING TO DEATH'(a)

ANTECEDENT CAUSES

Mortid condition, if any, giving DUE TO (b)
rise to the above cause (a} siating
the underlying couse last.

DUE TG (2)

MEDICAL CERTIFICATION

INTERVAL BETWEEN
ONSET AND DEATH

tion which caused death,

11. OTHER SIGNIFICANT CONDITIONS

Conditions contribuling to the death but a0l
related Lo the direase or condition causing deafh,

19a. DATE OF OP'FI%“I;J- 15b. MAJOR FINDINGS OF OPERATICN 20, AUTOPSY?
4/ X ves [] o [

21a. ACCIDENT {Bpecity) . 210. PLACEOF INJURY (a.g..inorabous | 21c. (CITY, TOWN, OR TOWNSHIP) {COUNTY) (STATE}

"SUICIDE boma, larm, [aatory, atreet, offioe bidg., eto.) .

HOMICIDE
2ld. TIME (Month) (Day} (Yesr) (Hour) 2le, INJURY OCCURRED | 21f. HOW DID INJURY OCCUR?
WHILEAT [ NOT WHILE

INJURY . WORK- AT WORK .

22. I hereby certify that I attended the deceased from IQ;.L.S_ to , 18 , that I last zaw the deceazed

aliveon _JA b IQ.L.f and that death oceurred at 2_._4_D_Biqh'om the causes and on lhe date staied above.

23a. SIGNATURE

LA

48’?

{Degree or title)

23c. DATE SIGNED

.23b, ADDRESS . ‘

Camepiratd- Vo MJ'UM

24a. BURIAL, CREMA- | 24b, DATE 245. MAME OF CEMETERY OR CREMATORY 24d. LOCATION (City, town, ot county) {State)
ON, REMOVAL ({Bpecity) | . ) T l
rial ehae 8 19551 O31in Cematapu Quiin, uissou

sIeE

25. FONERAL DIRECTOR'S $1|6GNATURE ADDRESS

‘@’/&WAL&

Landess Funeral Home Campbell, bt




RECEIVED 1
FEB 20 1955 ‘
BUTLER CO. HEALTH CENTER

HILE No._

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, or by ........... eeeenieanes e eemeeeemeeaeeeeesneesmeeeeeneataeanasanan treenren , Student Embalmer No..-....o....

working under my personal supervision..

Student.....coenmmemiie i i eeiaeaaas
Signature of Student Exbalmer

Licensed Embalmer No...LA 2.

P. O. Address

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.

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




