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- 48

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

FILED MAY 25 1955

THE DIVHION OF ReALTR OF MISSUUR
STANDARD CERTIFICATE OF DEATH

. Enter only one catse per
line for (a}, (b}, end (¢}

18. CAUSE OF DEATH
1. DISEASE OR CONDITION
DIRECTLY LEADING TQ DEATH® (3

*This does mot mean ANTECEDENT CAUSES

S1GLE FIlE NOuvseoererrmserseerssrmssmmssrsssa
—
'BIRTH NO. REG. DIsT. mo. _R 2.5 paiuary rec. o1sT. k0. BOS 3 psiears No 9o
1. PLACE OF DEATH 3. USUAL RESIDENCE (Where duccased lived. 1f losthution: residence befors
a. COUNTY r’&_,l{ f i\ o, a. STATE b. COUNTY adinisslon).
al X . Misgourdi-— St Frencois
b. CITY (1t outside eorpunl.n timits, writs RURAL and give c. LENGTH OF ¢ CITY . d Is Residence within Lim#s of
township} | STAY (in this place) OR -;12- or_lnm'p:‘r;hd town?
TOWN  Balle 1} yrs | " Fermington Y= O e
d. FULL NAME OF (I mot in hospital or lnsticution. dve streot address or location) r STREET (¥ raral, give locatlon} 7% ?
HOSPIT v ADDRESS O
INSTITUTIONM cFarland Nursing Home Rursl /
3. NAME OF 8. (First) b. (Middle) c. (Last)
DECEASED ¢ 4. DATE (Month)  (Psy) (Yes)
(Typeor Print)  Bert Bainter DEATH May 12,1965
5. SEX 6. COLOR OR RACE | 7. MARRIED, NEVER MARRIED, |[ 8. DATE OF BIRTH 9. AGE (In years| ¥ UNDER | TEAR | F UNDER 1t mas.
WED, DIVORCED (Bpacifr) Last birthday) Mmh-l Days | Hourm | Mig,
Male. White widowed | Nov,15,1871 83 I
10a. USUAL OCCUPATION (Givekind of work | 10b. KIND OF BUSINESS OR IN- | Ti. BIRTHPLACE . g 12, CITIZEN OF WHAT
done during m_to"“k’“m..-:“u:“;:, ¥ DUSTRY (City and Stete ot Foreiga Country) COUNTRY?
Fermer Retired Farmer Miasouri 2 US4
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR IIFE_
George W, Baindér Unknown
15. WAS DECEASED EVER IN U.S. ARMED FORCES? | t6. SOCIAL SECURITY | 17. INFORMANT' S 51 GNATURE OR NAME ADDRESS
(Yea, no, or yoknown) (I ye», xive war or dates of sarvice} NO.
no none

INTERVAL BETWEER

ONSET .m_b gﬂi d’

Morbid conditions, if any, gising DUE TO (B}
as Beart fallure, asthenia, | rise lo the above a:m;c (a) stating
de. It means the dip- the underlying cauvae lost,

2¢ .

ease, infury, or -

the mode of dying, such

PUE TO (c)

11. OTHER SIGNIFICANT CONDITIONS

Conditions contributing to the death but not~
related to the direase or condition cauzing death.

tiom which coused dwﬂa

dgﬁ,ez;zzm

13a. DATE OF OP'IEFOAIG 15b. MAJOR FINDINGS OF OPERATION 20. AUTOPSY?
ool ves (1 o B
*H 21a. ACCIDENT (Bpecity) 21b. PLACE OF INJURY {e.g..inorabont | 21c. (CITY, TOWN, OR TOWNSHIP) (COUNTY) (STATE)
. SUICIDE homs, farm, factory, street, offics bidg. eto) . -
HOMICIDE -
2id. TIME {Month) (Dsy) (Year) (Hour) 2te. INJURY OCCURRED | 23f. HOW DID INJURY OCCUR?
F . WHILE AT NOT WHILE
INJURY =. | worK AT WORK

21 hereby cerlify that I auended the deceased from ._ML_,_ J'Qi'f, to
_2-304

lr-rl’-'

P
18 J—sthat I last saw the deceased
m., fram the causes and on the date siated above.

23b, ADDRESS

alive on andhal death occurred al
2. SIGNATURE E E 7 S ! 0 {Degree or title)
a. BURIAL, CREMA- | 24b, DATE 24c. NAME OF CEMETERY OR CREM
TION REMOVAL (Bpeeify)
| 5 /15/55 Chestnut Ridg

DATE REC'D BY L%CAL

.

AL ?ISTRAﬁ'S §1_GNATUR£ f l 38’Ot

FUNERAL DI RECT

f3c. DATE SIGNED

57

A:ERY .

24d. LOCATION (City, town, or oolmty)

¥ -,

{Biate)

Miller Funeral Home, Farmminzi

(l.icensed Embalmet’s Staternent on Reverse Side)



B,

[ETT——.

STATEMENT BY LICENSED EMBALMER

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

........................................... et eeerteteeraraiasasresesaeeneany Student Embalmer No..-......

working under my personal supervision..

Student . ...ococinaiiiiiiiciaiie it e,
Sn.pltura of Student Ecbalmer -

Licensed Emba.lm.e‘i.' No; .- 9‘#
P. O. Address.....;..@?.’.%

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWR!TING. (2
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,



