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THE DIVISION OF HEALTH OF MISSOURI
FILED JAN 3- 1956 STANDARD CERTIFICATE OF DEATH siwerien I1EBL......

BIRTH KO, = REG. DIST. RO, 2ZZ__PRII‘-RY REG. DIST. NOM Registrar's No. ./z

<

1. PLACE OF DEATH 2. USUAL RESIDENCE (Where d d Ihvad, If Losti : resid befors
a- CounTy Reynolds 2. STATE Missourt Re§HGI ds doiaton.
b. CAEY {If outside corpurate limits, writs RURAL snd give %_ALENGTH OF c. Cg’g RN }}-uideuee within limits of

w )] [
ToWN Centerville ®™=@| T &fE il Gan Centerville R
s a. FH&PP_PANLEO%F {If not in boapital or institution, glve strect sdidrem or location) . A%rl;ziggsrs (If rural, give location) (9 ‘? ‘Gdo
INSTITUTION
3. :’;‘ECNE‘ES%'E a. (First) : b. (Middle) c. {Last) 4, DS;E {Maonth) (Dsy) (Year)
{ T¥pe or Print) JAMES ROBERT PYRTLE oeatH Dec, 18 1955
5. SEX /6. COLOR OR RACE | 7. MARRIED, NEVER MARRIED, “~ 8. DATE OF BIRTH 9, AGE (Io years| /¥ UnoER | YEAR | = UwoeR u HES.
! WIDOWED, DIVORCED (Bpeciiyy=T— luat bintbday) | Months , Days | Hours | Min.
male white W1 aowe Dec. 18 1884 71 10 |

10a. USUAL OCCUPATION (Givekindof wark | 10b. KIND OF BUSINESS OR IN-
don.duﬂamn\al-orﬂ 1ife, even if retired} DUSTRY
Me

ical octor

11. BIRTHPLACE (City and State or Foreiga c““","-a"“Z. CITI.IZ.ER‘,?OFWAT
Lesterville, Missouri ijsy|

13a. FATHER'S NAME 13b. MOTHER™S MAIDEN

Robert Jefferson Pyptle Lucind

15. WAS DECEASED EVER $N U.S.ARMED FORCES? | 16. SOCIAL SECURK!S’

(Yes.no.or unkoown) | (II yes, rive war or dates of service)

no no

NAME 14. NAME OF HUSBAND’/OR WiFE

a Wadlow |

7. INFORMANT ' 5 5! GNATURE OR NAME ADDRESS
George Pyrtle Arcgdl, Missourd

18. CAUSE OF DEATH ’ MEDICAL CERTIFICATION INTERVAL BETWEEN

*Thiz does not meen
the mode of dying, such | Morsid conditions, if any, giving DUE TO (D)
or heart fatlure, asthenfa, | rite (0 the cbose cause (a) gating
de. It means the dit- the underlying cauar last.

ONSET AND DEATH

| Enter only enecauseper | I. DISEASE OR CONDITION ’ . Lo EATH
Jtne for (s), (b), and (c) | DIRECTLY LEADING TO DEATH® ) D /& ~rranm
ANTECEDENT CAUSES ~ : —_—

. : : 7 e

ease, injury, or complica- DUE TO {¢)
tion wohich coused death, | 1. QTHER SIGNIFICANT CONDITIONS

Conditions contribuding to the death but nof
related to the dizease or condition cousing death. ‘4 ,ﬂ’c‘ 0
19a. DATE OF OPERA- | 190. MAJOR FINDINGS OF OPERATION 2. AUTOPSY?
- T TION : 0
yes [ wo
21a. ACCIDENT (Bpecity} 216, PLACEQOF INJURY (es.. Enorabout | 21c. (CITY, TOWN, OR TOWNSHIP) (COUNTY) (STATE)
SUICIDE homa, farm, {actory, sireet, offies bldg. . eva.)
HOMICIDE
214. TIME (Mcxnth) (Duwy} (Year) (Hour) 2le. INJURY OCCURRED | 211. HOW DID INJURY OCCUR?
WHILE AT NOT WHILE
INJURY @ | WORK AT WORK

22, I hereby certi -th I atiended the deceased from _ﬂ?‘f, 18_&5_’? lo m, 1.9,‘23.',' that I last eaw the deceased
8.55Pm from the causes and on the dale staied above.

alive on 19.55,-and that death occurred o

23a. SIGNATUR (Degres or title) -

/za/b‘.ym%em/}___ \ ég/ﬁ‘g 8-% |220ATEStGNED

BURIAL CREMA 24b. DATE 24c. NAME OF CEMETERY OR CREMATORY 24¢/LOCATION (City, towd, or county) (Stats}

Tm"%mw%mfm’ 12-20-55 | Centerville Cemeteryl Centerville Ma.

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

DATE D BY LOCAL | REGISTRAR'S SIGNA

25, FUNERAL DIRECTOR'S SIGNATURE ADDRESS

LYY et

‘Wwhite Funer-gl Hoze Iiogﬁg Mo,
@ 5t Reverse Side) <




36 ‘\9%6
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STATEMENT BY LiCENSED EMBALMER

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

DY INE, OF By oottt iiititiieiaareeiaaictosaaeaaiae sttt

working under my personal supervision..

STUAEDE .eeenreenszannmnencectisaniazseaaanananns Signed. M}-’m&q .......................

Signeture of Student Embaloer
Licensed Embalmer NoW <A

. P. O. Addresm-)‘s

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

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

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

b t




