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.y WRITE PLAINLY-—USING UNFADING BLACK INE—MAEE A PERMANENT RECORD

W

FILED MAR 2% 1956

THE DIVISION OF HEALTH OF MISSOURI
STANDARD CERTIFICATE OF DEATH

St i i 191@3*

15. WAS DECEASED EVER IN U.S, ARMED FORCES?

{Yea. no. or unknown)

(If yem, give war or dates of service)

16, SQCIAL SECURITY
NO.

_ e 2
'BIRTH NO. REG. DIST. NO, _ oo JuS PRIMARY REG. DIST. NO. jQ.S 3 Rmmm”Na,....\.'-...}.z...-s- "
. PLACE OF DEATH 2. USUAL. RESIDENCE (“’hare deceassd lived. If x:u!uul:o 5 ‘rﬂldf'&; Q;
& COUNTY a, STATE b. courn'g " adimission,
Phelps Migssouri F‘rancie& oty
b. CITY (If outcid to limita, write RURAL and gi ¢. LENGTH OF || ¢ CITY .
SR cuieite eorpurata fimiia " cownshiv) | STAY (in thia placo OR o ;d 1'55;‘5:”,?5',;:;’_1',,“‘:‘““ :
-4 . [
OWN  Rolla T Weaks |.__TOWN Rural Tl = e 07
d. F!-LI,'(S‘IS.PEJT‘?AB‘II_EO%F (If oot in howpital or institution, give streot address or location) Asl;rDRﬁEEESrS (It rurat, give location) o of Fv /
INSTTUTION MeFarland Nursing Home Farmington, Route 2, Perry Twnship
3. DNE%!\EE scg-l': . (First) b. (bdiddle) ¢, (Last) 1, DSTE (Month) (Dsy) (Year)
(Tupe or Print) WILLIAM . S0SIAK DEATHMar. 13, 1956
5. SEX Cfﬁ. COLOR OR RACE 1 MARRIED‘N"VggChéBRRIED 8. DATE OF BIRTH 9. lﬁGE iln ye;.r- IF UNDER 1 YEAR | ¥ UNDER &4 #ms.
(Bpecit; t birthday, Months|[ Days | Hours | Min.
Male White May 1, 1879 726 l
10a. USUAL OCCUPATION (Civekind of work | 10b, KIND OF BUSINESS OR IN- | 11. BIRTHPLACE . . ]
done during moat of workinglifa.ovo:;! :‘o::r:l) DUSTRY {City wnd Stuve or Foreign Countrv) ﬁ‘zcgbﬂ%ﬁﬁ?oFWHAT
Farmer Farming Austria |
13a. FATHER'S NAME 13b. MOTHER S MAIDEN NAME 14. NAME OF HUSBAND OR WiFE
v Unknown Unknown Anna Sosiak

1. INFORMANT'S SIGNATURE OR NAME ADDRESS

[s] XX None Anna Soslak, Rt. 2 Farmington Mo.,
18. CAUSE OF DEATH MEDICAL CERTIFICATIO INTERVAL BETWEEN
. Enter only onecaseper | 1. DISEASE OR CONDITION - : ONSET AND DEATH
line for (a), (b, and {c) D[RECTLY LEADING TO DEATH (a)
*This does mot mean | ANTECEDENT CAUSES - g ‘ p I
the mode of dying, such | Morbid conditions, if any, giring DUE TO (b) _@“4 O, O ‘.-é A
a8 hear! failure, asthenia, | Tite to the above cause (a) stefing 0
de. It means the dis- | Phe underlying cause laat.
case, infury, or complica- i DUE T0 @ -
tion which caused death, | 11. OTHER SIGNIFICANT CONDITIONS
o« Conditions contributing to the death but nof
related lo the direase or condition causing death.
19a. DATE OF OP’]E{ROAIQ iSh, MAJOR FINDINGS OF CPERATION 3 3 1 20. AUTOPSY?
. . .
“X | ves O wo X
21a. ACCIDENT (Bpecify) 21b. PLACE OF INJURY (e.g..inorabout | 2Ic. (CITY. TOWN, OR TOWNSHIP) {COUNTY) (STATE)
SUICIDE borme, farm, factary, street, ofice bldg. eto.}
HOMICIDE S . ‘
2ld. TIME (Month} (Day) (Year) (Hour) 2le. INJURY OCCURRED | 2i1f, HOW DID INJURY OCCUR? -
WHILE AT NOT WHILE
INJURY WORK AT WORK

1~

19.:3 3//3

2. I hereby certi that % attended the deceased from 19)1_ that I last saw the deceased
offve dg 19& and that death occurred al __121_1537' J'ram Uigcauses and on the date staled above.

24a. BURYAL,| CREMA- | 24b. DATE

{Degree or mle)(l)zab AED.E.ESS-?
L0 \

| rATE GNED

24z, NAME OF CEMETERY OR CREMATORY
t Rivar Cemetery

24d. LOCATION (City, town, or county) / [ (Slate)

Fl Missouri

(Licensed Embalmer’'s

25. FUNERAL DIRECTOR 5 SIGNATURE ADDRESS
Null .Rollia Mo.

Secns F%ﬁr% Hom

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 en
by e, OF DY . e eeaieeaaieaaaaas s , Student Embalmer No........

working under my personal supervision..

Student oo i Signed .. _............. .@ QM—'/e .. Q’ ...... -

Signature of Student Enbalmer

Licensed Embalmer No...%.zf

P. O. Address M

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

If embalmed by a STUDENT, he also shall sign in his OWN handwr1t1ng.

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




