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QU] WRITE PLAINLY—USING UNFADING BLACK INK—-—--MAKE A PERMANENT RECORD

e BT balWs

FILLU AFR 27 1956
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STANDARD CERTIFICATE OF DEATH

FUH P Wl W T

43980

State Filr

mB_. Registrar's No / ot ‘f

. Enter anly cmecnitse per

BIRTH MO. PRIMARY REG. DIST.
1. PLACE OF DEATH 2. USUAL RESIDENCE (Whers decosssd lived. M lnstitutlon: residence before
a. COUNTY l’acOn a. STATE . . b. COUNTY sdinineton).
M Migsouri - Magon
b. CITY (It outsld limita, write RURAL and c. LENGTH OF | «c. CITY by i
putsice sorpumate . e = '.:’i‘:lblp) STAY (In this place}| OR - :u, o e o 1|.m.l|.| “
TS Rural Walnut Township TOWN  Ryral > = HeE
d. FHcl’.é NAhii.EOOF (1f pot in hospital or instisulion, give strect address or location) .‘Asbrgiggs (I runal, give location) U l k" D
INSTITUTION South of Flmer 3
3 I:I;'EC%AS%IE 8. (First) b. (Miadle ¢. {(Last) 4. DSTE (Month)_ {Day) ] (Year)
(Typeor Print)  Riphayd B. A Enyart DEATH April 8 1986
5, SEX L 6. COLOR OR RACE { 7. MARRIED, NEVER MARRIED, AL 8. DATE OF BIRTH 9. AGE (In years| ¥ oKk 1| \'u.l F TMDER 3 WIS,
. WIDOWED, DIVORCED (Bp.d!r last birthday) “f-hl' Houm | Min.
Male White i December 20 1863 | 92 |5 118] ]
108. USUAL OCCUPATION (Ciwekindot work | 10b. KIND OF BUSINESS OR IN- ‘|11 'BIRTHPLACE - i .
domdwlns_umnd-orklull!c.oun?!m) - DUSTRY (City g s"“ or Foreiga &“"”a lzbgmﬁﬁ?rw"”
R‘etlred Fal‘mer , Mlssourl B U . S. 3 A.
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. -NAME OF HUSBAND'OR WIFE
Richard B. Enyert Sugan Matthews. 4 'my
15. WAS DECEASED EVER IN U.5. ARMED FORCES? | 16. SOCIAL “SECURITY | I7. INFORMANT' S SIGNATURE OR NAME ADDRESS
(Yos, B0, 0f unknown} | (It yua, Kive war or dates of service} RO,
: Gilstrap Macon Mo
18. CAUSE OF DEATH MEDICAL CERTIFICATION INTERVAL BETWEEN
P ONSET AND DEATH

1. DISEASE OR CONDITION

line for (8}, (b), aad () DIRECTLY LEADING TO DEATH® ()

tﬁ

ANTECEDENT CAUSES © . . .

*This does nol mean

Lgaa

Morbid conditions, if any, DUE TO (b)
rise to the abooe mu:fe {a) :ﬁ:;:g»'
the undeslying cause last.

the mode of dying, such
s beart faflure, axthenia,
de. It meana the dis-
ense, injury, or complicg- : DUE TG (¢)

tion which caused death. | 11. OTHER SIGNIFICANT CONDITIONS

Conditions contributing to the death but not
related to the disease or condition causing death.

19a. DATE OF OPERA. | 19b. MAJOR FINDINGS OF OPERATION u 20, AUTOPSY?
TION . . / g
W . ) / t{’ yes £ wo m
21a. ACCIDENT Eeeity) | 21b. PLAGE OF INJURY (e fhorabons | 21c. (CITY, TOWN, OR TOWNSHIF) (COUNTY) (STATE)
SUVICIDE home, farm, factory, sireet. ooy bldr., at0.)
HOMICIDE .
214. TIME (Mosth) (Day) (Year) (Heur) | 2le. INJURY OCCURRED | 21f. HOW DID INJURY OCCUR?
WHILE AT NOT WHILE
INJURY WORK AT WORK §

22. I hereby

certify that I gitended the deceased from _%aaL. 1959, to :%uﬁi
alive on _4./_&&-32 1924 and that death ofcurred ot ___Em ¥ is

mfé that I last saw the deceased

onf the causes and on the dale slaled above.

23, SIGNATURE Y

b. ADDRESS

%W,M

Bc DATE SIGHED

A ATA

2‘ Z ; (Degraa or title)
BUR I.AL CREMA-

24b. DAT
T]ON REMOVAL (Bpacify)
1 April

1 1956 Steel

- 24z, NAME 0F CEMEI'ERY OR CREMATORY -

24d. LOCATION (Oity, town, or county)
County

7 (State)
Mo

A @SIGNATURE

ADDRESS

outh Giffora o
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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
byme, or by ...cinriiiii el e tidsieserareesmaaneanasannacnnnnes ............ freenma- . Stude:it Embalmer No.........-.-

‘working under my personal supervision..

Student....cccovrreiernr i titiraaseazaanaranae
Signsture of Student Embalmer

Licensed Embalmer No. N LT

P. O. Address . touth Giffor

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).

1f embalmed by a STUDENT, he also shall sign in his OWN handwriting.

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



