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

FILED MAY 9 1956

THE DIVISION OF HEALTH OF MISSOURI
STANDARD CERTIFICATE OF DEATH

REG. DIST. NO. az,.i PRIMARY REG. DIST. NO.

37/3

State File N’1!-4188
Registrar's Na.........!j.. "._

BIRTH KO.
1. PLACE OF DEATH 2. USUAL RESIDENCE (Wbero decosssd llvad. U institution: residencs befors
a. COUNTY a. STATE b, COUNTY adminaion).
Missouri Perry
b. CITY (lf outside corpurste limits, write RURAL snd give ¢, LENGTH OF ¢. CITY ¢ s withsa Dmits of
townsbip)| STAY (lo this place! OR a ity of {acorporsied town?
oM ___MeBride TOWN___MgBride ¥ "0
d. FULL NAME OF (1f oot in hospltal or ipatitution, give streot addzees or location) STREET (X rursl, give location) ‘7 0
HOSPITAL OR * ADDRESS 0 “7 )
INSTITUTION P pyvyyillie, Mo. Ra3. _Perryville, Mo. R.3.
L NAME OF a. (First b. (Middle; c. (Last)
ONEOF (First) ( ] ( 4. Dg;_'E (Month) (Day) (Year)
(Typeor Print) Peon jamin Fuytinek DEATHADPil 17,1958
5. SEX 4 6. COLOR OR RACE | 7. MARRIED, NEVER MARRIED.#) | 8. DATE OF BIRTH 9. AGE-(in years| iF vroEm 1 viaR | & GHDER 1 WIS
& WIDOWED, DIVORCED (pe Last birtbdsy) | Months ’ Days | Hours | Mis,
Male White Widower Ausust 17,1877 78 l
10a. USUAL OCCUPATION (Give kind of work | 10b, KIND OF BUSINESS OR IN- | 11. BIRTHPLACE . < y =l 12, CITIZEN
donedyring most of warking uh.nvnnnl! :ot:r:rd) i DUSTRY (City sad State or Foraign Country) 0 COUNTRY?OFWHAT
Farmer Agriculture Belgique, Mo. +S.A.
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14, MAME OF HUSBAND'OR WIFE
Edmond Fuytinek Rosalee Nu | ___Marie Do Clerk

. INFORMANT'S SIGNATURE OR NAME

15. WAS DECEASED EVER IN U.5.ARMED FORCES? | 16. SQOCIAL SECURITY
(Yes, no, o7 unknowa) | (If yes, wive war or dates of service) NO.
Ho None

Edmond P, Fuytinek, Perryville, Mo.

. Enter only onecause per

18. CAUSE OF DEATH
1. DISEASE OR CONDITION
DIRECTLY LEADING TO DEATH" ()

MEDICAL CERTIFICATION s
Arterjosclerotic

ADDRESS

Alesrt Di:

INTERVAL BETWEEN

ONSET AND DEA
Stds €. gm

line for (a), (), and (€)

* This does nol mean ANTECEDENT CAUSES

Morbid conditions, if any, giving DUE TO ()
rise (o the above cause (o) stating
the underlying couse last.

the mode of dring, auch
as heart fatlure, asthenia,
ele. it meana the dis-

case, injury, or complica- DUE TO (¢)

tion which caused denth. | 11, OTHER SIGNIFICANT CONDITIONS C h
re

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

Mie

br g X 4:""" s

20y

1%a. DATE OF OP'FI%APE 19b. MAJOR FINDINGS OF OPERATION i 20, AUTOPSY?
Y
4 M 0 YES D NO %_

21a. ACCIDENT {Bpecily) 21b, PLACE OF INJURY (s.g., incrabout | 21c. (CITY, TOWN, OR TOWNSHIP) (COUNTY) (STATE)

SUICIDE homs, farm, factory, street, offes bidg., ste.)

HOMICIDE
2id. TIME {Month) (Day) (Year) (Hour 21e. INJURY OCCURRED | 21. HOW DID INJURY OCCUR?

OF WHILEAT[—] NOT WHILE

INJURY = | "woRk AT WORK
deceased from L.L_ w_ﬂ lo —~/(7 Isﬂthai 1 last saw the deceaced

2, I hereby cerlify that I atiended
alive on ﬂLl'

. and tha! death oceurred at ﬂ..QQA.. m., from the causes cmd on the date staled above.

i

HTC

“(Ferr

V///f- /WJI

23c. DATE SIGNED

o X 1

BURIAL, CREMA- | 24b. DATE

N Burial o spril 20,1956

Mt. Hope C

24c. NAME OF CEME.TERY OR CREMATORY 7

24¢. LOCATION (Ofty, town, or county)
Perry‘tille Mo.

(Btato)

=26 -5L

&
DATE REC'D BY LOCAL RAR'S SIGNATURE

ADDRESS
¥,



STATEMENT BY LICENSED EMBALMER

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

L0 o T - - o s PR , Student Embalmer No..........

working under my personal supervision..

Student.....ocoioiiiiirieicicieierirs e eran e, Signed...............{. A A T Y. [t

Signature of Student Embslmer
Licensed Embal No.......¥
P. O. Addreg Lad

Note:" The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRI G. (F

" to comply with the above constitutes grouni:ls for revocation of license),
If embalmed by a STUDENT, he also shall sign in his OWN handwntmg
T4 this body is not embalmed fact should be so stated above.
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