THE DIVISION OF HEALTH OF MISS0URI 4 9
STANDARD CERTIFICATE OF DEATH 9

e 1 FLED AUG 28 1956 "3 iy

blie Registration District No. ..., 0T . _Primery Registration Distriet Mo, .. .. Registrar's No, .0
rvics
1. PLACE OF DEATH 2. USUAL RESIDEMCE {Where doceased lived, [f institstion: R-sid-:;;il;u‘f‘_m:)
. COUNTY o. STATE . - b, COUNTY ©
9, N Layrenca Missouri Jackson
(.)506 b. Ccl’:f {1f outside corporate limits, give TOWNSHIP only) | Inside Limits c. CITY I"‘ Inside Limits
- OR
Town _ Mt, Vernon, Mo, Yesll Nom Town Independence 4&0 YesD NoD
c. 53‘5;]?:3%%': {If NDT in hnspnnl give location)[Length of stay in !h 4 STRE (1§ outside, give |°=u'“m) Reside on Farm
i insTituTionMo, State Sanatoriup 71 days ADDRESS 170); Hands YesO HNoD
; § 3. :::'ll.l:l'b First Middle - ' Layt 4 DAFTE ! Monta Day Year
v . . []
< {Type or priat) John , Nelson . Sherwin ceath August 20, 1956
% 5, SEX ~§, COLOR OR RACE 7. marrfD NEVER MARRIEDD 8. DATE OF BIRTH |9. ?f;tsb(iﬁhﬁgf)‘ :r:n ID\'.EAR |r”unnen !lHH'RS.
A . » oura mn.
: Male Vhite wioowed (] oworceo [ 10~6-81 . I
: 10g. USUAL OCCUPATION (Gipe kind of work done |106. KIND OF BUSINESS OR INDUSTRY [11. BIRTHPLACE (City and mtate or country) ¢ |12. CITIZEN OF WHAT COUNTRY?!
3 w during most of working life, eoen if retired) /
- Auto mechanic Vingta, Okla, USA
5 5 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME
e wn
- . s . 0 .
o 9 John Milton Sherwin Elizabeth Mefford
o w 15, WAS DECEASED EVER IN U, S. ARMED FORCES? 16. SOCIAL SECURITY NO.|I7. \NFORMANT Address
= — {Fer. no. or unknowon) {If yes, give war ov dater of pereice)
> W No _ State San,,Mt, v mon, Mo,
_ E x 18. CAUSE OF DEATH {Enier only one couse per line for (a), (b). and (2).] INTERVAL BETWEEN
So = PART | DEATH WAS CAUSED BY: . . ONSET AND DEATH
cy o IMMEDIATE CAUSE {a) Cor piimonale ‘
- e = =
o6
3 v .
= z Conditions, if any, ™r herenlagis 9—
55 3 Comdition, ife ga ouE YO 4) _ Plllmnna u tp erc Ingd ; S— aht yre,
g 2 o’bow cause ;e). ok - - : .
- = slating the under- .
EG ™ > lying cause lost. DUE TO {¢)
g g (=} PART H.  OTHER SIGNFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I{n) -« 15. gﬁ_ﬁgﬁ%ﬁ
IPHE OO2AX
5 £ xS 7 ves (X w0 )
E - E 20a. ACCIDENT SUICIDE HOMICIDE | 20b. DESCRIBE HOW INJURY OCCURRED. (Entér nature of injury in Part 1 or Part 1 of flem 18)
" U |5 [l iJ O {
= ] .
=S 3 2 [ TIME OF  Hour ™ Month, Day,.Year
w = 10l- .INURY . .ao.om. S S e .. LT
§ 5 |8 i LS
] w ;.
- 51 g E | 20d. INJURY OCCURRED 20¢. PLACE OF INJURY (e. g., in or ahout home, (20f. CITY, TOWN, OR LOCATION COUNTY STATE
3 W WHILE AT =] 'NOT WHILE 0 farm, factary, sireet, office bidg., ete.)
E 8 W WORK AT WORK
; E D
5 - ZI,. 1 attended the deceared from June :E'_’ 19bb . to Aurrust. 20 QC)' and last saw ’ﬁ alive pn 6“20-:”6
a‘ E Death occurred at : Ba™m, m on the date stated above; and to the best of my knowledge. from the causes atared.
E‘L . | Za. SIGNATURE ~ +{Degree or tiiley ({22, ADDRESS . ~ _ - v, . " | Z2¢, DATE SIGNED
- £ - .
. @%&9 7? (Q : - |Mt, Vernon, MlSSOU.I'l © | 8=20-56
5‘ § 23a. BURIAL, cnguuguﬂ. 2% pate ¥ 23.: NAME OF CEMETERY OR CREMATORY Z3d. LOCATION (City, town. or county) (State)
~ REMQYAL {Speci, . i . L
s 2 Hemaval B8-20-56 Independence, Mo,
1 o 24. FUNERAL DIRECTOR ADDRESS / 25. DATE RECD. BY LOCAL REG, }26. REGISTRAR'S SIGNATUR /
7 - -
11, | o L Fpag A2 8-2156 |,/
| — £ £ —

\_\.

{Liconsed Embclmer’s Statement on Reverse Side) o~



STATEMENT BY LICENSED EMBALMER

.

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

L = TS - T + Student Embalmer No,........

working under my personal supervision..

L eTs 1 . Signed... %‘}(. ...... /.( 7 .......... > S ‘

Signature of Student Embalmer

Licensed Embalmer No,é:/.‘.eﬂs.

i . P. O. Address..me

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 handwriting.

i this. bod‘[ is not embalmed, fact should be so stated above.




