5. No.300
v. 10.48

GILLESPIE FUNERAL HOME

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

{51 el 2L

THE DIVISION OF HEALTH OF MISSOURI 27819

FILED AUG 27 1956  STANDARD CERTIFI

CATE OF DEATH 51818 File Noovvrcirsionsenenrorerssnsstnn mrs

- BIRTH NO. REG. DIST. NO.MPRIMARY REG. DIST. @Qﬁ'zammr:h’o 33:4

1. PLACE OF DEATH T 2, USUAL RESIDENCE (Where decoased lived. [f institution: residence before
a. COUNTY Pettis a. STATE MiSS ouri b. COUNTY Pettis adinimiony.
b. CITY (It cutcide corpurats limite, write RURAL snd give | ¢. LENGTH OF || ¢ CITY 4 Ia Residence within ot of
OR . STAY & L] a L] tal wn?
own  Sedalia et 70 eal oww Sedalia 53 P
FE&%P,IQAME OF (If aot in hoapital or institution. give streot address or loestion) A%r[?lggﬁ (12 rural, give location) {8 I
Nshiumion 2101 South Washington 2101 South Washington 2
3, NAME OF . (First) b. (Middle) ¢. (Last} 1 mm; (Month) _ (Day)
DECEASED ¥r (Year)
(Typeor Priny  JAMES W. STARK DEATH August 2L,1956
5. SEX &/] 6. COLOR OR RACE | 7. \”&JF::R‘:'EB ?):E‘}iggchélBRRIED. 8. DATE OF BIRTH 9. lﬁGg (::i:'.\‘" 1\: UNDER 1 YEAR | IF 4NDER 4 wrs.
. (Speuif, t birthday. onthe | Days | Hours | Min.
Male White Maprs ad Sept.2,1876 79 l °
10a. USUAL OCCUPATION ad of wori 0k, K F BUSINESS OR IN- | 1), BIRTHPLACE . .
:omdurinlmn-tul -urklulfl(:.i:::::i:r:und:; 106, KIND © . PUSTRY (Ciy :nd Seate or Foreiga Countrvl q ‘ztgb.ﬁ%ER’?(?FWHAT
Retired Painter ouse Painting |Near Qtterville, Mo, 1 U.S.A.
138, FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
Samuel Stark Phoebe Spillers Tda Ryan
15. WAS DECEASED EVER IN U.5.ARMED FORCES? | 16. S0CIAL SECURITY |17 INFORMANT' 5 5| GNATURE OR NAME ACDRESS
(Yes, ho, or ynknown) | (Il yes. xive war or dutes of service) NO.
Vo s Mrs. Ida Stark, -Sedalia, Mo.
18. CAUSE OF DEATH MEDICAL CERTIFICATION INTERVAL BETWEEN

*This does not mean ANTECEDENT CAUSES

the mode of dying, such | Mortid conditions, if any. gicing DUE TO (b)
as heart failure, asthenia, | Tise (0 the abore cause (o) stating
ce. It means the dis- the underlying cause last.

_ Enter ooly onscauseper | [ DISEASE OR.CONDITION = ! . | ONSET AND DEATH
Kas o @ (o, o (9 | PIRECTLY LeADING To DEnTH oy IAA o nnalnn _;QA?G_,

P;-abg:.éf_f 7’”4./4'71\49\&7

caze, fnfury, or complica- DUE TO (c)
tion which caused death. | 1. OTHER SIGNIFICANT COMDITICNS
| Conditions contribuling to the death but nol . . .
related to the dizease or condition cousing death. @(;M M [V ._SM
19a. DATE OF OP'F?O’:‘J 150. MAJCR FINDINGS OF OPERATION 20. AUTOPSY?
/ 7 7 /\’ 'rEs'D ND L_'Zt
21a. ACCIDENT {Bpecify) 21b. PLACEQF INJURY (e.g.dncrabont | 2Tc. (CITY, TOWN, OR TOWNSHIP) (COUNTY} (STATE}
SUICIDE : boms, {arm. factory, street, offies bldg., e10.}
HOMICIDE i
21d. TIME {Mogth) (Day) (Year) (Hour} 2le, [NJURY OCCURRED | 21f. HOW DID INJURY OCCUR?
QF WHILEAT NOT WHILE
INJURY WORK AT WORK

2. I hereby certify that T atlended the deceased from AQ(J?J 193% 56 lo _adﬁ_zii, IQ_S_G, that I last saw the deceazed
- alive on 3 and that death occurred at _E._.Z_S.Am ., from thé£auses and on the date sfated above. -

23a. smwu RE ﬂ; or uqﬁ

23b. ADDRESS 23c. DATE SIGNED
S/H% #). /¢ "“,dLL_Z.,L Mo, l F-24-5¢

24a. BURIAL, CREMA- | 24b, DATE 26 ARAME OF CEMETERY OR CREMATORY 24d. LOCATION (City, towﬁ: or county) (State)

TIQN, REMOVAL (Bpeeity) r'}
Burial {

/?5 1.0.0,F, Ce

metery Otterville, Ho.

DATE REC'D BY REMSTRAR'S URE

25. FUNERA%E OR"S/51GNATURE ADDRESS
z ]
I

i _ Cr{l.ice Embalmer’s Stlu"nem an Reberse Side)




¢ 43S

as6!

STATEMENT BY LICENSED EMBALMER

[ hereby certify that the body whose name is recorded on the reverse side of this certificate was embals
by me, or by

working under my personal supervision.

, Student Embalmer No.
Student

Signature of Student Embalmer

P. 0. Address Debatea, /
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 body is not embalmed, fact should be so stated above.

(Fail




