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THE DIVISION OF HEALTH OF MISSOURI
STANDARD CERTIFICATE OF DEATH

I_EG. DIST. WO, /55

30523

State File No... I

PRIMARY REG. DIST. m-@éiﬁmutmr "t No. __‘_,G__,_ S

1

! BIRTH NO.
1, PLACE OF DEATH 2. USUAL. RESIDENCE (Where d d lived, If loatitoton: resid
. COUNTY . .
s Holt & STATE psoeonpi b.COUNTY o oy ¢?}aa
b. CITY (1 eutsids corpurate limits, wiite RURAL and give ¢ LENGTH OF oy - 'm._l 4. I Residonce within Umits of
. township) | STAY (i this placs) regon Rurs o, * g1y q ppeorporated town?
TowN  Rural Lewis Twp Lifetime || TOWN € . < HTRRT o
d. FULL NAME OF (If not in boapital or iostltgtion, givs street sddress or location) «« STREET ¢If ram), ghvs loeation)
HOSPITAL OR ADDRESS E3
INSTITUTION L
a SIE%ME 9&% a. (First) b. (Middie) ¢ (Last) - ] I 4. DATE (Month)  (Day)  (Yean)
{ Type or Print) Ivan Alonzo Stephenson DEATH  Sept. 16, 1956
5. SEX 6. COLOR OR RACE | 7. #&rﬁg rgleyggc %Snmsu 8. DATE OF BIRTH 9, :f.?E do yeues| v w3 YOkR | O oxR b mas.
- birthday onths| Days | Hours | Mia
Male CI White Married 5 July 8, 1885 L A _ I
108. LUSUAL OCCUPATION (Qivekisd of work-| 10b, KIND OF BUSINESS OR_IN- | 11. BIRTHPLACE . . ]
done during mowt of working 1ife, sven il retired) | . DUSTRY {Cier wad Stats or Foreinn Comntry) ‘ZCS{,T;}%'{'?”’“”
Farmer Farming Oregon, Missouri U. 3. A,
13a. FATHER™S MAME 13b. MOTHER' S MAIDEN NAME 14. NAME OF HUSBAND’OR WIFE
John Stephenson ] Anna Ball | _Assie Stevhenson .
I5. WAS DECEASED EVER IN U.S.ARMED FORCES? | 16. SOCIAL SECURITY | 17. INFORMANT' S SIGNATURE OR NAME ADDRESS
{Yes.n0, 07 ankmown) | (If yes, xive war or dates of service)
Vo . Hone Mrs, Lonnie Stephenson - Oregon, Mo.
18- CAUSE OF DEATH ‘MEDICAL CERTIFICATION lg'fﬁﬂvﬁ ﬁﬁ
. Enteronly onscauseper | 1. DISEASE OR CONDITION ~e e T A'C A NSET
Mo for (a3, (b, and (g | P'RECTLY LEADING TO DEATH®(g). c A R_&F O Mo,
*This does not mean | ANTECEDENT CAUSES -
the mode of dying, such | Morbid conditions, if ang, giving. DUE TO (b) - -
“I| ox heart failure, asthenda, | rise fo the above canse (o) einting . ) )
de. I means the dis- the underlying cate lost.
ease, injury, or complica- BUE TO (&)
tion which cansed death. | 11. OTHER SIGNIFICANT CONDITIONS ]
" Conditions contributing to the death but not ~ oM,
related Lo the disease or condition causing death.
19a. DATE OF OP_FI%FN 195. MAJOR FINDINGS OF OPERATICN o 20, AUTOPSY?
21a. ACCIDENT (Bpecity) 21b. PLACE OF INJURY (o.a..Inarabout | 2lc. (CITY, TOWN, OR TOWNSHIF) (COUNTY) (STATE)
SUICIDE home, Earm, factory, strest, offios bidg..ee.) -
HOMICIDE Ne. . e - - e e
0. TIME (Month) (Day) {(Vear) (Houn | 2la. INJURY OCCURRED | 21f. HOW DID INJURY OCCUR?
OF : wun.:.\'r NOT WHILE
INJURY m. AT WORK

2. I hereby certify that I atiended the deceased from
aliveon ___Se pT 1Y 19.5(, , and that death occurred at S _B__._ m., from the causes and on the date sicled gbove.

v

LI0F 2 1o _S @ PT (b 1957k that T last saw the decensed

R

&S WRITE PLAINLY—USING UNFADING BLACK INE—MAKE A PERMANENT RECORD

F-v-Je

23a. SIGNATURE (Degres or title) | 23b. ADDRESS 23c. DATE SIGNED
. B €. C~AR Do, 7o, 7/relsL.
TlOHBgERMI OA\]I-ALm; 24b. DATE 24:7 NAME OF CEMETERY OR CREMATO| 244. LOCATION (Clty, town, or county) (State)
Furial 9/18/56 Oregon Cemetery Oregon, Folt County, Mo,
DATE REC'D BY LOCAL 'S S) ADDRESS

Oregon,Mo,.

25, FUNERAL DIRECTOR™S SIGHAHIRE

pkmenrt on: Reverse Side)
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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 embal;

by mMe, OF By i e e , Student Embalmer No..............

working under my personal supervision..

Student .. ..o i i Signed .. @loaer¥ 7.0 Sl stthuts-
Signature of Student Embalmer

Licensed Em
P. O. Address

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

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

If +his body is not embalmed, fact should be so stated above.




