USE 'ON'I.Y BLACK INK OR RIBBON TYPEWRITE JF POSSIBLE

» disoases in Part | must be casually related. Coroner connot certify to o death due to natural causes.

-
A ‘J‘R

THE DIVISION OF HEALTH OF MISSOURI ‘ _ 42012

F“.ED DEG 19 1956 STANDARD CERTIFICATE OF DEATH CERTE R e a e
Rugistration District No, ...._..../ 7& .. Primary Registrotion District No.\é:ﬁ..xg...a ....... Registrar's No. [..25_.
1. PLACE OF DEATH 2. USUAL RESIDEMCE (Whers decsosed lived. |f institution: Residence bafore
a. COUNTY a. STATE b. COUNTY odmisaion)
Laclede - - Mo .~ -laclede
b, CITY {If outside corporate limits, give TOWNSHIP only) | Inside Limits c. CIT‘Ir ' 0 Inside Limits
OR Yesl No I{ OR 6 O Y
Town Lebanon T. -S. - tows  Lebanon . 00 Nog
<. Egls.h_:‘_l:id%gf: {lf NOT inhospitol, glva locotion}|Length of stoy in‘ib 4. STREET (1f outside, (g/i" location) Reside on Farm
wstirution Lebanon Rt. 3 . A0DRESS T.e banon Rt. 2 Yos X NoD
3. mAME OF Firat . Muddte Loyt 4 DATE Month  Day Yeer
DECEASED s ) . ) oF |
(Typeerpriny  ¥William ; W Baliley vert Dec, 8 1956 |
5. sex f|/ i mmj‘ OR RACE 7'. P‘_iannk{t_)ﬁ NEVER MARRIED [_]| B- PATE OF BIRTH |9. ;f:f(fifr?hi;‘g')‘ ::r::m 10':?! r”u':::n z::S_~ |
il W wiowep [ owvorceo [} May 22 1874 ~ l I
100. USUAL OCCUPATION (Give kind of work done |104. KIND OF BUSINESS OR INDUSTRY [11. BIRTHPLACE (City and state or country } 12. CIMIEN OF WHAT COUNTRY?.
during most of working life, even If vetired) o ks
Farmer Butler Tenn. U .SC .
13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME
John Bailey - Loula Slimp
15. WAS DECEASED EVER IN U. S. ARMED FORCEST 16. SOCIAL SECURITY NHO,|7. INFORMANT Addreas
{Yes, no, or unknown) UIf wes. oive war or daiex of servied) )
Yeg Spanisgh-Americdn Mrs. . W, Bailey lebanop Mo, Rt,3

18. CAUSE OF DEATH [Enier only one caure per line for (), (b). ang- ().] mggnﬁg:;;ﬁ::
PART I. DEATH WAS CAUSED BY:

IMMEDIATE CAUSE (a). W %C‘{ fMa'ﬂL e

?é#5'6240¢q3»¢5;4¢LJQ197*41 Q%L‘°”“§F7

Conditions, if any,
whick gaoe rju(n;o DUE TO (b)

abali'e catise

atating the under- .

=z lying cause last. DUE TO (¢) -

c. PART '1i. OTHER MGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDSTION GIVEN N PART I(a} . ;\I'E»;SF 33;%;5;‘!

= /

S U G—"—-‘VLQ—'}"“) ——Z%im Y4 3X lvesO o

E 20a. ACCIDENT SUICIDE - HOMICICE | 205, DESCRIBE HOW INJURY OCCURRED, (Enter nature of injurg in Part For Part H of item 183 -

& 0 O O

v ——

< 1 20¢c. TIME OF Hour Month, Day, Year

3 INJURY o, m. . ' -

E P m. - .

X 1 20d. INJURY OCCURRED Ale. PLACE OF INJURY (e. 7., in or elout home, | 20f. CITY, TOWN. OR LOCATION COUNTY STATE
WHILE AT NOT WHILE farm, factory, sireet, office ng ete. )
WORK AT WORK N —

2). [ attended the deceased from /C' /':("ﬁ //JQD /04 - a, l_""g__-nd‘ last saw m:.'n on M

m on the data stated above; and to the beat of my knowloedge, from the causes atated,

Death occurred at

223. MGNATURE' © 22b, A ss%_) - © - | 2¢. oate siGaED
) Aobieesn fro 210
23q. suriaL. cremation, L bate/ 7/ 23c. NAME OF CEMETERY OR CREMATORY -~ 23d. LOCATION {City, toton. of county) {State)
REMOVAL {Specifp) . ..
Burial -T112/11/56 lebanon City 1

24. FUNERAL QIR ADDRRSS 25. ATE RECD. BY LOCAL REG.
QMV e W /A -1~ 95¢ M L

{Licansed Embalmer’s Statement on Reverse Side)




Received . /8--_/__7_____ _______3

* L Laclede County Heslth Unit

‘{ | File Wo. -__/__@:i _____________
' Date Filed. /g-_/ 7__.._é.__“

STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was er
By IME, OF By .t it it iiia ittt et sii s st iarras e mrrar e e , Student Embalmer No,.......

working under my personal supervision..

o E U T - ' AT Signed...,.%:di.(//(.).r .....................

Signature of Student Embalmer

Licensed Embalmer No..:%

P. O. Address “Zfz/ﬁﬂ/ﬂ

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

+




