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STANDARD CERTIFICATE OF DEATH

{$1- -

: STATE FILE NUMBER

FILED MAR 51957

alfare
bli‘t Registrotion District Nn....../ 7f - Primary Registration District No. . 13..“_.} ‘> e ereneee Rugistrar's Ho, 30
rvics
5‘5"’9 1. PLACE OF DEATH 2 USUAL RESIDENCE (Where deceased lived. If insiitution: R-nd-ni;_hql.eu)
a- . STAT . T o odmission
. Nl ayfayette : Aﬁissouri Laffette
% b. C:)';Y (t ourside corposate limits, give TOWNSHIP only) :uid- Li:itl; . CéTY o {9:? Inside Limits
TOWN ton —-- - s1Er Mo vomi  Lexington-- - - 2 Ye3D MNoO
€. Egis.é.l_?:gggf"ﬂb‘mvnhosphd, giva location) [Length of stoy in 1b 4. STREET (1 outside, give location) Reside on Farm
/ INSTITUTION o AbDRESs 601 Franklin- Yes e o X
3. ::c-l .’D Fired Middls ) 4. DATE . Month Day Year
oo JAMES HENRY ANDERSON " & rebruary 16 1957
5. SEX 6. COLOR OR RACE  |7. marmiep ] wEver marmiep [A]] 8- DATE OF BIRTH |9 AGE (h': m;r): IF UNDER | YEAR |r¥ UNDER 24 WRS.
Ada ure in.
Male White o | woowsnO A owosco[] M&reh 5,1865 IR E
10a. usqul. o’:::‘l‘m}ﬂon (Give kind ofnf;r:tm; 105, K1ND OF BUSINESS OR INDUSTRY [ 11. BIRTHPLACE (City mnd «inte or country) 12, CITIZEN OF WHAT COUNTRY?
during of w0 even If retir
gervice BLation Auto. Serviece Virginia } U.s. A4
1. FAT.HER S NAME 14. MOTHER'S MAIDEN NAME
____unknown - unknown T
5, WAS DECEASED EVER IN U.S. ARMED FORCES? 16. SOCIAL SECURITY NO,|17. INFORMAKT Addresse

(Yes, ma. or undmawnl | (IS yes, pine war ov dates of ssrvics)

No ‘None

13. CAUSE OF DEATH [Enter only one cause per line for (a), (b)7and (¢).)
PART |. DEATH WAS CAUSED BY:

John Pollard Lexington Mo. |

A A/INTERVAL BETWEE]
ONSET AND D ,
IMMEDIATE CAUSE (a)- MI
BUE TO (8) W U /ﬁ (LEdn

DUE TO (¢) ' ;

whuh pore ruf

above cauge (),
sating the under-
lying cause loat.

Coroner cannat cortify to a death due to natural couses.

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

Conditions, lfmu. l

z —
© 1 ., PART Il OTHER SIGNIFICANT CONDITIONS m«mwnm TO RELATED TO THE TERMINAL IN PART I{a) 19. WAS AUTOPSY
- PERFORMED?
g 3 3’ XF ves [1 wo [
= 20e. ACCIDENT SUICIDE Nomm& 200. DESCRIBE How INJURY OCCURRED. (mam/m re of injury in Pu:rt Tor O«{t M of item 18} s} |
g 0 s) O
2| De. TIME OF  Hour  Mouth, Da, Year
s INJURY - a’m.
E pom )
X | 20d. IN}URY OCCURRED 20¢. PLACE OF INJURY (e. 9., in or about home, | 20/ CITY, TOWN, OR LOCATION COUNTY STATE
: WHILE AT NOT WHILE Jarm, factory, atreet, office bidg., efc.)
WORK AT WORK )

“,F' Ebruary 16 'bZd fast saw “ alive ong@_@
o on the date stated above; and to the best of m’knolrhdde from the causes atate

2. aﬁundeﬁ‘/}ha de, cod from
Dc-t.';/r;ccurn at,

diseases in Port.| must be casually related.

Za, B URE Z2b. ADDRESS 22¢. DATE SIGNED .
LT AW Sl 4/ e =
23, :g:m.hc?guzs:, 3. nnz 23¢, NAME OF CEMETERY OR CREMATORY N (City, loin, or counly) - (State)
3 Burial ” |Feb.18, 195§ Mémarial Park Gem. Le ngton Mo.

25. DATE RECD. BY LOCAL REG. 26, REGISTRAR‘S SIGNATURE

. | F=1-57

lcensed Embclmer’s Statement on Reverss Side)

24. FONERAL DIRECTOR

oL
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STATEMENT BY LICENSED EMBALMER

r

I here-by certify that the body whose name is recorded on the reverse side of this é;zrtificate' was em
by me, OF bBY .t e et I BN JP veriii.., Student' Embalmer No.........

working under 'my personal supervision..

SHUA@DL «oeuene o saea e aaa e as i eaeeanees

‘Licensed :Embalmer No G.ZS—.

. T ,, '7 A R B P. ©O. Addres%ﬁ
b ' P - -U R

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (I
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. . 1L oL .

P - o -




