THE DIVISION OF HEALTH OF MISSOURI
STANDARD CERTIFICATE OF DEATH
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blic Registration Distriet No. ____.__ ! __________ Primary Ragistration District No zﬂ_aﬂ _______ chus!rur': No. 1_36 ______
ice
1. PLACE OF DEATH ‘ 2. USUAL RESIDENCE (Where daceased lived. If institution: Rund-n;c before
X . . . . admission)
a. COUNTY Adair o STATE  Missouri b COUNTY Macon
0506 b, CITY {If cutside corporate limits, give TOWNSHIP anly) | Inside Limirs e, C(IJ':;Y D Inside Limits
'rowu Kirksville ) ;r,'\ Yol NoD TOWN Atlanta, pnb ) YesX NoO
c. Eglgll;l.l"_{:ti%%F {({ NOT inhospital, qweloc&:‘n) Langth of stay in 1b 4. STREET {!f outside, give location) Reside on Farm
INsTITUTIONGT1m Smith HOSp « & 01, 22 Days ADDRESS YesO NeO
3 3. MAME OF Firat Middle Last A, DATE Month Day Year
] DECEASED OF
G (Tpe or print) Ermest Olen Downey, Sr OEATH 3-28-57
o 5. SEX | 6. COLOR OR RACE 7. 8. DATE OF BIRTH 9. AGE (In years | IF UNDER T YEAR [ir UNDER 24 1S,
Male l) ‘ . t MARRIEDE rEVER MARHIEDD 1 1 98 I last birthday) [Menths Daw Houre | Min.
. hi te wipoweo [ oivorcep [ -+~
| 10e. USUAL OCCUPATION (Gine kind nfwort done | 106, KIND OF BUSINESS QR INDUSTRY [11. BIRTHPLACE (City ond atate or comntry) 12, CIMIZEN OF WHAT COUNTRY?
during most of working life, even if retired) . . D
Operate Feed Store Feed Store Atlanta, Missouri U.S.

o sympToms wi

13. FATHER'S NAME

Thomas Downey

14. MOTHER'S MAIDEN NAME

Mary Hadley

(¥rs. no, or unknown)

-_———

15. WAS DECEASED EVER IN U, 5. ARMED FORCES?
(If wes. give war or dales of service)

__.___'__-_

16, SOCIAL SECURITY NO.| 7. INFORMANT

4 §6-/2- 8050

Address

Hospital Records

Coroner connot certify to o death due to natural couses.

18. CAUSE OF DIATHTE‘Mer only one cause per line fur (a), (b}, and (0).]

INTERVAL BETWEEN

Daath occurred at

1: 30

~.

m an tha date stated above; and to the best of my knowledge, from the causes stated.

22a.

SIGNATURE

M[;‘-..\.

22b, ADDRESS

qute g title)
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/mlm_,.._,o_p_. ast

22¢. DATE SIGNED
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E' PART 1. DEATH WAS CAUSED BY: ET AND DEATH
w IMMEDIATE CAUSE (2) D VS )
s
z Conditions, if any, DUE TO (b} A B-a e Q Q n_Aa MM AND 3 “tn 1—
= which pave rizg to .. : (&Y
g obot;e cause L3),
— stating the under- . LE
& = lying cause last. DUE TO (¢)
[+ 4 2 PART I, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE COKDITION GIVEN 1N PART [{a) . [19. waAS AuTOPSY
v =] = —_— _,SV,I PERFORMED?
5 ¥ g > ves [ no A
2 = i - -
E . v = 20a. ACCIDENT SUICIDE HOMICIDE | 206. DESCRIBE HOW INJURY OCCURRED. ({Entfer nature of injury in Part I or Pu_r’t Ir ofi.'emhls.)
w .U x O (N} O — -
= A Q -
I—S 8 é = | We. TIME OF  Hour  Month, Day, Year
] . . . ___‘-
° E - [y iNJURY ;- z :
2 = a .
" .g g Z | 20d. INJURY OCCURRED 20¢. PLACE OF INJURY {¢. g., in or aboul Aeme, 20f. CITY. TOWN, OR LOCATICN COUNTY STATE
ER WHILE AT NOT WHILE ] Jfarm, factory, sireel, office bldg., eic.)
E 2 v WORK ALWORK - _—
5 =2
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5 — 2}, I attended the deceased from _L‘B__SL' L) , to J-a8-57 and last saw m alive on _3_LL.&_'I___ .
-
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Doctor, corcnaer,

23a. BURIAL, CFGRRWHON,

Rurial

13

Z3h. DATE

23c. NAME OF CEMETERY m

Mt. TA

- 31-19517 Op

23d. LOCATION (m or couniy)

Macon

(State)

Mo

W
vy

A3

207 FuNERAL DIRECTOR

[ Theo H Gooddivg — ATLANTA, MO

ADDRESS 25. DATE RECD. BY LOCAL REG.

Y-6-/957

{Licensed Embaimer's Statement on Reverse Side)

EGISTRAR'S SIGNATURE

a/




STATEMENT BY LICENSED EMBALMER

1 hereby certify that the body whose name is recorded on the reverse side of this certificate was enr
by me, Qz:hy’%

- /J.g .............................................. -+-» Student Embalmer No.........

working under my personal supervision..

Student. ... it i Signed... -
Signeture of Student Ezbalmer

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. ,




