. Health,
& Welfare
. Public

Doctor, coroner, ate. m;u!_ use only standard nomencloture in item 18. No symptoms will be listed. All
diseases in Part | must be casually related. Coroner cannot certify to o death due to notural causes.
‘USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE
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THE DIVIYION OF HEAL Tn OF MIS0URI
STANDARD CERTIFICATE OF DEATH

FILED MAY 1-1957

Registrotion District No.

f? .................... Primary Registration District No")‘[ )0 ................ Regiztrar's No.

STATE FILE NUMBER

3l

PART I. DEATH WAS CAUSED BY:
IMMEDIATE CAUSE (a)

Conditions, if anv,

which gave ris,
aftng ! under- N

lying cause last. DUE TO (¢}

. PLACE OF DEATH 2. USUAL RESIDENCE {Whera decaased lived. If institution: Residence bafora
a. COUNTY DeKalb CO - o. STATE Mo . b. kab C udmusuon)
b. CITY {If outside corporate limits, give TOWNSHIP only} | Inside Limits c. CITY lnmda Limits
TOWN Uni on Sta r YesOR No D T%%N Uni on Star 2 2 R Yesh NoD
c. FULL HAME QF {If NOT inhospital, givelocaotion}|Length of stay in 1b i . U= .
HOSPITAL OR d. STREET {If outside, give location) Reside on Form
INSTITUTION ArEome all life ADDRESS YesG NoO
3 #:‘ orn First Middle Lex 4 ng;rs Month Day Year
(Twpe or pringy Nellie Florence Barton o April 11.195¢
5. SEX } 6. COLOR OR RACE 7. manﬁn E NEVER MARRIED []| 8- DATE OF BIRTH |9. AGE (Fn years | IF UNDER 1 YEAR [IF UNDER 24 HRS.
Tast birt ) Dar Hours | Min.
Female !| White | woowwO  oworco[]9+19.1874 AN
‘| 10¢. USUAL OCCUPATION {Gire kind of work done | 100, KIND OF BUSIKESS OR INDUSTRY [11. BIRTHPLACE (Ciry tad state or country) 0 12, CITIZEN OF WHAT COUNTRY?
during mag! of working life, even if retired) - - - -
Housgwork gsame Sheridan Mo. usa
13, FATHER'S NAME 14. MOTHER'S MAIDEN NAME
John Winemiller Mary Payne
15. WAS DECEASED EVER IN U. S. ARMED FORCES? 16. SOCIAL SECURITY NO.[17. INFORMANT Address
(Ver. no. or unknewn) | (If yen. give war or dates of service)
no none Manford D. Barton, Union ar ¥o-
18. CAUSE OF DEATH [Enter only one cause per tne for (1), (b)), and (2).] - - * ] INTERVAL BETWEEN

%ET AND DE H

£Zﬁ££;;;2'152>£1c4P¢L4/
DUE T (4} ’

jLA4AL_.

s

z1
2 . PART Il OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT ROT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I{a) N T3, "WAS AUTOPSY
= ! PERFORMED?
hi ")[ 2¢ ves[) mo 3
E 20a. ACCIDENT SUICIDE HOMICIDE | 205. DESCRIBE HOW INJURY OCCURRED. (Enfer nature of injury in Part I or Part H of item 18.)
& a O O
e .
3 2. TIME OF Hour  Month, Day, Yeor
INJURY e m, ' N . -t
E p.m.
_z m INJURY OCCURRED 20¢. PLACE OF INJURY (¢. ¢., fn or ahotut home, 20f. CITY, TOWN, OR LOCATION COUNTY STATE
| WHILE AT 0 "NOT WHILE .| farm, factory, street, office didg., eic.)
WORK AT WORK

21

" 1attended the d.cu.g: !roa %"’ ir- 87

Death occurred at

. A .lL.lQ.SY___.._ and last saw P‘:

m on the date stated above; and to the beat of my knowledge, from the causes stated,

T plive on .1 - ]/" r ’

818 aree or tirle) |20 aoomess . _ 22, OATE SIGNED
M Y. King ity wo. J4.12.57
Tha. BumL, CREMATION. [ 235, DATE =7 m.m: OF CEMETERY OR CREMATORY 23d. LOCATION (City, loten. or cotinty) (State)
ERPF4T" | 4.14.1957 | Union Star Unlon S¢s\Mo. -
247 JUNERAL/DIRRI TER OpRESS 25. DATE RECD. BY LOCAL REG. | 25/REGISTRAR ATURE /
( / ~ / i -
A ( 'l-//’.‘d 4 ld (AL AV 2P/ (e

_’m Imer’s Stdtement on Reverae Side)




working under my persocnal supervision..

Y

STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this c.ertificate was emb

byme, 0T by ... O P , Student Embalmer No..."...-.....

Student......ooon e iiccaiaeiaaiaaaa
Signature of Student Embalmer

Licensed Embalmer N02563 . .'

R IREI P. O. AddressK_l,IJg C.it,g..m‘

-

-

. . e ER Y Y P
’ Note T'he above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING (Fz
. to ¢omply with the above constitutes grounds for revocation of 11cense)
If embalmed by a STUDENT, he also shall sign in his OWN handwntmg
If tlns-,bodv is not embalmed, Iact should be -so stated above - . K .



