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Doctor, coroner, atc. must use only standard nomenclature in item 18. Mo symptoms will be listed. All
{iseases in Part | must be casually related. Coroner cannct certify to o death due to natural couses.

&
]

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

C

THE DIVISION OF HEALTH OF MISS0URI

STANDARD CERTIFICATE OF DEATH

ALED JUN 10 1957

Registration District No. s / ......... Primary Ragistration Distriet No..aﬂ..ﬂ..ﬁ ................. Registrar's No, R.Q_&‘_....._.....

1. PLACE OF DEATH

o. COUNTY Adair

a. STATE Mo

2. USUAL RESIDENCE {Where deceassd lived.

I institution: Residence before

b. COUNTY Ada,ir admission)

b. CITY (I ovtsida corporate limits, give TOWNSHIP only} | Inside Limits

c. CITY

Inside Limits

T%E\'N Kirksville YesJL NeO 'mvm Novinger a0l &7 Yes) Noill
c. Iﬁgls.l!;l?:t‘%gl: {I{ NOT inhospital, givelocation)|Length of stay in tb 4. STREET (If eutaida, give Iccu!zz\) Reside on Farm
instiTuTion Stickler Hospital 2 das aporessR, F. D, #2 Yedb NoO
3. MAME OF Firat Middle Lest 4. DATE Manth Day Yeor
DECEASED : OF
(Type or print) Charles L. McFarland oeath May 28, 1957
5. SEX 6. COLOR OR RACE 7. 8. DATE OF BIRTH 9. AGE (In yeara | IF UNDER 1 YEAR }iF UNDER 24 HRS.
) marrizo [J never marnien " 26. 1878 ;e7 g;mdm Months | Daw | Hours | Min,
. winowes ) owvoreeo [} 18T » o l
“{ 10a, USUAL OCCUPATION (‘Giu kind of work done [ 100, KIND OF BUSINESS OR INDUSTRY [ 1. BIRTHPLACE (City and statc or country) 12. CITIZEN OF WHAT COUNTRY?
during most of working life, even if retived) Farm Galli 14 Ohi / U.S.A
Farmer alllipolils, 10 sl
13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME
James McFarland Caroline Qiler
|5f WAS DEC'&ASED EVE;I IN U. 5. ARMED FORCES?, 16, SOCIAL SECURITY NO.|I7. INFORMANT Address
(¥aa. mo. or unknswn) | Uf pra. give wer ov daier of serviced N
I 89 32 8413 |Cecil McFarland, Davenport, Iowa.

18, CAUSE OF DEATH [Enfer onlj one cause per line for (a), (b}, and (c).]
PART i. BEATH WAS CAUSED BY:

INTERVAL BETWEEN
ONSET AND DEATH

NOT WHILE Jarm, factory, sireet, office bldy., ete.)

AT WORK

WHILE AT
WORK

IMMEDIATE cause (o) - Broncho-FPneumonia i 2. days

Conditions, if nng.

_which gape ris . puE To. ®) s - .

c’bw;e cguu ;)» . - R R

Hating the under- . Hﬂ, \K
= lying cause lost. DUE TO (¢) 1
[=} PART ). OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CORDITION GIVEN IN PART I(n) 13 :VE-:‘SF&I‘J;%:S;Y
[ ?
h . s o
.'-'!-_' 20a. ACCIDENT SUICIDE HOMICIDE | 20b. DESCRIBE HOW INJURY OCCURRED. (Enfer nature of injury in Part I or Part 1 of item 18.)
§ (] ] O
o[ 20c. TIME OF  Hour  Month, Day, Year v
hi INJURY a.m. I
E Pom.
% | 20d. INJURY OCCURRED 20¢. PLACE OF INJURY (e. p., in or choul home, | 207, CITY, TOWN, OR LOCATION COUNTY STATE

May, 27 , 1957

2l. 1 attended the d od from

_9:50 de

Death occurrad at

May, 28, l952nd Iast saw hﬂ?ﬂ( alive on _MBX,_Z.B_,__LQSJ_

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

22a. SIGNATURE

@/ﬁéﬁf'mm’ WQD, g

225, ADDRESS
. -Kirksville, Mo.

2Z2¢, DATE SIGNED

c -} 5=31-57

—

3. pate

23a. BURIAL, CREMATION.

REMOYAL [Specify)
Burlai

5/31/57

23c. NAME OF EEMETERY OR CREMATORY
Union Cemetery

23d. LOCATION (City, town. or county)

Adair’ County;, Mo.

(Sta’e)

ADDRESS

Kirksville, Mo.

25, DATE RECD. BY LOCAL REG.

b-1-17357

. REGISTRAR'S SIGNATURE

{Licensed Embalmer’s Statement on Reverse Side)



|

STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was emt

G mﬂ ........ A ....... Student Embalmer Noﬁg

.by me, or by ...

workxng under my personal supervision,.

Student%eotsém-h;; ....... | | Slgned/yw/ﬁ/g/

Licensed Embalmer Noé‘(f/

b ' . . o . . ' P O. AddresW

Note: The above MUST BE SIGNED B‘;’ THE LICENSED EMBALMER in his OWN HANDWRITING. (F
_ 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. ;T
. H - . N




