THE DIVISION OF HEALTH OF MISSOURI . -
s | PMBJUNLLIST - srANDARD CERTIFICATE OF DEATH ~ “SL0LJL7 812
BIRTH NO. REG. DIST. NO, ‘ 2 a,_-___, PRIMARY REG. DIS5T. m.jﬁb Registrar's Na...........tag .......... .
; 1. PLAGE OF DEATH 7 USUAL RESIDEMNGE (Whero deconssd livad. If Instisation: residence befire
] a. COUNTY LinCOln &. STATE | ourd b. COUNTY Lincoln adinipfion) .

b. CITY {1t outzida corpursta timita, writs RURAL and give ¢. LENGTH OF [ e CITY - 4. 1s Residence within fimits of
- - township) | STAY (in this place? OR & city of lncorparsted town?
TOWN ~ - - Ninevah 5 yr, TOWN =HTRY
d. FULL NAME OF {1f vot in bospital or inatitution, xive strest nddru- or location) o- STREET (If rural. give location) ,7 [
HOSPIT ADDRESS s %
INSHTOTION 9 Miles NW of Hawkpoint Mo, |9 Mile i 0
3. NAME OF First b. (Middle) c. (Last)
DECEASED o. (Fist) 4. DATE (Month)  (Day}  (Year)
{Typeor Print)  10OSEPH GABRIEL SAALE DEATH _ May 30,1957
5. SEX L 6. COLOR OR RACE | 7. MARRIED, NEVER MARRIED, 8. DATE QF BIRTH 9. AGE {In yesrs| IF UNDIR I'TEAR | O GMDER M Wis,
. WIDOWED, DIVORCED (Bpecit: ' Inl?ﬂadu) Mnuth, Days | Hours | Min.
Male thite Merried Aug. 29,1957 |
10a. USUAL OCCUPATION (Giwvekind of work | 10b. KIND OF BUSINESS OR IN- | 11. BIRTHPLACE . . 12. CITIZEN
dona during most of wo:klnll.i!c..:un‘ilu or) - DUSTRY (City nd Stets or Foreigs Country) 0 COUNTRY?OFWHAT
Fermer Faming Black Walnut MO, U.5.4.
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND'OR ¥IFE
. Psul Sasle A | M ary Ashen Minnie Buale
15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY | 17. INFORMANT'S SIGNATURE OR NAME ADDRESS
Ve, 0o, or unknown) | (If yes, tive war or dates of service) NO. .
None None Minnie Sanle Silex MO,
18, CAUSE OF DEATH MEDICAL CERTIFICATION

 Enter only onscowseper | I, DISEASE OR CONDITION
Jine for (a), (b, and (o) | DVRECTLY LEADING TO DEATH® (4)

EINTERVAL BETWEEN
0 Ag; DEATH

*This does nol mean ANTECEDENT CAUSES

the mode of dying, such | Aordid conditions, if any, giving DUE TO (b) Latent development Of

rige to the abor a) stalin, 11
a1 beartfofture, stenia, | e Lo he b coute (o) satig Paralysis Agltans™; (iaiopathic)
cae, injury, o complica- DUE TO (c) d_‘l'!"Pt 4 OI”B round 10 yrs.
tion which caused death, | 11 OTHER SIGNIFICANT CONDITIONS
Conditions contributing Lo the death but not
related to the disense or condition cousing deald.
1%a. DATE OF OPERA- { 190. MAJOR FINDINGS OF OPERATION 20, AUTOPSY?/
TION IO K
ves [ wo @
21a, ACCIDENT (Bpecifry) 21b. PFLACE OF INJURY (vg..tnorabons | 21c. (CITY, TOWN, OR TOWNSHIP) (COUNTY) (STATE)
SUICIDE . home, farm, fastory, strest, ofies blds.. e30.)
HOMICIDE .
214. TIME {Meath) (Day! (Year) (Hour) 2le, INJURY OCCURRED | 21f. HOW DID INJURY OCCUR?
oF WHILE AT{—] NOT WHILE
INJURY = | “work AT WORK .
deceased from L, 19% to_May 30 19 57, that I last saw the deceased
and that death occurred at @2 2 0}, from the causes and on the dale stated above.

2Z¥. DATE SIGNED

ﬂﬁﬁ?
b4} (State)

(Degres or title)

CREMA- . 24c, NAME OF ER O CREMATORY
REMOW\LM:) -

rial June 1,1957 st Ha.::y&_CenLelteJﬁr

244. LOCATION (Oity, town, or coun!
Havicpoint Mo,

WRITE PLAINLY-—USING UNFADING BLACK INEK—MAKE A PERMANENT RECORD

DATE REC'D BY LOCAL RAR’S SIG. RE 2. FUNERAL DlﬂECTOI 8 SIGHNATUREKE ADDRESS
P Do B8 R Lo P70 &,ﬁ_g# To na.

o {Licensed Emhlmi- Statememt on Reverse Side)




3
STATEMENT BY LICENSED EMBALMER
| I hereby certify tha;t the body whose name i$ reéérde;l on the reverse side of this certificate was embalme
by me, OF DY cooiirrrcee e e e aaraseramemeeeetanaeasenreann e ., Student Embalmer No...oocaanneanane.

working under my personal supervision,.

Student............--_.....................-.._.-....-..
Signeture of Student Embalmer

Licensed Embalter Nogrﬂ .....
A P, O. Address.‘;..ﬁﬁ...m: .....

. Note: The above MUST BE SIGNED BY THE LICENSED-EMBALMER in his OWN HANDWRITING. (Failu:
to comply with the above constitutes grounds for revocation of license). |
If embalmed by a STUDENT, he also shall sign in his OWN handwriting.
£ this body is not embalmed, fact should be so stated above.
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