THE DIVISION.OF HEALTH OF MISSOURI Q21722

“* | ALED JUL 2-1g57  STANDARD CERTIFICATE OF DEATH swfmdel £5 .
! BIRTH NO. REG. DIST. NO. _&9— PRIMARY REG. DIST. WL&& Registrar's .‘\'054..‘
1. PLACE OF DEATH 2 USUAL RESIDENCE (Where dscomsed lived. 1 institaticn: residence telors
ste |  LEWIS STATE MISSOQURI > pEwig ™
b. CCI).‘F;Y (5f outelde eorpurate limits, write RURAL and give rio) %I'ALYE:’:GLH OF < cgg bgé ] d. Is Residence within Hmits of
townghip] in this placs) & ity {ncorporeted {own?
1o __LEWISTOWN XXX TowN T EWISTOWN  ° b =1
d. FULL RAME OF (if not in ital or jostitution, give streot add or location) o STREET (I rursl. give location)
HOSPITAL OR ADDRESS
INSTETUTION ) 9.00.090000000.0.906.004 000X
3 NAME OF = o (Firs) . b. (Middle) <. (Last) 4. DATE (Month) (Day) (Year)
{Typeor Printy GEQORGE ks LOUIS BERRYMAN DEAT"UUNE 2L, 1957
5. SEX 0 6. COLOR OR RACE | 7. \%‘IAR‘:'\IIEB I‘[%IE‘\l;‘v'oEEcl»EisF!(gIEDr 8. DATE QF BIRTH 9. :.?Ekg::c;t- ;: ux.u IDm IF UNDER M HES.
peci Y. on a, Houts N
Mare O | waITE | L " | June 11, 1908 | Lo [T {E
10a. USUAL OCCUPATION (Givekindof work | 10b, KIND OF BUSINESS OR IN- 1 11, BIRTHPLACE - : Y, 12_ CITIZEN OF WHAT
g cking tfe, aven Uf setived) D RY {City and State or Forsign (‘nunryla Forsl
R oH (oA GROCERY KNOX CITY, MISSOURI USA
138, FATHER'S NAME 13b. MOTHER™S MAIDEN NAME 14, NAME OF HUSBAND OR ¥IFE
ALLEN BERRYMAN MARTHA GARLAND _| DOYNE BERRYMAN

15. WAS DECEASED EVER IN U.S. ARMED FORCES?
{Yes, o 6 or unknowa) l (3 yeu, 5!\'. war ur dn!- of -ervm)

16. SOCIAL SECURITY | 17. INFORMANT'S SIGNATURE OR NAME ADDRESS
1,9l -05-960),| DOYNE BEHRYMAN Lewistown, Mo.

18, CAUSE OF DEATH MEDICAL CERTIFICATI INTERVAL GETWEEN
Enter only opscauseper | 1. DISEASE OR CONDITION AND DEATH
tine for (8), (b), and (@) | DIRECTLY LEADINGTO DEATH® (4 Cove -4 Yo m post s D Ao

*This does not wmean ANTECEDENT CAUSES

tke mode of dying, such Morbid conditions, if any, giving DUE TO (b}
o8 heartfoflure, asthenia, | Tise to the above conse (o} atatlag
de. It means the dig. | the undeslying couse laat,

case, infury, or complica- DUE TO (¢} B} .
tion which eaused death. | 15, OTHER SIGNIFICANT CONDITIONS

Conditions contributing to the death but not
related to the dizente or condition causing death.

19a. DATE OF OP'IEEJAINi [ i%b. MAJOR FINDINGS OF OPERATION . 20, AUTOPS\_!T a
4200 | wl w@
21a. ACCIDENT {Bpecity) 21b. PLACE OF INJURY (e.x..ioorabout | 21c, (CITY, TOWN, OR TOWNSHIP) (COUNTY) (STATE}
SUICIDE bome, farm, factory, street, office bldg..ete.)
HOMICIDE
21d. TIME {Month) (Day) {(Year) (Hour) 2le. INJURY OCCURRED | 21f. HOW DID INJURY OCCUR?
; WHILEAT{—] NOT WHILE
INJURY : m. | "work AT WORK
22. I hereby certify lhat I atlended the deceased from 6_...:1.___ 1 %. , 1 , that T last saw the deceased
alive on _ba_= A | 19572, and that death occurred at 22 .28 from .'.he causes and on the date stated above,

23a. SIGNATURE p—— mle)j_‘[ 23b. éDDRESS '231: DATE SIGNED
.éé Jk& ‘ &/ /57

24a. BURIAL, CREMA- 24b. DATE [ 24=. NAME OF CEMETERY OR CREMATORY 24d. LOCATION {Clty, town, or county) . (Btate)

TORBEARE™" | 6/27/57 LEWISTON W TSENN . MO,

DATE REC'D BY LOCAL | REGISTRAR'S SIGNATURE ER o1 REd el A E ADDRE$S
7. REG. lcy) w ' N ) / /,: W
é‘éi‘ 57 ' v 4t s NLEAAANAA ] 449, A_A_-AL—/‘ uaﬂﬂ{ 24 AW] S T.OWNH vile

Ly oo onbilacr s Satenest v S

WRITE PLAINLY—USING TNFADING BLACK INK-—MAKE A PERMANENT RECORD ~<

e
o
—
Y




= . ~

STATEMENT BY LICENSED EMBALMER

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

.......................................................................... vverreusy Student Embalmer NO............

working under my personal supervision..

Student..... ... irivrriioaiieeiiroiaiiiriiaiiinnanes ) Signed.
Signature of Student Embalmer , L

] ‘. — P. O. Address LEWISTOWN ]

~ + Note: The above MUST BE SIGNED BY THE LICENSED-EMBALMER in his OWN HANDWRITING. (Fa
to comply with the above constltutes grounds for revocation of license).
If embalmed by a STUDENT. he also shall sign in hiss OWN handwriting.
7€ this body'is not embalmed, fact should be so stated above.

. . .
- - - - -




