s, THE DIVISION OF HEALTH OF MISSOURI . 2376 5

;’Iﬁ:ro F"_EU JUL 2 3 1957 STANDARD CERTIFICATE OF DEATH o STATE FILE NUMBER
ic
rvice Reagistration District No. 17 Prieary Ra_gislruIiOn Disnﬁc' ND..__-__Q__O__.g ________ Regl:tmr s Ne.,%hl_____o__ ______
Ld
}. PLACE OF DEATH 1 2. USUAL RESIDENCE (Where deceased lived. Hf insrifulion:‘Resjde_ncg hefurﬁ’
. . STAT . - b. COUNTY admission
2 o COUNTY  Callaway o STATE  Missouri Ralls 4
57 b. CITY (H outside corporats limits, giva TOWNSHIP only) | Inside Limits <. CBTRY o Inside Limits
OR
TOWN Fulton Yes [ Ne[] jown  Perry og7 Gb YO Ne[B
c. FULA_ NAME OF [If NOT in hospital, give location) | Length of qlay in 1b d. STI-)RD%EEES {H outside, give location) Reside on Farm
HOSPITAL OR 3 Al
! erTution State Hospital #1 | 1lyr 13 mo. : Route 3 Yes [ No[]
3. E{TAME OF DE)CEASED First Middle Laost 4. DATE Month Day Yaar
ype or print OP
ART MENEFEE peatTH  July 17 1957
5. SEX [/ 6. COLOR OR RACE| 7. MARRIED[ J NEVER MARQEDE; 8. DATE OF BIRTH 9. AGE (In years JFUNDER 1 YEAR| IF UNDER 24 HRS.
- . irthda H in.
Male Whlte wiDOWED[:] DWDRCEDD May 18, 1921 ln’slél thday} | Mentha | Days ours l Min
100. USUAL OCCUPATION {Give kind of work dons | 10b. KIND OF BUSINESS OR 1. BIRTHPLACE {City and state or country) ] 12. CITIZEN OF WHAT COUNTRY?
during most of working life, wvan if retired) Fﬁlfﬁ i\iissouri U .S. A .
¥arm Laborer -
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF H_USBANI:! QR WIFE
Dick Menefee Mary Shaver None
1
'E;' 15. WAS DECEASED EVER IN U, §. ARMED FORCES? 16. SOCIAL SECURITY HO.| 17. INFORMANT Address
- (Yas, no, or unknawn)] {If yas, give war or dates of service) . .
g g L99-24-64,99 | State Hospital No. 1; Fulton, Mo,
o, 18. CAUSE OF DEATH (Enter only ane cuuse per line for {a),4b), and {c}.) INTERVAL BETWEEN
e PART |. DEATH WAS CAUSED B W ONSET AND DEATH
w IMMEDIATE CAUSE (a) .
x
x
o Conditlons, if any, DUE TO (b)
- which gave riss to
L above cause (a), }
r4 stating the wnder-
g g z lylng couse last. DUE TO {c} ‘al.
- g £ PART H. OTHER SIGNIFICANT CONDITIONS commaurﬁm DEATH but not relarad to thy termine! diseass condition given in PART I {a} 19. ggg;gTOPSY
L] N
L1 YES I NO [ ]
- >z< 21 200. ACCIDENT  SUICIDE  HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. tEmcr nature of injury in PART | or PART 1] of item 18.)
—3 = w
Y & O O O .. .
3 LNz - .. L
o < WS %0c. TIMEOF .Hour Month, Day, Year
5 o o INJURY a.m. .
'g : '* p.m. ) T
E % 20d. INJURY OCCURRED = . | 20e. PLACE OF INJURY (e.g., inor chouthome,| . 20f. CITY, TOWN, OR LOCATION . COUNTY - . STATE
T w WHILE ATD NOT WHILE 0O farm, factory, street, office bldg., etc.)
.3 ;\_rgna = AT WORK
N [$]51 A
E . g X ‘.D‘H. ttonded ﬂwg:ug;.d from _June 2 a 19 26 , to Julv 17 1957nnd last knwz alive on Julv l?, 1957
i . Death occirred at 12: Bellle : m on the dote stated above; and 1o the best of my knowledge, from the cavses stated.
t - = -
g N 22a. "SIGNATURE HDagres, or title) | 126 ADDRESS 22¢. DATE SIGNED
bl A .
3z b / ; x&jtate Hospital No. 1; Fulton,Mojy 7-17-57

Z3a. BURIAL, CREHA'"O;. //y 23c. NAME OF CEMETERY OR CREMATORY 2d. LG N (City, town, or county) (S1aze}
! OV AL {Seecify) . &
Beniil | T/ 957 | Cothbany Ceseliiy atlte éqo
l 24. FUNERAL DIRECTOR ADDRESS DATE RECD. BY®LOCAL REG. 26. REGISTRAR RE
a L
ONE sl bt P J9-1957 A Mcee)

- 4 coﬁud Euhln-U Statghent on Reveras Sld;)
74 . tf‘




: STATEMENT BY LICENSED EMBALMER

I -hereby certify that the body whose-name is-recorded on the reverse side of this certificate was embalmed
bY Me, O DY oiiiiriiiniiiiii ettt e e e e b e .» Student Embalmer No. ...................

working under my personal supervision.

Y AL (=Y 1| T
Signature of Student Embalmer

N . Llcensed Embélm Er No-gfao
’ P 0. Address 2{,& .

* Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in hxs OWN HANDWRITING. (Failure

to comply with the above constitutes grounds for revocahon of llcense)
R If embalhed.by a STUDENT, hé "alsd shall, Sign'in.hisSOWN, handwnting \_\\\\\ \ ) s ot

. s

If thxs body is not embalmed fact should be so stated above.
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a: . . - ~ .
L e R ST P S -
. . - - P
g * -

N




