l
Heclth,

THE DIVISION OF HEALTH OF MISSOUR|

A . | .
tet  glED OCT 1 1957 STANDARD CERTIFICATE OF DEATH R
Publi
S:ni:c Registrotion District No. l- '1 8 Primary Registration District Nn._ﬁ_é_-_é._-_s._____._- Registrar's Ne..__:z__tz_._,.,.-_,____
, | s 1 st A e ity
- 1. PLACE OF DEATH 2. USUAL RESIDEMCE (Where deceased lived, If institution: Ruudonc befnr.
. 300 / a. COUNTY Lewis a. STATE Mlssouri b, COUNTY LGWiB /tm
1-57 b, CITY {If outside corporate limits, give TOWNSHIP only) Inside Limits ©- clI‘JTRY ) Inside Limits
‘ TN Lyon ves (] Ne [f tovw Willlamstown 5G| Yeld w0
' c. FgLil:.'_ NAM%OF {If NOT in hospital, give location) | Length of stay in 1b d. iB%%EEES . {If outside, give location) “ Reside on Farm
. HOSPITAL OR
INSTITUTION At home 5 _days : Not numbered Yes (] No K]
' kR NTAME OF DE;:EASED First Middle Last 4, Ds'llz'E Manth Day Yaar
{Type or print
Ira Day Faucett peatH Sept.19,1957
5. SEX CJ 6. COLOR OR RACE| 7. 8. DATE OF BIRTH 9. AGE [In yeors JF UNDER I YEAR] IF UNDER 24 HRS.
MARRIED[_JMEVER MARRIED[] {In x
birthday) [ Menshs | D H Win,
Male White wopsto®  ovorceo]|Oct . 28,1880 el birivdent [Morsha [ Dove  Fowes |
106, USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE {City ond state or country} / 12. CITIZEN OF WHAT COUNTRY?
I“mmg most of woang life, sven if retired) INDUSTRY Illl 1n0 iB U . S N A .

'USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

ol TUET Use Only standard ndmencilture 1N vten™TC. No $ymploms will De Tisted. -

Part | must be causally related.

A N
All disscses in

4

13a. FATHER'S NAME

John F. Faucet?t

135. MOTHER"S MAIDEN NAME

Mary Bell Whiteman

Lutie Lay

14. NAME OF HUSBAND OR WIFE

15. WAS DECEASED EVER IN U, 5. ARMED FORéEST
(Yes, rNd mi.nqwn)l(lf yes, give war or dates of service)

16. SOCIAL SECURITY NO.| 17. INFORMANT

None

Address

Mra. Art Shannon, Williamstown,Mo

DEATH WAS CAUSED BY:
IMMEDIATE CAUSE (d)

PART 1.

18. CAUSE OF DEATHAEMer only one cause per line for (@}, (b}, and {¢}.}

INTERVAL BETWEEN
ONSET AND DEATH

i Lun/a

f.bya.

Condltions, if any, DUE TO {b}
which gave rise to
above cavse (a), }
i h. d
z Iyimg "coues lasr. ) DUE TO {c) [6DX
= PART ll. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the terminal diseoss éondition given In PART 1 (a) 19. gea:ggggg;’
«
H ves[] NO[]
=1 20a. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART Il of item 18.}
w
o O 0 O
5[ 20c. TIMEOF Hour Month, Day, Year
a INJURY  aum.
=] ) pm. s . -
20d:- INJURY BCCURRED," - < +§*20p. ‘PLACE OF INJURY (e.g., inorabouthome,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE ATD NOT WHILE | farm, factory, ‘strest, office bldg., etc.) . -
WORK AT WORK :

ro_S:e_Pf

ra-]

1 2& | attended the deceased from

} @  andlost sawh b alive on _&.Pr fg‘f

Deufh eccurred af 1. 2 mon 61- date stated [bove, ond 1o the best of my knowledge, from lho couses stated.
J2e. SIGNATURE {Degres or title) J_;Hb ADDRESS 22c. PATE SIGRED
| Ir 72 _ Dpe. | : Ya 7/2L/37
13a. BURIAL CREKATION 23b. DATE 23c. NAME‘ OF CEHETERY OR CREMATORY 234, LOCATION {City, town, or oounfy)

>7 Forest Grove

Canton, Lewis Couéiy,Mo.

Sept, 21 19'

25. DATE RECD. BY LOCAL HEG

7-23-51

26. REGISTRAR'S SIGNATURE




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, or by ............. ettt eeeraeietevhrrran b errenerasrrarens e ereerebetteeaeeienseraieaenan , Student Embalmer No. ......... s

working under my personal supervision.

SEUABNL vveerrreriresiiiieess s et eeeee e e e eeeaeeeas
Signature of Student Embalmer '

N

* Licensed Embalm o;{/"‘
: : P. O. Address| S~ o ,Zﬂd,
-+Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING (Failure
to comply with the above constitutes grounds for revocat:on of license). ) _ |
_If embalmed by a STUDENT, he also shall sign in his OWN handwntmg .
If this body is not embalmed fact spould be so stated above. : . RN

- '
N ., : v T Rew A% ‘t U 1 IS SR PCL LR

" . & * - - : \



