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o symptoms will be listed.

ctor, coroner, elc. must use only siandard nomenclature in item

All diseases in Part | must be cousally reloted.

USE ONLY BLACK INK OR RIBBON TYPEWRITE (F POSSIBLE

ALED OCT 21 1957

Registration District Mo.

THE DIVISION OF HEALTH OF M1350UKI

STANDARD CERTIFICATE OF DEATH

L2

Primary Registration District No.

STATE FILE NUMBER

Registror's No.

1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution:-Residence before
o. COUNTY Buchanan a. STATE  Missouri® COUNTBuchané‘H"}“"’
b. CITY (If ouiside corporate limits, give TOWNSHIP only) Inside Limirs c. CITY Inside Limits
om St. Joseph Yes (X No [ om St. Joseph 0117_ Yo ] Mo (5
¢, FULL NAME OF (If NOT in hospital, give location) | Length of stay in Tb d. STREET (I outside, give location) Reside on Farm
hentotion 216 E. Clayton St. 19 yrs ADDRESS 216 E. Clayton Std ve[d mE
3. NAME OF I:?ECEASED First Middle Last 4. DATE Month Yeor
(Type or print} Emory Devoir ooy Oct. lh, 1957
5. SEX 6. COLOR OR RACE| 7. . 8. DATE OF BIRTH aars JF UNDER 1 YEAR| IF UNDER 24 HRS.
Male | White e e e, 2 7, 1885 5 b ki [ oo i e ] r

10a. USUAL OCCUPATION (Give kind of wark dons

JT%B%?' lite, avan if retired)

10b. n:mn OF BUSINESS OR

?ﬁ) 'I'RY

Labor

13. BIRTHPLACE {City ond stete or country)

Grayson,

Mo.

€112 CITIZEN OF WHAT COUNTRY?

U.5.A.

13a. FATHER'S NAME

13b, MOTHER'S MAIDEN NAME

4. HAME OF HUSBAND OR WIFE

Solomon Devoir Amanda Mays none
I5. WAS DECEASED EVER IN U. 5. ARMED FORCES? 16. SOCIAL SECURITY NO.| 17. INFORMANT ] Address
(Yas, ro, o gl (F yos, give wor or deten ol orvicd | 503 ] | 7070 Mrs. Alberta Garrison 216 Clayton St.

18. CAUSE OF DEATH (Enter only one cause per line for {a}, (b}, and {c}.)

INTERVAL BETWEEN

PART 1. DEATH WAS CAUSED BY: ONSET AND DEATH
IMMEDIATE CAUSE (o} MYOCARDITES AND ENDOCARDITIA 6 MQ.
Conditions, H any, . DUE TO (b} -
which gove rise to }
absve couse (o),
stating the under-
g Ilying couse last. DUE TO ()
E PART Il OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not relcted to the terminal dissase candition given in PART | {a) 19. géé'?ggsgg*{
: 7
H , L2 YES[] NO el
2| 20a. ACCIDENT SUICIDE HGMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART !l of item 18.}
w
o [ a O
S| 20c. TIME OF .Howr Meonth, Day, Yeor
o INJURY  am,
o pom.
20d. INJURY. OCCURRED 2e. PLACE OF INJURY (e. ? ., inor about home,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE ATD NOT WHILE D farm, foctory, street, office bldg., etc.) N
AT WORK .

21. {"ettended the deceased
Daath occurred atg

APRIL 28. !Q:Z , 1o

OCTOBER 14, 1957 ond last kowfxm alive on

m on the dote stated above; and o the best of my knowledge, from the causes stated.

e SERATURE é /Qfé (n.

~ Hrz2b. ADDRESS 5 08
8T. JOSEPH,

Moe . .

22c. DATE SIGNED

I3a. BURIAL, CREMAT}ONLAB. DATE

Rﬁg# sgc.{.',) Qct. ]-6157

M

|7

23c. NAME OF CEMETERY OR CREMATORY
" reenlawn Cem.

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

(Stats)

Plattsburg, Mo.

24. FUNERAL DIRECTOR

ADDRESS

Clark Funeral Home St. Joseph, ;

C%

25. DATE RECD. BY LOCAL REG.

fo A7 /957

{Licansed Embalmer's Statement on Raverse Sids)

REGISTRAR. NATYRE




STATEMENT BY LICENSED EMBALMER

I tereby “certify that the body whose name is recorded -on the reverse side of this certificate was embalmed
by me, or by ..o DI UE PR .» Student Embalmer No. ..........c........

working under my personal supervision.

Student .o e e - Signed é«%%/ .................

Signature of Student Embalmer

PRSP BPI J i LSS I B Y 1 «+ 1 Licensed Embalmer No‘ﬁfr?.?f

'J1lr‘ T
Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Faxlure
to comply with the above constitutes grounds for revocation of llcense) .
If embalmed by a STUDENT, he also shall sign in'his"OWN handwn_tin_gf_} oo wieesl
If this body is not embalmed, fact should be so stated above.

S T T T S

e




