. Health,

& Walfore

. Public
y Service

5. 300

157 ©

Doctor, coroner, eic. must use only standord nemencloture in item 18. No symptoms will be listed.

All dissoses in Port | must be causally related.

g9
0

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

FILED OCT 28 1957

Ragistration District Ne.

IR FIVIIVUN VB MeAw T

STANDARD CERTIFICATE OF DEATH

42

W SRS IR

Primary Registration District No...,,..u.l.o.Qo _________ Registrar's No.

S L Yo 3 b SN

STATE FILE NUMBER

1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased gvad. if ins!iwﬁcn:'Resci'de_nc;:?hlfe
s. COUNTY a. STATE, - OUNTY admi ssig
Buchanan misseuri Andrew
b. CITY {If owtside corperate limits, give TOWNSHIP only) Inside Limits <. CBTRY Ingide Limits
OR
TowN 02, Joseph Yos (] Ne [] TOWN SAverznie &(C Yes[¥] No[]]
c. FICJ)LL NAME OF (If NOT in hospital, give location) | Length of stay in 1b d. sg%gegs ] (It outside, give ioftitn} ¢! Reside on Farm
HOSPITAL OR . ADDRE .
INSTITUTION 10§ 880 w7y meth o 2iS T %DFM{S | T B08 Gy er Yes (] No§]
3. NAME OF DECEASED First Y ddle 7" Lost 4. DATE Manth Day Year
{Type or print} . or .
rReed DySArL DEATH ged  21-/987
5. $EX U/ 6 COLORORRACE| 7., eo[never sarrieo ]| & BATE OF BIRTH 9. AEE 9;"#.3"3 ::'r::‘:.en ; ;n;r:‘m If{i:nsa 2:‘ i:ns.
. . I a o
ma) e while. el  owvorceo(Jjnov- 3- /822 | l
10a. USUAL OCCUPATION [Giva kind of work done | 10b. KIND CGF BUSINESS OR 11. BIRTHPLACE [City ond atate or country) 112, CITIZEN OF WHAT COUNTRY?
uéng,me:l of king life, avan if retired) INDUSTRY R
LArmer Saline Lo mo USA.
130, FATHER 5 NAME 13b. MOTHER'S MAIDEN NAME 14.. NAME OF HLISBAHD aRr WIFE
A rAle Dy SArt Tola Smith Lithipr pycard

15. WAS DECEASED EVER IN U. 5. ARMED FORCES?
{Yes, no, ar unknown)| (If yes, give wor or dates af servics)

na n 2

ysg42-2798

16. SOCIAL SECURITY NO.

17. tNFORMANT

V74

DEATH WAS CAUSED B
IMMEDIATE CAUSE (a)

PART L

18. CAUSE OF DEATH (Enter only one cuuse per line for {a}, {b), and (¢}.)
_Coronary Occlusion

Address

INTERVAL BETWEEN

gNS&;BArNSD DEATH

Conditiens, if any,
which gave rise to
above couse (o),
stoting the under-

Unknown

DUE TO (b —Arberiosclerotic -Heart Disease

farm, factor:

WHIL NO WHILE
L EATD OT ¥HILE

20e. PLACE OF INJURY (e.g., inor about home,

y, street, office bidg., etc.)

20f. CITY, TOWN, OR LOCATION

-

g lylng <cause last. DUE TO ()
= - PART {17 OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO BEATH but not related 1o the terminal disease conditlon givan in PART | {a)- | * 19. WAS AUTOPSY
3 : PERFORMED? 2
& . 4200 YES[] NOX]
E1 200, ‘ACCIDENT  SUICIDE HOMICIDE |- 20b. DESCRIBE HOW INJURY OCCURRED. -(Enter noture of injury-in PART tor PART Il of item 18.) -
w
v d Ol O .
§ We. TIME QF .Hour Month, Day, Year
g INJURY a.m.
3 p.m.
20d. INJURY OCCURRED COUNTY - STATE

21. | attended the deceased from QOct,

17,1957 .t

and lost saw gnm aliveon _Qct, 17, 1957

Death sccurred at 87 ,ﬁ. m on the date stated above; and to the best of my knowlcdge, from the couses stated.
ZZGKGHATURE S (Degree or title} C‘ 27b. ADDRESS 22¢. DATE SIGNED
M W&A‘u .o /L'l D 706 Frapcis St, Joseph, Mo, | 10-22-
230. BURIAL, CREMATICON, | 23b. DATE 23c. NAME OF CEMETERY OR CREMATORY 23\_d._ I_..DCATlDN {City, towm, o :o:mﬂ'i (]
REMOVYAL (Seecify) _ - N ‘ - -
Pamgra) V-2 /257 SARIRRTIA M | Savanrioh - -0
24. FUNERAL DIRECTOR ADDRESS DATE RECD. BY LOCAL REG. 26. REGISTRAR'S ATURE

nera) Hame_ 5.4(/4)7”/?11 mo

23 /757

{Licensed Embaimer’s Statement on Reverss Side)




STATEMENT BY LICENSED EMBALMER

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

by M, OF DY rvvrevreevirnirnnreennersssrresreennssnes e eterernitiassesaerrernarnrarrasenerenrare ., Student Embalmer No, ...........cccn.

working under my personal supervision.-

Sirgnature of Student Embalmer

P. 0. Addrest

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure
to comply with the above constitutes grounds for tevocation of license).

If embalmed by a STUDENT, he also shall sign in his OWN handwriting. =~ . .

If this body is not embalmed, fact should be o stated above.

* -t
) L nin



