THE CLYISION OF HEALTH OF MISSOURI

.pt. Health, o
c., & Welfare F“-ED D EC 2 3 1957 STANDARD CER'""(AT! OF DEATH : . STATE FILE NUMBER
. 5. Public 15 1 02
alth Service Registration District No. Primary Registration District No..__! — - Registar's No." 7 7
\. PLACE OF DEATH 2. USUAL RESIDENCE (Whure deceased bived. |f institution: -Residence before
/. 5. 300 a. COUNTY  Bapmtgn STATE Missouri b. COUNTY Bar ton odmissiph)
ev. 1-57 b. CITY (If outside corporate limits, give TOWNSHIP anly) | Inside Limits ¢ CITY ] Inside Limits
| q, Town Lamar Yes K] No [] Tom  Lemar Bg(( ' Yosft] No[]
] - .
c. FULL NAME OF {If NOT in hospital, giva location} | Length of stay in 1b d. STREET S'Il_f outside, give location) Reside on Fgym
HOSPITALOR Bury Nursing Home | 19ymonths ADDRESS 703 Pop Yes [ No%
3. NAME OF PECEASED First Middle Last 4. DATE Month Year
{Type or print) KING WNIFT . HORNING DEATH Dec. 1 7 195 7 )
5. SEX 6. COLOR OR RACE| 7. ~ 8. DATE OF BIRTH 9. AGE (I F UNDER | YEAR| IF UNGER 24 HRS.
M D W MARR'EDD NEVER MAWEDE d 1 (bi:|z|;:;; Months | Days Hours Min.
wmpowen[ ] pivorcee[JMay 22, 1895 4
10a. USUAL OCCUPATIDN {Give kind of work done | 10b. KIND OF BLISINESS OR 11- BIRTHPLACE (City and state or country) / 12. CITIZEN OF WHAT COUNTRY?
during mest of working life, even if retired) lNDUSTRY
Laborer, Rete Carpentry Garner, Iowa U, 5. A,
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. MAME OF HUSBAND OR WIFE
Kingsbury Horning Carrie Bell Celhoun None

15. WAS DECEASED EVER IN U. 5. ARMED FORCES? 16. SOCIAL SECURITY NO.| 17. INFORMANT Address
(Y"ﬁa o unkm'"]lm Yot give wor or dates of "m“} None Mr. Reginal d Horning 2 Legnar, Mo.
18, CAUSE OF DEATH (Enter only one cause per |me{/ (b}, and {c).} INTERVAL BETWEEN

PART I. DEATH WAS CAUSED BY W J’ ONSET AND DEATH
Ll 278

IMMEDIATE CAUSE (a)

BUE TO [b)’ = * 'IM )494—7}[, @éﬁ/h 6%&:&%

Conditions, if any,

which gave rise to }

obove couse (o),
stoting the under-

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

(z) = lying couie last. DUE TO (c)
S =] - ' PART N, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but nat related 1o the terminal diseass condition given in PART'E {a) ' 19. WAS AUTOPSY
£ e/ é 0 PERFORMED? 2
- [ — . - { 0% ves[ ] NO[]
- | 200. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY QCCURRED, (Enter nature of injury in PART | or PART |l of item 18.) ’
w
8 o o O
;J 0c. TIME OF .Hour Manth, Day, Year
o INJURY  o.m,
2 p.m. _ .
20d. INJURY OCCURRED + | 20e. PLACE OF INJURY (e.g., inar abouthome, ITY TOWN OR LOCATION COUNTY +  STATE
WHILE ATD NOT WHILE 0 farm, factary, street, office bldg., etc.) ) ﬂz
WORK AT WORK — i ’

Doctor, coroner, etc. must use only standard nomenclature in item 18. No symptoms will be listed.

All diseases in Part | must be cousall

-~
L 21. ! attended the deceased from 7?%@ to U{L. / 7 and last mwt clive on ﬂ—f{‘ /7
i BN Death occurred at /7&&{( m on the date atatdd above; and to the best of my knowledge, from e couses stated.
<224, SIGNATU (Degree or title) 22b. ADDRESS 22c. DATE SIGNED
Bl Ceelitupe /h:D /fﬁé%’ . o | PP

230. BURIAL, CREMATION, | 23b. DATE 23e. NAME OF CEMETERY OR CREMATOR\' 23& LGCA\'[UN (Cln. town, of cnunrn-) L ‘(Sv_m.)

W
1

REMOVAL (Specify} .

rial " 12-19.1951 Nigh Cemetery: © . " |'* Barton County, Mo,

’ ?—-_‘ 4. FUNERAL DIRECTOR ADDRESS - .| oS bATE'RECD ,BY LOCAL REG. | 24, REGISTRAR'S SIGNATURE ~
0 Chiles Funeral Home, Lamer, Mo. DEC1 8 °B7 M{/ . % iM

(Li od Embolmer’s § on Reverss Side)




& . L S

T o STATEMENT ‘BY LICENSED EMBALMER

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

by i€, OF BY vvvvirvteeesiersreeraeians rversrese s e cerrererenas +veeveres. Student Embatmer No. ........ccoe......

wotking under my personal supervision. .

Student ..o e e e
ngnature of Student Embalmer

. Note: The above.MUST BE" SIGNED BY THE. LICENSED EMBALMER in his OWN HANDWR[TING (Fallure
to comply with the above constitutes grounds for revocation of license).

If embalmed by a STUDENT, he alsc shall sign in his OWN handwriting.

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




