Japt. Health,
ue., & Welfore
J. 5. Public

valth Sarvice

V. 5. 300
Rev., 1-57
o

anner require Y

Doctor, coroner, stc. must use enly standard nomenclature in item 18. No symptoms will be listed.
USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

All diseases in Part | must be causally related.

_
Qo

THE DIVISION OF HEALTH

FILED DEG 23 1957

STANDARD CERT{FICATE OF DEATH

OF MISSOURY

43569

STATE FILE NUMBER

Registration District No. ... h2 ___________ Primary Registration District No. ____ 100_0 __________ Reglnrur s No. No. 136‘[-___________
. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. [f institution: Resdidqnce b;:fure
. COUNTY . STATE b, COUNTY admission
Buchaan o Missourl B s S s
C|TY (H outside corporate limits, give TOWNSHIP only) fnside Limits c. CITY "'/ lnside Limits
OR t. Jose H
I rom St. Joseph Yes [3cNo (] SR, Bt. Jos th oV ovesd O
FULL NAME OF (If NOT in hospital, give locotion) | Length of stay in 1b d. STREET (i nulmdégve location) Raside on Farm
_Sinigrst. Joseph Hosp. 20 yrs oot 5088 S e X
3. NTAME OF DECEASED First Middle Laost 4, DATE Month Doy Yeor
int OF
(Fyeo or print) George Sanford Sherman Jr. veas  Dec 7, 1957
5. SEX I & COLOR OR RACE| 7. 8. DATE OF BIRTH 9. AGE @1 F UNDER 1YEAR| IF UNDER 24 HRS,
£l marrieD[ JNEVER MAFIEDE ; 6 1937 (ir:';;:;; P UNDER LY EAR) (E0N 4hs
Male White wIDoweD{ pivorcen[§ 811, 3 '2(3 |
100. USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR 11. BIRTHPL ACE (City and stote or country} a 12. CITIZEN OF WHAT COUNTRY?
B 71-1 o o) of -5 ol FRPRY St. “oseph, Mo, .S.A.
13a. FATHER'S NAME 13b, MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
George S. Sherman, Sr Opal Cavey none
15. WAS DECEASED EVER IN U. S. ARMED FORCES? 16. SOCIAL SECURITY NO.} 17. INFORMANT Address oL e JO seph

(Yeas, nflb unlmn_wn]ltlf yas, give waﬁ&gt.: of service) unknown

George Sanford 8hserman Sr, Mo,

MEDICAL CERTIFICATION

18. CAUSE OF DEATH (Enter enly one cause pe
PART b. DEATH WAS CAUSED BY:

IMMEDIATE CAUSE (a)

jre for (a}, (bY, and {<).)

DUE TO (b)

Cenditions, if ony,

INTERVAL BETWEEN
ONSET AND DEATH

30 Wi,
_go)u.u\.?

which gave clse to
above couse {a},
stating the undar-
lying couse last.

!

BUE TO (<)

q9(95

YLoWne,_

PART Il. OTHER $IGNIFICANT CONDITIONS CONTRIBUTING TO DEATH bus not raldted 1o the tarminal dissose condition given in PART | {a)

19. WAS AUTOPSY

PERFORMED?.2

YES[] NO

20a. ACCIDEMT SUICIDE HOMICIDE

O O

205, DESCRIBE HOW i

URY OCEURRED nter nature of injury in PART }or PART Il of item 18.)
- pr
rFLP) . . - .

. TIME OF  Hour  Month, Duy,Year

Tagh o % 7-51

-20d. INJURY OCCURRED - 0. PLACE OF INJURY (e.g., inar cbout home,
WHILE ATD NOT WHILE fopp, factory, spreet, office bldg., etc.)
WORK AT WORK

Death eccurred at _

a hi
{um on 1hn duta slarcd above; and 1o the best of my knowledge, from the causes stoted.

201, CITY, TOWN, OR LOCATION /2) —county

(]

IGNATURE - | i 234, ADDRESS '1/ 23c. DATE S$IGNED
. coar (B = 37‘ o8 It 7
P A m S
230. BURIAL.CREMA:HO JE ’23: HAME OF CEMETERY OR CREMATO . LOCATION (City, town, or countyy - - {51ote}
35 12%11/57 / Memorial Park Cemeteny St. Joseph, 0
24, FU AL DIPYCTOR ADORESS - TE RECD, BY LOCAL REG.
. Joseph, Mo e /8 /95 Z'

(Licensed Embalmer’s Siatamant on RI‘II. Side)
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Ty 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, oF=B¥ ... e ermeseeesneesreasuetenseareiesturtrretattetanerararenarasens , Student Embalmer No. ...................

working under my personal supervision.

Student coicciciivirieriien—.. et —————aaaaaaas Signed ..,

G e T A A o v L D
) . Licensed Eﬁ .............
- P. O, Addrest U004
_ Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HA . (Failure
to comply with the above constitutes grounds for revocation of license). |
If embalmed by a'STUDENT, he also shall sign in his OWN handwriting.
[f this body is not embalmed, fact should be so stated above.
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