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\\) Doctor, corener, ote. must use only stondard nemencleture in item 18. Mo symptoms will be listed. All
N diseases in Port | must be casually related. Coroner cannot certify to a decth due to natural couses.
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FILED DEC 31 1987

ITRL WYIQIVN VIS ODEAL 10 UF ME2aVURS

STANDARD CERTIFICATE OF DEATH

3Lb. .

Registration District No. _

Primary Registration District No. .QQ.?J‘:....

STATE FILE NUMBER

Ragistrar's No. ‘;L/7

1.

PLACE OF DEATH
. NTY .
o COUNTY  St. Francois

2. USUAL RESIDENCE (Where dececsed {ived.
a. STATE

If inatitution: Residencs bafors

b, COUNTY admission}

Missouri Iraon

b. CITY (If outside corporate limits, give TOWNSHIP only) | lnside Limirs

OR

Yos [} No{

<. CITY Inside Limits

Iron Township
775'- C No l#

o Rural St., Francois Towd  Belleview "o
c. Eg%h_?:ﬁﬂ%g?gi’gé;hoiuul, givelocation)|Length of stay in 1b 4. STREET 4 mi w[ GSF" give lacation) Rc?id. on Farm
NSTITUTIONO§ B8 0 pathi & s?fo:-';n 3 oda AR Bellepiew— Yesl RO
3. NAmME OF Firat Middls Laxt 4. DATE Month - Day , Yeor
DECEASED OF
{Type or print) . Rahert Ioo Dav DEATH er, 25 1Q 5?
5. SEX : 'd 6. COLOR OR RACE 1. MARRIED [ weven Mu’ﬁlim 8. DATE OF BIRTH Ig' ?f:g;?hﬁg)a ;:UHDER ‘D:E“ Irﬂﬁ;'::fn uuts
Male White winowep [J ovoreeo [ 1L1=17=56 / I
10a. USUAL OCCUPATION {Give kind of wwork done |10b. KIND OF BUSINESS OR INDUSTRY [11. BIRTHPLACE (City and atate o country) ¢ 12, aTzen O WHAT COUNTRT?
during mout of working life, even if retired)
nf ant Ironton, Missouri U, S. A,
13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME
Lavondel C, Day Kathryn Sheltan
15. WAS DECEASED EVER IN U_S. ARMED FORCEST 16. 50CIAL SECURITY NO.|I17. INFORMANT Address

{Fes. no. or unknown)

| (If wes, pive wor or dates of wrviea)

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE
MEDICAL CERTIFICATION

- no , no Lavondel €. Do Belleview ln
18. CAUSE OF DEATH [Enter only one cause per line for (a), (b). and {£).] v INTERVAL BETWEEN
PART I, DEATH WAS CAUSED BY: ONSET AND DEATH
IMMEDIATE causE (o) _Uremia 3 days
Conditions, if any. BUE TO {5 Sept‘ lcémia 3 days
chh pare ris !o -
above c:un a), .
- o 4 .
;;?':::v c‘m:“m}da::_ DUE TO (&) Acute Ga stro “'EnueI it] S 6 dd"fs
PART If. OTHER SIGNIFICANT CONDSTIONS CONTRIZBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN (N PART i(a) 19, WAS AUTOPSY
PERFORMEDT 2
. .5 7/ o ves (1 wo X[
20a. ACCIDENT SUICIDE HOMICIDE | 20b. DESCRIBE HOW INJURY OCCURRED. {Enter noture of injury in Part 1 or Part 11 of item 18.)
a O a
20c. TIME OF  Hour  Month, Day, Year
INJURY 4. m. .
p.m. .
20d. IMJURY DCCURRED 20¢. PLACE OF INJURY (e, g., n or chou! home, 201, CITY, TOWN, OR LOCATION COUNTY STATE

WHILE AT farm, factory, street, office 0ldy., etc))

NOT WHILE
WORK O

AT WORK

Zl. I attended the deceased from__ /& * 2/- 93772 , to

L2 = 2% 357 andlastaaw

alive on L2~ Z{—-ﬁ‘ ?

hac
him

Ta

Y,

Death occurrod at - 20 P_ T‘I m on the date stated above; and to the beat of my knowledde, from the causes stated.
F-1Y NZ.- % _ (mgm or title) | 225. ADDRESS 2. DATE SIGNED
/ M Rigmarck . Missanri /2 -25% “‘7
23d. BURIAL, CREMATION, . DATE ?3: NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town. of counly) {State)
REMQVAL (Specify) . R
burial 12-27-57 Boss Cemeterx ]3039 Missouri -
24. FUNERAL DIRECTOR ADDRESS 25. DATE RECD. BY LOCAL REG.

3 1
el

H -"IQ gﬂ: QJT [fd"'

{Licensed Embalmer’s Statement on Revarse Side)

EISTRAZ s SIGNATURE




STATEMENT BY LICENSED EMBALMER

e . .

) I hereby certify that the body whose name is recorded on the reverse side of this certificate was e-n"gb

b; IME, OF DY «inrniiiiiaii et e teeeasaeaeeneeanenearansasassemeamananameasienaeaaa- Do, Student Embalmer No...........

working under my personal supervision..

Student. .. ... ..l
Signature of Student Embalmer

i : . P. O. Addreés

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (F

to comply with the above constitutes grounds for revocation of license).
If embalmed by a STUDENT, he also shall sign in his OWN handwriting.
if this qu_y is .not embalmed, fact should.bg so stated above. S ) .



