lealth,

‘Waetfare

Public
Service

o symptoms will be listed. All

18. N

tom

diseases in Part | must be casuvally reloted. Coroner cannot certify to o death due to nctural causes.

. Uoctor, coroner, stc. must use only standard nomenciature in |

W',

:USE ON:LY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

FILED MAR 3 -

THE DIVISION OF HEALTH OF MISSOURI
STANDARD CERTIFICATE OF DEATH

.l......Primmy Registration District No. ...3..0:&.‘0........‘

1958

Registration District No. o oiiniancns

25~-00434'7 .

STATE FILE NUMBER

Registrar's No, ég_ "

1. PLACE OF DEATH

2. USUAL RESIDENCE ({Where deceased lived. If institution: Residence before

a. COUNTY Adair a. STATE MiBBOU.ri b. COUNTY Adair cdmZM)
b. C(I)':;Y {If outside corporate limits, give TOWNSHIP only) | Inside Limits e, QITY 5 In:id: Limits
TOWN Kirksville Yesx NoD ow  Kirkeville 10 Wores X Noo
c. FULL MAME OF {lf NOT inhospital, givelocation)|Langth of stay in 1b (i oytsid ivg |ogatiog) Reside on Form

Wenrution Kirkeville Oste¢path~2 mol * Sioeel 703 South FIFLR"8¢.. "%

3 ::eml: :E'D First Middle Last 4. DATE Month Day Year
(Tupe or print) CLARENCE A. SEFRIT D%T\TH Feb. 23 1958
5. SEX T| 6. coLOR OR RACE 7. MAR#IEDE NEVER MARRIEDD 8. DATE OF BIRTH 9. IrAGE {In ypears | IF UNDER | YEAR |iF UNDER 24 HRS,
irthdey) Iifonta | Da Flowrs | Min.

Male White wipowen [ oivorcen [§ Sept.28,1903| 4 ’ - *

102, USUAL occt:PAﬂonk(iGwe kind of u‘r[ort dm;c 106. KIND OF BUSINESS OR INDUSTRY | 11 BIRTHPLACE (Ciry mnd atatc or country) {3 [12. CiTizen oF WHAT COUNTRYT

o mgsl ng [ife, even ire
U1ty Mo  Power ht Compsny Adair County,Misgouvd 1U.8.A. |

13, FATHER'S MAME

James H.Sefrit

t4. MOTHER'S MAIDEN NAME

Jennie Barrett

{¥es, no. or unknawn}

15. WAS DECEASED EVER IN U. 5. ARMED FORCES?
U] wes, give war or datex of wrvica)

16. SOCIAL SECURITY NO.

17. INFORMANT Address

———— 486-14-856F)Grace Sefrit Kirkeville Missouri
18. CAUSE OF DEATH [Enter only one cause per line for (o), (b) end {c}.] ig’r\; ggng.ﬁeos‘;:f_rﬁ:
PART I. DEATH WAS CAUSED BY:
IMMEDIATE CAUSE (a) MedU-llary Paralysis (Increased Intra-
cranial Pressure) Hours
Conditions, if any. oue 1o oy Multiple Metastatic Brain Tumors Monthsa
ve Ccause (aty B hi .
i} stating the wnder. [ o . BT ONChiogenic Carcinoma Months
=] PART M. OTHER SIGKIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN (N PART {(a) 13. was AuTOPSY
= ERFORMED?
8 / é" 2 [ I; X wo O
:i_' Xa. ACCIDENT SUICIDE HOMICIBE | 200, DESCRIBE HOW INJURY OCCURRED, (Enter nalfure of injury in Part For Part 11 of item 18.)
g a o 0
3 20c. TIME OF Hour Month, Day, Year
. INJURY a. m.
E p.m.
X | 20d. (N}URY OCCURRED 2e. PLACE OF INJURY {¢. g., in or ahout Aome, | 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT NOT WHILE farm, factory, street, office bidg., ete.)
WORK AT WORK
21. F attended the deceaIdlo 12-16-57 , to _2:2_2:58*and last uwm alive on —2—-;2—_58-——-——
Death occurred ar gl m on the date stated above; and ta the best of my knowledge, from the causes atated.
22a. IGNATURL pre Jﬂlm ADDRESS log? W, Washlng‘ton 22¢, DATE SIGNED
/ g@; ,(ﬂ .| KirksvilTle, Mo. 2-22-58
23a. BURIAL 23b. DATE v Z3c. NAMEDF CEMETERY OR CREMATORY Z3d. LOCATION (City, toar n, or county) {State)

Feb.24,19588-~-Highlan

PavkGemetnrY-Kirksville.Missouri

ADDRESS

Kirksville,Mo.

25. DATE RECD. BY LOCAL REG. c 25. REGISTRAR'S SIGNATU
]
p
2-28-54

fLicenud Embalmer’s Statement on Reverse Side)




0
A% -" '3
® :
%

STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was em
by me, orby .....ooannaa.nn e e aea e ann e beeeeeas , Student Embalmer No..........

working under my personal supervision..

Student .. ...t rarane e,
Signature of Student Ecbslmer

r

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 2a STUDENT, he also shall sign in his OWN handwriting.
- If this body is not embalmed, fact should be so stated above,




