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Coraner cannot certify to a death due to natural causes.

nomeancliature in item 18.  No symptoms will be listed. All
USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

ctor, ceronet, etc. must use only standar
diseases in Part | must be cosually related.

THE DIVISION OF HEALTH OF MISSOURI
CERTIFICATE OF DEATH

58—014'759

STANDAR

FILED MAY 12 1958 A

Registration District No. ..

......_.. - Primary Raglslranan District Mo, .c.‘.

1. PLACE OF DEATH a5 'USUAI,. RESIDENCE (Where decessed lived. If institution: Rasidence _befpu/
.. counTY Jefferaon o STATE M/ S SpyR 1 b COUNTY odmisgien)
b. CITY {If cutside corporate limits, give TOWNSHIP only} Inside Limits c. CITY Insid:LEmifs
z 07
R« Joachim Twp. Yos MG No 1A o ltovies 1 Yes 0/ Nots
<. FULL NAME OF {If NOT inhospital, givelocation)|Length of stay in 1b . . . .
HOSPITAL OR d. STREET utside, give lgcc!lon) Reside on Form
wstirution Mountain View Nursing Home A7, ™ itvress -8 3 E FPRAIRIE A7 | vonn non
3. :::‘l‘n:t' Firat Aiddie Last 4, DATE Month 'Daa Year
o . QF
(Type or print) John o Mattingly - oxrn APRIL 21- S8
—
5. SEX O 5. COLOR OR RACE  |7. MARRIED L] NEVER MARRIEDL ]| ® DATE OF BIRTH |9. AGE (In years | IF UNDER 1 YEAR [ UNDER 20 1S,
tosb bipthday) Fidontha | Da; Hours | Min.
Male White moowsi:@/)-mvoncm[] JAN 1/~ 7882 %é s

10a. USUAL OCCUPATION Gm kind of work done

106, KIMD OF BUSINESS OR INDUSTRY

during m life, even if retired)
\Re7/7€ °f‘¥r/5;5'c_‘ F AR \Oproaror

T1. BIRTHPLACE (Ciry

PETME

Al or country )

Co.

12. CITIZEN OF WHAT COUNTRYT

- ]

Mo ¢ | -

13. FATHERS NAME

JoHM MAT "///a’z./

14, MOTHER'S MAIDEN NAME

UNira/o w

»

lsr. WAS DECE, SED EVER IN U, S, ARMED Fonf551 16. SOCIAL SECURITY NKO.|17. INFORMANT Address
{Fer. mo. or w wnl {If yea, pive war or dales of sarvice)
W AL P ATy 338 Presrie A
18. CAUSE OF DEATH {Enier only one couge per line for (0}, (b). and (c).] INTERVAL BETWEEN
PART I. DEATH WAS CAUSED BY: /3 A . - c . 0"27 AND DU-T“
IMMEDIATE CAUSE (g} roM fPACE S 2 &L Drei HomM ™ ,
: ﬂa-ﬂ“; ‘
Conditionas, if any, |
which gare r{;( DUE 7O {8) h
ebope c:u.n ;'). |
stating the under. .
=z fying cause lasl. DUE TO (¢) [éa[
© PART . -OTHER SIGRIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT MOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I{n) - [}9. WAS AUTOPSY
e PERFORMED? 37
B ves O] no
E 20a. ACCIDENT SUICIDE HOMICIDE | 20b. DESCRIBE HOW INJURY OCCURRED. {Enfer nature of injury in Part For Part Il of item 18)
g (W] O (|
= 20c. TIME OF Hour MoniA, Day, Year
) INJURY . a. m. . . .
E p.m, .
E [ 20d. INSJURY OCCURRED 20¢. PLACE QF INJURY {¢. ¢., in or ¢howt home, 201, CITY. TOWN, OR LOCATION COUNTY STATE
WHILE AT NOT WHILE farm, factory, street, office bidg., ete.}
WORK AT WORK . -
21. J attended the deceassd from _/ z - /“ j ’7 4 = 2’/" S Y and last saw h im afiveon ‘} /7 L)
Death occurred at FAN X A m on the date atated above: and to the best of my knowledge, from the causes stated.
22¢. SIGNATURE ~ (Degree or tige} O 22b. ADDRESS * 22¢. DATE SIGNED
; T mA: -3/ S8
23a. Bumidl, MATION. | 235, DATE 23c. NAME OF CEMETERY OR CREMATORY (Stale)
ERQVAL ifyd
FREMo VAL | H-23- §8 |Mew ST Murcvs €em

24. FUNERAL DIRECTOR ADDRESS

SToc/x MorRv AR

A

17 £ Cran'y)

25. DATE RECD. BY

2~/

7AL REG.

ST L‘U‘leicenlod Embalmer’s Sfahmd(ﬂ on Reverse Side)
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STATEMENT BY LICENSED EMBALMER

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

DY INE, OF DY Ltniiiii ittt ianaatcaaaenam ety as

working under my personal supervision..

Student ...oereom i iicieiiinar s raeaas
Signature of Student Embalmer

_ P. O. Address &F [ S

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

1f embalmed by a STUDENT, he also shall sign in his OWN handwriting.
If this body is not embalmed, fact should be so stated above, .




