THE DIVISION OF HEALTH OF MISSOURI
. Health,

& Welfare STANDARD CERTIFICATEOFDEATH = —— BE- 5§]E;6‘“"
. Public I .
h sem" LED JUL 2 1 1g53_.gi;rm:ion_ District No. 7 2/ Primary Registration District No. .,,“.9,_“?-_{..4._,&.:....” Registrar’s No.__ (@ 2 ________.
én 1. PLACE OF DEATH 2. USUsérLA.II_lEESlDENCE {Where dncaus:d IC.E.;[;’NT” institution: Ras‘}fﬂqncp before
. COUNTY . Y < aamissio
5. ° Daviess Missouri Daviess
-1-57 1 b. CITY {If outside corperate limits, give TOWNSHIP only) Inside Limits ¢. CITY a3/0 Inside Limits
OR Yos ] Mo [] oR o Yesf] No[]
TowN Coffey 3 TOWN Coffey
c. FULL NAME OF {If NOT in hospital, give location) | Length of stay in 1b d. STREET (If outside, give location) Reside on Farm
HOSPITAL OR ADDRESS Yes ] N @
INSTITUTION - 68 Years - i °
3. NAME OF DECEASED First Middle Lost 4. DATE Month Day Y ear
{Type or print) OF
Benjamin Franklin Stewart DEATH  mply 131958
5. SEX 6. COLOR OR RACE| 7., prco[ Jnever marriep[]| & DATE OF BIRTH 9. AGE (in years :P:t;lﬁE R ;f:.\n LF UNDER 24 HRs.
Q3 F . -
Male © White wiooweo[3d  oivorceo[l| February 15,1875 l
105 USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE {City end state or cauntry) 12. CITIZEN OF WHAT COUNTRY?
dutln most of working life, even if retired)} INDUSTRY
etired Farmer Land-Owner McFall, Mo, U,S.A,
13a. FATHER'S NAME 13b, MOTHER*S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
Charles Stewart Rachéd Btephenson Carrie Foster
15. WAS DECEASED EVER IN U. §. ARMED FORCES? 16, SOCIAL SECURITY NO.| 17. INFORMANT Address
(Y#py no, or unknawn)] (1§ yes, give war or dotes of service)
’S | 4,98=42-L9ks Mrs. Carrie Stewart. Coffey, Ma,

18. CAUSE OF DEATH (Enter only one cause per lin
PART |. DEATH WAS CAUSED BY:

IMMEDIATE CAUSE ()

INTERVAL BETWEEN

r (el () and )} ONSET AND DEATH

421

,

abeve cause {d),
stating the under-

Canditions, if any, } DUE TO (b)

which gave rize to
DUE TO (¢) 43 LH

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

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

z Iylng cause last,
< ,5_’ PART il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but net related 1o the termingl dlasass condition given in PART | (a) 19. WAS AUTOPSY
: g PERFORMED?
_: H YES D NO ]
_;, S 1 200. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART ] of item 18.)
M G O C n
] 2
v Ul 20c. TIME OF .Hour Month, Day, Year
2 8 INJURY a.m. N
g x p.m.
E 20d. INJURY OCCURRED 20e. PLACE OF INJURY (0.g., inor oboutheme,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
T WH]LE ATB NOT WHILE EI farm, factory, sireet, office bidg., etc.)
8 AT WORK
E 21. | attended the daceosed from T AT, , 1o y el and last 3ow ’}:I":' alive on
s Decth occurred at 2a00 A M - m on the daote stoted abeve; and to the best of my knowledge, from the cauvses stated.
& yATU E (Dagree or title) é 22b. W 22¢c. PATE SIGNED
> ALt %J
Z ok T atisnacdue 450 3 oralciniy 7/ 3758
230, BURIAL, CREMATION, | 236, 8ATE 23¢. NAME OF CEMETERY OR CREMATORY 23d, LOCATION (City/ town, or county) AStare) /'
' REl.lDVA.L {Specify}
?! Burial July 15, 1958 Coffey C Vv Coffey Mo,
‘,’" 24. FUI AL DIRECTOR ADDRESS 25. DATE RECD. BY LOCAL REG. 26. REGISTRXRIS SlGHATURE
v —§
Pattonsburg, Mo, 7-/7 — &

(9] d Embalmes’s § on Reverse Side)




oL BERL TY A

STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded an the reverse side of this certtificate was embalmed

Signature of Student Embalmer

Licensed Embalmer No.%ﬂ. 6 .......

P. O. Addressf

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (F&iure
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'body is not embalmed, fact should be so stated above.

-




