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THE DIVISION OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH

@%ﬁ@ie

A mgi tration Distriet No. 157 Primary Registrotion District NO-Joag .‘ ... Registrar’ s No. No... 1__ A e
II!)—E[‘] :I'L‘IUE 6 !gvv : - - — -
1. PLACE OF DEAT 2. USUAL RESIDENCE (Whore deceased lived. If institution: Reudenco,bcfora
a. COUNTY Jasper o STATE M4 ggouri b COUNTY Jaspé'f"/“"‘
b. ch {If outsida corporote limits, give TOWNSHIP only) Inside Limits c. CETR:( q‘ ‘f 3 Inside Limits
TOWN Carthage Ves[g Ne[) town Carthage o | Yo N[
c. FULL NAME OF (If NOT in hospital, give location) | Length of stay in 1b d. STREET (If cutside, give lncation) Reaside on Farm
IOTIAIOR 426 S, MeGregor| 30 yrs T 426 S. MoGregor | veOmix
3. :iTAME OF DE:.'EASED Firsr Middle Lost 4, DA;E Month Day Yeor
pe or print 0
e se JOHN HENRY PARKER pearn  July 31, 1958
5. SEX é. COLOR OR RACE} 7. MARRIED [T N{VER MARR!EDD 8. DATE OF BIRTH 9. AGE s::':;:r; ::r:ﬁené;eln |:°L::DER 2;:!25.
male white wipawen [ ovorceo[ ]| Feb 10 ’ 1871 g‘? ’ | ] '

10a. USUAL OCCUPATION (Give kind of work dons

et BLITEPE" HATT D

INDUSTRY

L]

10b. KIND OF BUSINESS OR
recreation

11. BIRTHPLACE (City ond state or country) ‘

Urbana, Kansas

12. CITIZEN OF WHAT COUNTRY?

USA

130. FATHER'S NAME 13b, MOTHER'S MAIDER NAME 14. NAME OF HUSBAND OR WIFE

Ebenezer Parker Ruby J. Bond Georgia A, List Parker
15. WAS DECEASED EVER [N U, 5. ARMED FORCES? 16. SOCIAL SECURITY NO.| 17. INFORMANT Address
oy o ] (e e v deres fnicd) 99380372 | Walter Parker, 802 Osk , Carthage, Mo

MEDICAL CERTIFICATION

PART |. DEATH WAS CAUSED BY:

IMMEDIATE CAUSE {a)

CAUSE OF DEATHAEMW anly ore couse per line fop(a), (b), u%)

INTERVAL BETWEEN

ONSET ANDAEATH
=

1.

s

7/
| H-5 4,

Decth occurred ot

Conditions, if any, DUE TO (b}
which gave rise fo } x > /
obove cause {a),
tatl h. der-
lying coves last } DUE TO (<) YS00 F
PART Il. OTHERSIGNIFKCANT CONDITIONS CONTRIBUT, TD DEATH byt not r.lma to the terminol diseose condition glven in PART | (a) 19. WAS AUTOPSY
PERFQORMED?
- Gme YES[(] Nofd 2
20a. ACCIDENT ‘S[ncuae HOMICIDE | 20b. néscmas B&w INJURY OCCURRED (Enter natuf’of injury in PART I'or PART Il of item 18.)
[ O O
20c. TIME OF Hour Month, Day, Year
INJURY a.m.
p.m.
20d. INJURY OCCURRED 20e. PLACE OF INJURY (e.g., inor abouthome, | "20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE ATD NOT WHILE 0 farm, .ctery, street, office bldg,, e1c.)
WORK AT WORK B
21. | ottended the deceased from S = / .f_j , fo 7"‘5 1""58 and last sawl[: alive on 7- 31- ﬂ

m on the dote stated above; and to the best of my knowledge, from the causes stated.

220 AIGNATURE /’ / fﬁmr mm

22b. ADDRESS

22¢. DATE SIGNED

Carthage, Mo 8-1-58
2{0- BURIAL, CREMATION, | 23b. DATE 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, rewn, or county) {State)
urial " | 8-4-58 Park Cemetery Carthage, Mo

24. FUNERAL DIRECTOR

Knell Mortuary, Carthage, Mo

ADDRESS

25. DATE RECD. BY LOCAL REG.

e [, /T

d EEGISTR.\I’?'S NGN§2U§ . ffg

{Licensad Embalmer’s SIHPM! 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 embalmed

by me, or by ...... TP PROTRP POt , Student Embalmer No. .....c.oveinicinns
working under my petsonal supervision.
Student ..ocviiiiiiiiiiiiiiii e e nees Signed @ .BP.M ............................
Signature of Student Embalmer ’
) AT . . Licensed Embalmer No'f\??o

L p. 0. Address. (oK hoge,

e g *

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

If embalmed’by a STUDENT, he also shall sign in tiis OWN handwriting. =~~~ "

If this body is not embalmed, fact should be so stated above. i . _




