Health,

& Welfare

Public

 Service

7

All diseases in Port | must be causally ralated.

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

FILED OCT 31 1958

Registration District No.

THE DAVISION OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH

27

Primary Registration District No.______5_.0,8,,1,.............

98-035421

STATE FILE NUMBER

wene Registrar's No.,“_/_4.4_-__..-_

PLACE DF DEATH 2. USUAL RESIDENCE {Whare decsossd lived. If institution: Residence be}w.
a. COUNIY a. STATE b. COUNTY admissiol
Bates Missouri Bates
b. CIOTRY {M outside corporate limits, give TOWNSHIP only) Insids Limirs €. CBTY Inside Limits
R
N

TOW _ Bast Boone Twp. Yes O Mo L TOWN Yes[J Ne[]
c. FULL NAME QF (If NOT in hospital, give locunon) Length of stay in 1b .’ STREET (If outside, give locotion) Reside on Farm

HOSPITAL OR g0 CADDRESS v N

INSTITUTION 72_vears East. _Boone Twp. You (5 Mo [T
NAME OF DECEASED First Middle Last 4. DATE Maonth Day Y aor
(Type or print) . OF

Samuel Emmett Bolling peATH Qct .21 1958
5. SEX 6. COLOR OR RACE 7‘MAHRIEGC| NEVER MARRIED ] 8. DATE OF BIRTH 9. AGE {in yeors :UN'I‘B.EE 1 YEAR I;::NDER 24 i:Rs.
Male O White wooweo[] 4 oworceo(]| Mar,1,1886 720 [ "

100. USUAL OCCUPATION (Give kind af wark done

10b. KIND OF BUSINESS OR

11. BIRTHPLACE (City oand state or country)

12. CITIZEN OF WHAT COUNTRY?

during most of working [ife, even if retire .
Farmer e oSSRy Bates Co.Missouri © U.S.A.
13a. FATHER'S NAME }35. MOTHER’S MAIDEN NAME I 4. HAME OF HUSBAND OR WIFE
Benjiman Franklin Bolling Mitalda Galloway 1 Flora Bolling

15. WAS DECEASED EVER IN U. 5. ARMED FORCES?
(Yas, "N' unlmq-m)l(lf yes, give war or dotesr of service)
Q

16. SOCIAL SECURITY RO.

4,50-42-5652

17. INFORMANT

Address

Mrs.Flora Bolling,Adrian,Mo.

PART I.

Canditions, if ony,
which gave tise to
above cauxs (a},
stating the under-
lying couse last.

18. CAUSE OF DEATH {Enter only one couse per
DEATH WAS CAUSED BY:

IMMEDIATE CAUSE (o}

DUE TO (b} @me ~
Y10}/

;yGhLmJMun

INTERVAL BETWEEN

ONSE: AND DEATH

DUE TO {c}

PART H. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the terminal diseass condition given in PART I (a)

19. WAS AUTOPSY

z
Q

=

hi PERFORME
L YES[(] N

k| 200. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. {Enter nature of injury in PART ) or PART Ii of item 18.)

o 0

.-<J P

Ul 2c. TIME OF HMHour Month, Doy, Year Lo

a INJURY a.m.

x p.m. M_- -

204

. INJURY OCCURRED 20e. PLACE OF INJURY (e.g., inor about homa,
WHILE ATD NOT WH| form, uetory, street, office bidg., etc.)
WORK .

2i. CITY, TOWN, OR LOCATION

COUNTY

STATE

21. l'ottended the d. d from

and lost saw t:l

L _Deathgccurred of

m on the dote stated cbove; and 1o the best of my knowledge, from the couses stated.

alive on

T, SIGNJTURE

1AL, CREMATION,
REMOY AL {Specify)

Burial

3a. 23k. DATE

10-25-58

OF CEMETERY OR CREMATORY

Crescent Hill Cemeter]

22b. ADDRESS

23d. LOCATION (Ciry, tawn, o county)

Adrian,Mo.

24. FUNERAL DIRECTOR

Six Funeral Service.Adrian,Mo.

ADDRESS

25. DATE RECD. BY LOC?’
o

{Licensad Embolmer's Sfatement on Reverss Side)




-

i

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, OF DY (o e , Student Embalmer No. ...........cceeeee

working under my personal supervision.

By AT 05 L1 1 S OO PPPPP
Signature of Student Embalmer

Licensed Embalmer No....3820Q........
P. 0. Address Adrian,Mo.........

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

If embaim'ed by a STUDENT, he also shall sign in his OWN handwriting. -~

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

* °. -




