T et

THE DIVISION OF HEALTH OF MISS0URI

58-035871

Health, )
LPW:Illun STANDARD CERTIFICAT! OF DEATH : STATE FILE NUMBER
ublic
Service "“_LU U L,T 2 7 ]ggglstmnon Dumcl Neo. ?’z' Primary Raglsfrunon Dlslrlcf No. . 3_-_.,422_..,.._“.. Reglstrur s No. __A_:_B_Z______
. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. M lnsj'mmon Residence befora
300 a. COUNTY Coope r a. STATE Missouri b. COUNTY (40 Qpeqdmmwn)
1-57 b. CITY (If outside corporate limits, give TOWNSHIP only) | Inside Limits ¢ CBTRY Inside Limits
/ TOWN Boonville Yes fg] Mo ] town DBoonville Yos(] Ne[H
c. FgLII;I NAME OF (lf NOT in hospital, give. location) | Length of stoy in 1b G STR RET ﬁ-f outside, give location) Raside on Farm
menirovion St. Joseph's Hodp. 5 days = 7 QADDRESS RFD 77 Yos K] No ]
3. NAME OF DECEASED First Middle Last 4. DATE Maonth Day Yeor
{Type or print} ~ ~ o]
ANTON -—-—- BLLASCHYSHYN peaTHOctober 18, 1958
5. SEX 6. COLOR OR RACE| 7. maRRIEDL ] NEVER MARRIED[ ] 8. DATE OF BIRTH 9. AGE (In years IF UNDER § YEAR} IF UNDER 24 HRS.
~ i nths ays Hours in.
) male g white wioowenX  f oivorceo[)] AUg. 24, 1876 G birthden) [Momhs | Doy [ "
G 4
5 10e, USUAL CCCUPATION (Give kind of wark done | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE ({City and stats or country) 12. CITIZEN OF WHAT COUNTRY?
= ing most of working fife, aven if retired .
: armer ot | agPiBhlture Poland «| Poland
§ 13a. FATHER'S NAME 13k, MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
. unknown unknown unknown
w
.;i E‘ 15. WAS DECEASED EVER IN L), 5, ARMED FORCES? 16, SOCIAL SECURITY HO.| 17, INFORMANT Address
::', g {Ytl,r\eltsunknqwn)-(lf yas, glve war or daotas of servica} none James JanCh_YShyn BOOnVi lle, Mo .
Z o
5 w PART |. DEATH WAS CAUSED BY: ONSET AND DEATH
" IMMEDIATE CAUSE {o} N2yt - /P
B hap ks 2
. ""L" Conditions, If any, DUE TO (b)
5 = which gave rise 1o bl
= ; ﬂbﬂ‘;‘l C:Ul. nd(.)'
] stating the under-
E 8 g iying g=1'.ma- lost. DUE TO (¢} 5?3 X
¢ . SHE- PART 11, OTHER SIGNIFICANT CONDIJIONS CONTRIBUTING TO DEATH but not ralated 16 the terminel disease conditfon given in PART 1 (o) i9. WAS AUTOPSY
£3 o X éf o PERFORMER?,
2 S }vmz‘vé YES[] nNO
E - x Y| 200. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OGCURRED. (Enter nature of injury in PART | or PART H of item 18.} P
== ZHu
s ifl o o ©
5 & j § 20c. TIME OF .Hour Month, Day, Yeor
5 3 o ] INJURY  am.
= :.; = B p.m.
g E % 20d. INJURY OCCURRED 20e. PLACE OF INJURY {e.g., inor abouthome,{ 20f. CITY, TOWN, OR LOCATION COUNTY STATE
gt W WH[LE ATD NOT WHILE 0 form, factory, strest, office bldg., stc.) -
] AT WORK
Ef { 21. | attended the deceased from Ip" ’7" . 1o /0"[8'¢‘>’8' ond last hw::uliv-on /0’/!b.g
§ é Death occurred ot m on the date stated above; ond to the best of my knowlndge, from the cavses stafed.
-] 225, SIGNATURE /\7 {Degree gf tit! . 22c. DATE SIGNED
g 5 -
2 d. WM /73 Vg lo-2658
23a. BURIAL, CREMATION, | 23b. DATE 23:. RAME OF CEMETERY OR CREMATORY 23d. LOCATION {Ciry, town, or county) {Stote)
S \j Specify) e : -
pd Y8 [ 10/21/58 SS Peter & Paul's Cem. Boonville, Mo,
- ...r 24. FUNERAL DIRECTOR ADDRESS ATE ECD. BY, LOCyEG 2 'S URE
B. W. Thacher Boonville, Mo. |/9/29/J UL Sadlinadl
{L§ Jd Embalmer's ./Rﬂ.tu Sida} / U

18. CAUSE OF DEATH (Enter only one cause per line for {a}, (I:) and (c).)

—

INTERVAL BETWEEN




i el

PO o . - - D
\ -
.- - - - - _—. e s T T -
Ty . -
ot e Da NN
I o I + :
PR i PR G P e ae . - .
4 P -
H -
- r -~ N - -
[ - . - PR -

STATEMENT BY LICENSED EMBALMER

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

by me, 0T bY .cvrerireii i frrerennes ............. et erarennerenes ., Student Embalmer No. ................e..

working under my personal supervision.

Student cooerinii s
Signature of Student Embalmer

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure
to comply with the above constitutes grounds for tevocatlon of license). o . ) ‘ |
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. ‘




