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© only sfondord nomenclature in item 18. No symptoms will ba listed.
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"USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

THE DIVISION OF HEALTH

STANDARD CERTIFICATE OF DEATH B

egistration District No. ,“...._____..__q]B —..Prim

OF MISSOURY

STATE FILE NU éé
ory Reglstmhon Dlsmct 3 003 _____________ Reqlstrar s Ne A, __8 ______

1. PLAgE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. [{ institution: Reyn‘e/nc?ﬁefore
a. COUNTY a. STATE Kentuclcy b, COUNTY DaVleS§
b. CITY (If outside corperate limits, give TOWNSHIP only) Inside Limits o) ClTY Inside Limits
OR Yes X} No [] 6 g Owensbor Yes] No [
TOWN S, LOUIS, MISSOURI £ 10w © o :
i ftg%l!'_l NAMEOOF {If NOT in hespital, give lecation) | Length of stay in 1b d. STREET {If outside, give location) Reside on Farm
TAL OR ADDRESS
O W s X 3 1712 Navaijo Dr. Yes [J Mo X}
)
3. NAME OF DECEASED First Middie Last 4. DATE Month Day Year
(Type or print) OF
RORMAN JAMES MYERS oeaTHOCTOBER 11, 1958
5. SEX 6. COLOR OR RACE ?.MARR‘EDX]NEVER warrren[] 8. DATE OF BiRTH 9. AGE' L..,.'m,,; ::..T:ER:I;:,EAR I:ouu:dDER z;_HRs.
- Lty gy, : ) 1 in.
Male O White wiooweo[]  / oivorceo[]| June 11,1905 oY I ,

10a. USUAL OCCUPATION (Give kind of wark dona

during most of gvprking life, even if ratire
Praffsman e

16b. KIND OF BUSINESS OR

CH¥Co,

11. BIRTHPL ACE (Ciry and state ar country)

Chicago, Illc /

12. CITIZEN OF WHAT COUNTRY?

U.Se

13a. FATHER'S NAME

Daniel Meyers

13b. MOTHER'S MAIDEN NAME
Cora Loney

14. NAME OF HUSBAND OR WIFE

Harriett Meyers

15. WAS DECEASED EVER IN U, 5. ARMED FORCES?
(Y.‘N\ol or unknawn}| (If yes, give war or dotes of sarvics)
[»)

16. SOCIAL SECURITY NO.

Unknown

17. INFORMART

Harriett Meyers,

Address
Owensboro,Ky.

18. CAUSE OF DEATH (Enter only one cause per lins for (a}, (b), and (e))
PART ). DEATH WAS CAUSED BY:

IMMEDIATE CAUSE (@ __Lymphosarcoma

INTERVAL BETWEEN
ONSET AND DEATH

15 yrs.

207.{

Conditions, if ony, DUE TO (b}
which gave rise to
absve couse (a),
stating the under- }
5 lying couse last. DUE TO {c)
= PART 1l. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but nor related to the tarminal dissase condltion glven in PART | {a) 19. WAS AUTOPSY
by PERFORMED? /
i« YESIX NO [
| 200. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in PART | or PART Il of item 18.)
uy
o O (| ]
§ 20¢. TIME OF Hour Month, Day, Yeor
a INJURY .,
X p.m.
20d. INJURY OCCURRED 20e. PLACE OF INJURY (e.g., inor cbouthome,| 201, CITY, TOWN, OR LOCATION COUNTY STATE
WHILE ATD NOT WHILE ) tarm, factary, street, office bidg., eic.)
WORK AT WORK

21. | attended the deceased from AUG 29: 1958
Death occurred af ° 00 A M,

, to MT 11 ) lgﬁ ond last saw jl_:';‘ alivecn QCTP. ll, 1958

m on the date stated above; ond to the best of my knowledge, from the couses stated.

HATURE Dogeae or tijle)
TSy, T~ W BeeQ 4 O

22b. ADDRESS

BARNES HOSPITAL

22c. DATE SIGNED

10/11/58

23a. BURluCREMATloN 23b. DATE 23e. NAME OF CEMETERY QR CREMATORY 23d. LOCATION (City, tewn, or county) {Siate)
MOV AL (Specily) .
emov 10-11-58 Local Owensboro ,Kv.

24. FUKERAL DIRECTOR

ADORESS

Albert H.Hoppe,L700 Viashington Blwd.

25. DATE RECD. BY LOCAL REG.

0CT'1 458

26, REGIS;RAR'S $IG 31'URE

Jwi&

d Embal

L

) 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

v by mawd-by ...oooiiiiiiiinens feeeeeeeratetvemerserevereretesbestaranEtatatrrntereresanan ., Student Embalmer No. ...........ccc0veee

........................................................

Signature of Student Embalmer

P T [ - - . - -
H ¢ . ,:»- - " [

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

If embalmed by a STUDENT, he also shall sign in his OWN handwriting. - - . ' B

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

LI . * - .



