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o

. PLACE OF DEATH

v D

BBOMN TYPEWRITE IF POSSIBLE

¢

K

s

must be causall

7
ONL

2

All dissases in

LS e

2. USUAL RESIDENCE (Where deceosed lived.

If institution: Residence befdfe

. COUNTY . STATE b. COUNTY, admi 5319
I ° Audrain ° Misgouri Audra
b. CITY (If eutside corporate limits, give TOWNSHIP enly} Inside Limits ¢ CITY Y. ]}_3 Inside Limits
Ry Mexi Yes [ No [J or o | Yes{Z] Mo[]]
TOWN 8X1COo TOWN Mexico
c. ES'S_I!’_I'?AAEE OF (1f NOT in hospital, give location) | Leagth of stay in 1b d. iTD%E]EEES (If outside, give location) Reside on Farm ,
INSTITUTION A.udrain Hospitall 7 hrs 8l4 S. Grove Yos [} No i |
3. NAME OF DECEASED Firs: Middle Last 4. DATE Month Day Year |
{Type or print) OF i
John Frederich Euff PEA™ Nov. 24 1958
5. SEX 6. COLOR OR RACE]| 7. . 8. DATE OF BIRTH 9. AGE (In ye F UNDER 1 YEAR| IF UNDER 24 HRS.
MARRIEDJEVER MARRIEDD £t Li?!ﬂd:;; Months | Doys Hours Min,
ale White wooweo[]  ovorceo[]|Oct. 14, 1880 | 78 l
100. USUAL QCCUPATION (Give kind of work dona | 10h. KIND OF BUSINESS OR 11. BIRTHPLACE (City and state or country) 12. CITIZEN OF WHAT COUNTRY?
during mosr of working life, even if retired) INDUSTRY
Farher Agricul ture 3arnesville, Ohio / USA

13a. FATHER'S NAME

John Early Huff

13k, MOTHER'S MAIDEN NAME

Sarepta 4. Jell

14. NAME OF HUSBAND OR WIFE
Bina Mae House

Huff

15. WAS DECEASED EVER IN U, S. ARM
{Yus, no, or unkmwﬂ)l [ y-&li_v:_w_m‘-m

dates of servics)
w -

16. SOCIAL SECURITY NO.| 17. INFORMANT

1&21-05"7011-

ED FORCES?

Address

which gave riss to
obove couse (a),
stoting the under.

i

18. CAUSE OF DEATH [Enter only one cause p

DUE TO {c)

Mr, Hareold Huff Hexigg, Missouri

INTERVAL BETWEEN

PART I. DEATH WAS CAUSED BY ONSET AND PEATH
IMMEDIATE CAUSE {a) } Aﬁo
Conditions, 1 any, . DUE TO (b) /&um m{ % M M /o 3/\”

Death occurred at

Z Iying couse last.
:_2 PART H. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not relarted 10 the terminal diseass condition given in PART | {a) 19. WAS AUTOPSY
X PERFORMED?
£ 443 X YES(G NOJA o
2| 20a. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART J or PART Il of item 18.)
8 o O O
§ 2c¢. TIME OF Hour Month, Day, Year
a INJURY a.m,
E p.m.
20d. INJURY OCCURRED 20e. PLACE OF INJURY (a.g., inor abouthome,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE ATD NOT WHILE D form, factory, street, office bldg,, a1c.)
WORK AT WORK
21. 1 attended the deceased from J-Ro-53 , to f—= 24— 5 y and last sow:: aliveon __ /£ / — 2-‘[’-51

P mon the dule stated above; ond to the best of my knowledge, from the couses stoted.

v
E ! {Degree or rirle)MA o

22b. ADDRESS

T2¢. DATE SIGNED

22e. TURE
gM’S ied , Jho Li—- B
23a. BURIAL, CREMATIO‘N, 23b. DATE 23¢. NAME OF CEMETERY OR CREMATORY m.‘LOCATIDN {Ciry, tawn, or county) (State)
REMOVAL {Specily)
Burial  |11=~26=58 Bast Lawn Memorial Park Mexico, Missouri

24. FUNERAL DIRECTOR

Arnold Funeral Hone

ADDRESS 25. DATE RECD. BY LOCAL REG.

Mexico, Mo, 7?(/2)‘ 26-7195F

{Licensed Embalmer’s Stotemant on Reverse Slde)

24, GISTRAR'S SIGHATURE
P8l Aok,
f



- ! 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, orby ............... etiesesrresreretsesresrrensrnrereTrrarerstastraisaranseasruTTnrTbseataas ., Student Embalmer No. ...................

working under my personal supervision.

StUAEOL cevvieiiniiiiii it r e e e Signed
’ Signature of Student Embalmer

Licensed Embalmer Noﬁfo
P. 0. Address< 224l s Toes?

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).
% ‘Iff émbalined by’ a STUDENT, 'he also shall sign in his' OWN handwriting: ~ .~ 7"
If this body is not embalmed, fact should be so stated above.

AL . LD i Y



