THE DIVISION OF HEALTH OF MISSOURI 58_04_0566 |

Health |
. wll'fu'ra STAN DARD (ERT'F'CAT! OF DEATH STATE FILE NUMB—ER |
::::::o r“-ED D E C 1 5 195—8_09ishuﬁon_ District No. 1 7 lf Primory Regislruti?rj Dislric_m_:.zém.g.x:_____-, Registtgr's No.. e Zé:__f{_

1..57 l

I e PLI“Q:E.]DF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Resci'da_nc_e befpfe
300 o COMEY ayette MrsBUari Laf ay &00E acmission
b. CITY (If outside corporate limits, give TOWNSHIP only) Inside Limits c. CITY & 54.'.1 Inside Limits
- Yes@ Ne (] oR - g Ye No D
Town  Lexington toww  Lexington ]
c. [!-:igls-ll;l NAE!:HE)OF {If NOT in hospital, give focation) | Length of stay in 1b d. STREET =+ (If outside, give location) Reside on Farm
TAL OR . ADDRE ¥
insTiTuTioN e x, Memorisl Hdsp., lhr, 816 £ lain 8%t Yor [J Nog]
3. (NTAME OF DE;:EASED First Middle Last 4. DATE Month Day Year
ype or print OF
ROY F. MEIRER peatiDecember 4 1958
5. SEX 6. COLOR OR RACE| 7. MARR'E@EVER MARRIEDD 3. DATE OF BIRTH 9. AGE (In years {|[F UNDER I YEAR| IF UNDER 24 HRS.
Hlale d Whnlte ——— A Ap ril 6 1889 |69.m-duy} Months l Days | Hours Win.
10a. USUAL OCCUPATION (Give kind of work dons | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (City and state or country) 2 12, CITIZEN OF WHAT CQUNTRY?
i =y of i ife, even if ratired T
O L BE TP v Lolft™House Lexington, Mo. u.s. A

y related.
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USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

13a. FATHER'S NAME

Leonard Heirer Emma Viola

13b. MOTHER'S MAIDEN NAME

14. HAME OF HUSBAND OR WIFE

Burris Hartha Spruce Meirer

15. WAS DECEASED EVER IN Ui, 5. ARMED FORCES? 16. SOCIAL SECURITY NO.

(Yeas, no,Na\k:qwn) (f yas, give war or dates of service) 471 “[? - 746‘4

17. INFORMANT Address

Mrs. Martha Meirer Lexington, Mo,

18. CAUSE OF DEATH (Enter only one couss per lins for (a), {b), and (c).}

PART |. DEATH WAS CAUSED BY: C g ¢

IMMEDIATE CAUSE (a)

INTERVAL BETWEEN
ONSET AND DEATH

_,E:L—uv\.u\rij. G- },Q..-

Conditions, if any, DUE TO (b}
which gave rise to
above cause {a),
stating the under. }
g lying cavse laost DUE 10 (c}
- PART il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH bur not related te the tarminel dissase condition given in PART | {a} 19. WAS AUTOPSY
] B g\ ) PERFORMED?
g (Arsu | cuw  Loulaas TN 2 331 X YEs[(J NOCR 2.
2| 20a. ACCIDENT  SUICIDE  HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART Il of item 18.)
w
v (I g d
S 2c. TIMEOF Hour Month, Day, Yeor
a INJURY a.m.
x p.m.
204. INJURY OCCURRED . 20e. PLACE OF INJURY {e.g., inor abouthome,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
wHILE ATD NOT WHILE D farm, factory, strest, office bldg., etc.)
WORK AT WORK

21. | attended the deceased from be [ ﬁ - /fé‘ 10 Dec

-q’ 1956 undlcstiowmglivgonlz‘s - fé {95 ZL

Death occurred at 10: :‘)O P.L.H. m on the dote stated above; and to the best of my knowladge, from the couses stoted.
22a. _SlG&gﬂE . M' {Degrep or title) 2 22b. ADDRESS 22c. DATE SIGMED
c M O W/@}Jp Lexington , lo. fR-&- 5 5
23a. BURIAY, EMATION, | 23b. DATE 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (Ciry, town, or county} {State)
RE| L {Specify) . =
Burial Dec.8 1958 W!mul_édpr/gnj Lexington Mo.
24. FUNERAL DIRECTOR ADDRESS 25. DATE RECD. BY LOCAL REG.

Harold L. Walker Lexington, Mo,

/2-/0 -5 &

| 2? 2:ISTRAR'S SIGNATURE i

{Licensed Embalmer"s Statement on Reverse Sida)




STATEMENT BY LICENSED EMBALMER

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

BY M@, OF DY 1evveeeiiiiiiiniiriiin i ee e et se s s , Student Embalmer No. ......ccooouieennn

working under my personal supervision.

Student Signed ﬁ/z/‘é’/// W‘/gb‘— .............

Signature of Student Embalmer

P. O. Address s 4.(\7&»

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).
" 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.

.- - L




