Health,
L Welfare
Public

Service

Lachor, corones, &ic. must Use only standard némencloture in item 15. No symptoms will be listed.
USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

All diseases in Part | must be causally ralated.

FILED DEG 2 108iswotion pisvics v

THE DIVISION OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH

383

58-040602

STATE FILE NUMBER

Primary Ragistration District NO-.__EQS_S. ___________ Registrar's No.___ / .A‘,f_.:. _____

1. PLACE OF DEATH

admisst

2. USUAL RESIDENCE (Where decaased lived. If institution: Residqncyﬁom

. COUNTY . STATE . . b. COUN
° Lawrence ° Missouri N TShelby
b. CITY (If outside corporate limits, give TOWNSHIP only} inside Limits c. CITY Insida Limits
R Y D N & OR . /v %
TowN Mi, Vernon =4 ° TowN  Shelbyville v Yes] No[]
c. FgL;. NAM%DF {tf NOT in hospital, give location} | Length of stoy in 1b d. STREE.;S {I# outside, give location) Reside on Farm
HOSPITAL OR - ADDRE
msTiTuTioN YYoeState Sanatorium 10 days : Yes (] N[
3. NAME OF DECEASED First Middle Last 4. DATE Month Day Yeor
{Type or print) OF
Orval N, Manuel DEATH Nov,. 22, 1958
5. 5EX 6. COLOR OR RACE T'MARRIEDDNEVER marrieo[ ) 8. DATE OF BIRTH 9. AIGE' Si,.rz::;; ;:J::ﬁER ;LEAR i::ﬁnsa 2;:!25.
Male White wioovenft] 9 owvorcen[] |Septe 9, 1887 71 | [

10a. USUAL GCCUPATION {Give kind of work done
during most of working life, even if retired)

10b. KIND OF BUSINESS OR
INDUSTRY

11. BIRTHPLACE (City and stote or country)

Shelby County, Mo. ¢

USA

12, CITEZEN OF WHAT COUNTRY?

13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF H'U'SBAND OR WIFE
unknown unknown _

15. WAS DECEASED EVER IN U, 5, ARMED FORCES? 16. SOCIAL SECURITY NO.| 17. INFORMANT . —- Address

T G| U e oive wor or detes of aeevicn unknown |San.records,Mo.State San.,Mt.Vernon,Mo.

PART L

18. CAUSE OF DEATH (Enter only one cause per line for (a), (b), and (c).)
DEATH WAS CAUSED BY:

IMMEDIATE CAUSE (a)

Cardiac arregt, secondary to aspiration of

INT
ON

14

ERVAL BETWEEN
SET AND DEATH

hre

pericardial sac

T

Deaath ogfyred at

2:05 a.m, -

Conditions. if env.  DUE TO () oa ith invasiqgn
= ave rise to T . v s
cbove coute (o), } of mediastinum, trachea, and pericardium
stating the wnder-
g lying cause last. DUE TO (¢}
= PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not relatad to the tarming! disease condltion given in PART | (o) 19. WAS AUTOPSY
= H t 1 d . PERFORMED?
& epatomegaly, secondary to congestive changes 16/ / YESE wo[]
21 20a. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. {Enter nature of injury in PART | or PART Il of item 18.}
8 O o O
S| 2c. TIMEOF .Hour Menth, Day, Year
il INJURY  am.
E p.om.
20d. INJURY OCCURRED 20e. PLACE OF INJURY {e.g., inor about home,| 20f. CITY, TOWN, OR LOCATION COUNTY S5TATE
WHILE ATD NOT WHILE 0 form, factory, street, office bldg., ete.)
WORK AT WORK
21. { attended the deceased from’ 11-12—58 , to 1l-2 -Sd and lost ’!uwﬁ alive on 11-2 2-58

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

22b. ADDRESS

22c. DATE SIGNED

11-24-58

23b. DATE

11-22-58

3¢, NﬂAE OF CEMETERY OR CREMATORY

7 TION.{ ly{ town, of county)

2 (Store)

a. BURIAK, EMATION,
RENDY, {Specity)

Reméval

ZI.%N{E;A/L DIRECTM

WS e

4

25. DATE RECD. BY LOC

s

L
26. REGISTRAR'SIGNATURE
loecl Ao,

-

{Lidunsed Embaimes’s Statement on Reverss Sids)



LS

STATEMENT BY LICENSED EMBALMER

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

By M, O DY i ettt s e nra e s r s ra s ara e .» Student Embalmer No. .......cccovvnenee

working under my personal supervision.

SHUdENL «iiveviniiiiiriie et e e e e e nenes Signed %‘/ﬂ(;.;

Signature of Student Embalmer
- - ’ o - = Licensed Embalmer No. - 5. 77000
: "P.oO. Aédress.)% At ::.7)..4
T~ “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).

If embalmed by a STUDENT, he also shall sign in his OWN handwriting. _
1f this-body is not embaimed, fact should be so stated above.




