Health,

, Welfare
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Service

IELLED—D-E—C 2q 1q_589“"°'i°“. District No. .2 ’?

THE DIVISION OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH

2

Primaory Registration DinriFI No.

58-04366%2

STATE FILE NUMBER

Registrar's No.,

300 ,I‘

1-57

¢ sympiom3 will La 3o

All diseases in Port | must be cousally refated,

oY

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

. PLACE OF DEATH 2. USUAL RESIDENCE {(Where doceased lived. If institution: Residence befpre
o COUNTY DeKalb « SATE M3 ssourt > O poga 1
b. CITY (If outside corporate limits, give TOWNSHIP only) Inside Limis c. CITY a 32 .0 Inside Limits

OR Y No [ oR o ¥ No (]
town "Unicn Star es [ towv  Union Star esbgd Mo
¢. FULL NAME OF (If NOT in hospital, give location) Length of stay in 1b d. STREET {If outside, give location) Reside on Form
HOSPITAL OR ADDRESS Yes[] No[]
INSTITUTION = °
3. NAME OF DECEASED First Middle Last 4. DATE Month Doy Yeoor
{Type or print) - OF '
Edward Earrett Grigrss DEAT™H Dec. 7 ,1958
5. SEX ) 4. COLOR OR RACE T'MARRIEDDNEVER marriep[ ] 8. DATE OF BIRTH 9. AGE (In jears JF UNDER 1 YEAR] IF UNDER 24 HRS.
v - agt birthday) [ Months | Days Hours Min,
Male | White | wooweo[kow oworceol)| Mar.15,1873 | &8 1

10a. USUAL OCCUPATION (Give kind of wark done
durin. llf_’f working tfe, even if ratired)

10b.

KIND OF BUSINESS OR
INDUSTRY
Grain

11. BIRTHPLACE (City and state or country)

Folk Co., Missouri

12. CITIZEN OF WHAT COUNTRY?

U.S'

Sarah

13b. MOTHER'S MAIDEN NAME

Eall

14. NAME OF H}.‘IéBAND OR WIFE

Eceie Griges

None

16. SOCIAL SECURITY NO,

17. INFORMANT

Grace Snodderly

2

Address

Union Star,Mo.,

IMMEDIATE CAUSE {a}

Wﬁ;ﬂ

INTERVAL BETWEEN
ONSET ‘_P DEATH

Conditions, if any,

DUE TO (@é/p‘-—r"‘ Aﬂ,&M

Z

which gave rise to
obove cauvia (a),
stating the under-

!

MEDICAL CERTIFICATION

WHILE AT
WORK

NOT WHILE
AT WORK

0 (|

form, factory, street, office bldg., etc.)

lying couse last. DUE TO (c)
PART 1. DTHER SIGNEFICANT CONDITIONS CONTRIBUTING TO DEATH but not reiated fo the ferminai disecse conditien given in PART I (a) 19. WAS AUTOPSY
PERFORMED? ¢
33 /X YES[] NO[]
. ACCIDENT  SUICIDE  HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in PART\| or PART [l of item 18.}
O a 2 '
2c. TIME OF Hour Month, Day, Year
INJURY a.m.
p.m.
204, INJURY OCCURRED 20e. PLACE OF INJURY (e.g., inor ebouthome,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE

| artended the deceased from / 'k —

21.

e
/17— 67X

Death occurred ot

‘/
/(=57 .
£:50 p

‘— /_.
ond last 'suwﬁ-;ulivaon /’2 - 6 - P-4

m ¢n the date stated wbove; end to the best of my knowledge, from the couses slnled

Dec.9,1958

Cak Grove

. SIGNAT) {Dogree or title) o 22b. ADDRESS Ly 22¢c. DATE SIGNED
I4 .
2)% M %Z’ /'L//Wb‘j/(r/Vg; = T~ 88
21b. DATE 23¢. NAME OF CEMETERY QR CREMATORY a 23d. LUéATlON {Clty, town, or county) {Sreta)

Union Stax, Missouri

E a
A@“‘“"“ZMM Hip

13a. FATHER'S NAME .
Bénjamin Griggs : ]
15. WAS DECEASED EVER IN W, 5. ARMED FORCES? .
(Yeas, an or unkrgwn)| {If yos, give war or dates of service) T .
18. CAUSE OF DEATHAEm:f only one cause per line for {a), {b}, and {£).}
' PART 1. DEATH WAS CAUSED BY: M
236, BLIRIAL CREMATION,
REMOY AL fpl:llﬂ
ur

25. DATE RECD. BY LOCAL REG.

[2 /45X

26/ KEGISTRAF

(Ll:mn-’Eukluw s Sicisment on Reverse Side)

-

Sl A ATURE

,‘:, s



STATEMENT BY LICENSED EMBALMER

. |
I hereby certify that the body whose name is recorded on the teverse side of this certificate was embalmed ‘

DY ME, OF DY ceiieiiiieei it ciiie it e sttt eeesis et seesserenssranraansratrereassmasrenresrrnsanen +» Student Embalmer No. ................... ‘

working under my personal supervision. -

StUdent cveeeeviiieiiiiiiiiin e e e sea " Signed . /1.
Signature of Student Embaliner .

—

Licensed EmWﬁo¢yﬁ7
, ‘ o P. 0..Address// 4% &? .....
Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HAND ITING. AFailure

to comply with the above constitutes grounds for revocation of license).

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

E




