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USE ONLY BLACK INK OR RIBBON TYPEWRITE iF POSSIBLE

All diseases in Part | must be ceusally related.

o R

HLED DEC 29 1958 eson bistict v

THE DIVISION OF HEALTH OF MISSOURI
STANDARD CERTIFICATE OF DEATH
/0O

Primary Registrotion District No.___

58-043665

STATE FILE NUMBER

3°lg___..__ Registrar's No,,._j/.abf»

. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence béfore
. . b. issi
a. COUNTY D ent a. 5TATE Ml ssouri COUNTY D enrt
b. CgRY {If outside corporate limits, give TOWNSHIP only) Insids Limits c. CgY oF 3/ Inside Limits
? R a
TOWN anT em YTes E Ne ] TOWN Sal em Yes@ No []
c. FgLL NAME F?F {IF NOT in hospital, give location) | Length of stay in 1b d. STREET * (1f autside, give location) Reside on Farm
HOSPITAL Ol ADDRESS - .
INSTITUTION _ Hart Glinte 4 days 317 S, Washington | Yes[I Ne[X
3. NAME OF DECEASED First Middle Last 4. DATE Month Day Year
{Typa or print} i OF
WILLIAM GARRETT BOYLE DEATH Dee 20 1958
5. SEX 6. COLOR OR RACE T'MARRIED@LEVER MARRIED] ] 8. DATE OF BIRTH 9. AGE {In yeors || FUNDER 1 YEAR| IF UNDER 24 HRS.
. . lost birthdoy} { Months | Doys Heurs I Min.
Male White woowso[ ] owerceo{]| Noy 8 1879 79
10e. USUAL OCCUPATICN (Give kind of wark done | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (City and state or country} 12. CITIZEN OF WHAT COUNTRY?
during most of working life, even if retired) INDUSTRY, . . .
Farmer Agriculkiure Camp Point, Illinois Usa
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
John Poyle Sugan Garrett Annie Boyle
15. WAS DECEASED EVER IN U, 5. ARMED FORCES? 16. SOCIAL SECURITY NO.| 17. INFORMANT Address -
(Yc;, ng, or unknown)| (If yes, give war or dates of servics)} -
Mo ——————— 492-36-9202 Annie Boyle Salem, Mo,

18. CAUSE OF DEATH (Enter only one couse per line for (a), {b), and (¢).)

INTERVAL BETWEEN

Deoth eccurred ot 1000 B

PART I. DEATH WAS CAUSED BY: ONSET AND DEATH
IMMEDIATE CAUSE (a) Carcinoma of colon Mo,
Conditions, if any, DUE TO (b}
which gave riss ta }
above cause (a),
stating the under-
% lying couse last, DUE TO (c)
= PART il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not relared to the terminal diseaze condition given in PART { {a) 19. WAS AUTOPSY
B PERFORMED?
i /538 YES[] No[] ©
b | 200. ACCIDENT SUICIDE HOMICIDE - | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of i injury in PART | or PART Il of item 18.)
w
o O O O
;) 20c. TIME OF Hour  Month, Day, Year
a INJURY  a.m.
H p.m, .
20d. INJURY OCCURRED 20e. PLACE OF INJURY (e.qg., inor abouthome,| 20f. CITY, TOWN, OR LOCATION COUNTY S5TATE
WHILE ATD NOT WHILE 0 farm, factory, street, office bidg., etc.)
WORK AT WORK .
rifg) unemied_the decaased from ‘ l ‘ l & ! § 2 , o l & l 7—0‘; é and last suwm alive on / / "3 O’[ ﬁ

m on the date stated sbove; ond to the best of my knowledge, from the ¢auses stated.

<

220. SIGNATURE W ; ﬁ?or title}

22b. ADDRESS

22¢. QATE SIGNED

Salem, Missouri 12/22/58

230. BURIAL, CREMATION, | 23b. DATE
REMOV AL (Seecify)

23¢. NAME OF CEMETERY OR CREMATORY

23d. LOCATION {City, town, or county) [5tate)

Burial ] 9/95/59 Cedar Grove Cemetery Salem Missoupl
24. FUNERAL DIRECTOR ADDRESS ~ ) 25. DATE RECD. BY LOCAL REG. 26. REGISTRAR'S SIGNATUR|
Max L, Varfel  Salem, Ho, 12/22/58 Dy M. Mak ?7{ 4 Ly 477,

{Licensed Embalmer’s Statement an Reverse Side)



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, or by , Student Embalmer No. ...................

working under my personal supervision.

Student

P. O. Address..

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.

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

Lad




