Health,
 Welfare

Public

All disecses in Part | must be cousally related.

W
=

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

v

THE DIVISION OF. HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH

Primary Reglsfrqnon D:smct Nu

"r'i-" _JAN ', 5 1ggggis!ralior! Distrizt Mo,

58-045251

STATE FILE NUMBER

_____________ Registrar's No.

1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence bejdie
> NI peynolds MIS¥Suri o HENT °°’"’""7i’{
I k. C(I'_)TRY (If outside corparate limits, give TOWNSHIP only} Inside Limits b c. C::]TRY ) Insidel imits
own  Carroll Yes O No B 11930 1omy Bunker Yes (O Mo [
€. Egls.é_l_f;:r%glz {IF NOT in hospital, give Iocanon) Length of stoy in Ib . iBRI‘JgEE'gs (1f outside, give location) Reside on Farm
iNsTITUTIoN __DOmers 13 yrs Yes 9 No (]
3. NTAME OF DECEASED First Middle Last 4. DATE Manth Day Yoge 3 ' %,
(Type or print) Bdw1n - Luck_ey DSAFTH Déc 18 1658
S'rnsa?ie o 6'1«:%?5_0% gR RACE 7.:;22522,4;\,52:‘;2?:5% Js‘.'I ][i.;EE (éF Brgz:’q, 9. A-;;Si:,ﬁ:; lsgﬁen%zn 1::':«‘95];: z;i:rcs.
10a. USUAL DCCUPATION (Give kind af werk done | 10b. KIND OF BUSINESS OR 1]. BIRTHPLACE {City and stata or country) 12. CITIZEN OF WHAT COUNTRY?
[ying ogt of werking lifa, avan if ratred) INDUSTRY, Iowa y Us A

130. FATHER'S NAME 13b. MOTHER’S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
Frank Luckey Locenda Conway Bernice Noves

15. WAS DECEASED EVER IN U. §. ARMED FORCES? 16. SOCIAL SECURITY NO.| 17. INFORMANT Address

{Yus, no, ?\”ﬁm"ﬂlm yos, give war or dotes of service) X Ma f'dﬂk Luck ey Centerv ille Mo

PART I. DEATH WAS CAUSED BY:

IMMEDIATE CAUSE (a)

Conditions, if any,

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

DUE TO (b} ”

which gove riss to
above cause (o),
stating the under-

i

INTERVAL BETWEEN
ONSET AND DEATH

z lying cavsa lagt, J  DUE TO (c) //VQ M“‘( 0"’
- PART Il. OTHER SIGNIFICANT com!lﬂon t not rel d to the terminal disegse condition giyf in PART I () 19. WAS AUTOPSY
3 PERFORMED? @
c 4 34 YES[J No(]
| 200, ACCIDENT SUICIDE HOMICIDE 20b. DESPRIBE HOW INJURY OCCURRED. {Enter nature of injury in PART | or PART Il of item 18.)
i
o O O O
§ 20c. TIME OF Howr Manth, Doy, Year
a INJURY  a.m.
x p.m. .

20d. INJURY OCCURRED 20e. PLACE OF INJURY {0.g., inor abouthome,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE

WHILE ATD NOT WHILE D farm, factory, street, office bldg., erc.}

WORK AT WORK

21. [ atranded tha deceosad from M , o lA-—‘ and last suwlh" alive on =

Deoth occurred at P m on the date stated above; and to the best of my knowledge, from the causes stated.

220, Sl;NATURE {Degree or title - W— 22¢. QATE SIGNED
23a. BURIAL, CREMATION, | 23b. DATE 3c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION {Clty, town, or county) {5tote) i

REMOVA if

Bural™ " 12320-58 Bee Fork Cem Reynolds Co Mo
24. FUNERAL DIRECTOR ADDRESS 25 DATE RECD. BY LOCAL REG, STRAR'S SIGNATURE

Fune¢ in - 7 f

Spencer Fun¢ral Home c s, S W

{Licensed Embclmyl Statement on Reverss Side)




STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed
DY Me, OT BY et e e e . Student Embalmer No. ...................

working under my personal supervision.

Student .o e
Signature of Student Embaimer

Licensed Embal@‘l .
P. O. Address .. {_J!.

~+  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,




