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STANDARD CERTIFICATE OF DEATH

59-001138

STATE FILE NUMBER

deginmtioq District No. . _____. Z?_/Q_ ___________ Primary Registration District NO-..&.Q-Q-.% _______ Registror’s No.__,___,/g:«:{________
]

L . f /
"o Conry Howard AT M ssourt ooy S " harEey”
b. C:)TRY {If suiside corporate limits, give TOWNSHIP only) Inside Limits c. CIT \cl-a Inside Wimits
tom Fayette, Mo Yos X Ne [] R, 5t Charles, Mo® " Yos [ X No []
¢. FULL NAME OF (if NOT in hospital, give location) | Length of stay in 1b d. STREET (If outside, give location) Reside on Farm
P IAS Yt t1ow Rast Hone 10 mo. || * Res  County vl e K
3 NTAMEEF ?EJ:EASED Middle Last 4. DS;E Month Day Year
(Type or prin MARY GILL OSBORN pearn Febe 1, 1959
Singlal e) 6N;°é§fgg RACE| 7. :l‘:oﬂ:z EVE:::;::EEE BSeDIA;.'g .OF BIRTH 18?";9 AEE&EZZS 1:::1&5 ag:ﬁm I:"::I‘DE]R Q:M:-RS.

10a. USUAL QCCUPATION (Give kind of work done

10b. KIND OF BUSINESS OR

11. BIRTHPLACE [City and state er country)

12. CITIZEN OF WHAT COUNTRY?

PR g egyen i reired) 3aPFRrEmployed Unknown 4 USA
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAWME OF HlﬁBAg OR WIFE

Unknown Unknown sam (Osborn
15. WAS DECEASED EVER IN U, 5. ARMED FORCES? 17.  INFORMAN

e o unkngwn}f {If yes, give war or dates of servica)

1§, SOCﬁL SECURITY NO,

oward Co. Welfaré“Cffice

MECICAL CERTIFICATION

PART I

18. CAUSE OF DEATH (Enter only one couse per line far (a),
DEATH WAS CALISED BY:

IMMEDIATE CAUSE {a}

), and (¢).)

ym

INTERVAL BETWEEN
ONSE} AN EATH

S,

Conditions, i any, DUE TO (b) W
which gave rise to } . 1 Y
cbove cavss (o}, N
stating the under- {l/\_/‘f;uﬁ-b(z/ﬁ.‘:i E: g "] g f “ %oe MJ
lying cause laost, DUE TO (c)
PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not reloted to the terminal disease condition givan in PART | {q) 19. WAS AUTOPSY
PERFORMED?
@4 YES[C] NO
20a. ACCIDENT SUIﬁ HDMI;?E 20b. DESCRIBE HQ'W INJURY QCCURRED. (Enter notura of injury in PART | or PART H of item 18.)
20c. TIME OF Howr Month, Day, Ye -
INJURY  q.m. T
p.m,
20d. INJURY QCCURRED e, PLACE OF INJURY (.g., inor abouthome,| 20F CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT NOT m&?ﬁ‘ farm, factory, streer, off:(e"Erdg , etc.}
WOR WORK

21. | attended the deceased from

. to

Death occurred at

and last sowl]:

alive on

m on the date stated cbove; and to the best of my knowledge, from the causes stoted.

220. SIGHATURE g Degi}e or title) —
ﬁ/b~ Q'Jzaﬂ/// % Do

22;’: ADDRES: .

! Zap B A

22c. DATE SIGNED

2..\-:17‘

23a. BURIAL, CR EMATIO‘.

23b. DAT

2/4/59

%4

23c, NAME OF CEMETERY OR CREMATORY

Fayette City Cemete

234, LOCATION (Cify? town, or count

Fayette,

{Srae)

Y1 ssouri

ADDRESS

anette, Mo

25. DATE RECD. BY LOCAL REG.

2-5-59

{Licwnsed Embolmaer’s Statement on Reverse Side)

2: REGISTRAR"S SIG?CT.?E 5 M_’L
v —




STATEMENT BY LICENSED EMBALMER

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

.+ Student Embalmer No. .........ccoceevene

working under my personal supervision.
SEUAEAE cvrvenererereeereeereeseeeeseeesseseseseseseneseaseens Signed , a«ov@:@%/?ﬂ/ﬁ% ......

Signature of Student Embalmer

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN DWRITING. (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.




