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All diseoses in Part | must be causally related.

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

LT

AULIVE, LWUTeT,

THE DIVISION OF HEALTH OF MISSOURI 59—006557

N STANDARD CERTIFICATE OF DEATH STATE FILE NUMBER
gistration District No. ..o 2 A @ Primary Registration Districs No.._.--..3__a_.5:a__-_ Registrar's No..___j[ ______ ——
\R__Q {ggepeereien v o 27 ghrster D - =
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence b
a. COUNTY, = - a. STATE, b. COUNT . admissio
bemiscot L saouri emiscot
b. chY {If oyside corparate limits, give TOWNSHIP only) Inside Limits . CBTRY o q 5 Inside Limits
tom Caruthersville Yesfl No [ TOWe Carythersville 0 | Yef] %0
c. r‘gls.;.l_?mDF {If NOT in hospital, giva location) | Length of stey in 1b d. iB%%EE-gS (If outside, give locarion) Reside on Farm
NsTITUTIow Al T port Ronad 59 Yra, Airport boad YenT] No[]
3. NAME OF DECEASED First Middle Last 4. DATE Manth Day Yaoar
(Type or print) OF
John Faria ceatH Fe bruary 24,1959
5. SEX 6. COLOR OR RACE| 7. 8. DATE OF BIRTH 9. AGE (In years JFUNDER i YEAR| IF UNDER 24 HRS.
) 0 s MARRIED[ | NEVER MARRIEDT™ lcE lbllr':d") oLDER AR UM l Ll
Liale -« i Uhite wooweo{ ]  owvorcen(J) Oct, 11,1875
10a. USUAL OCCUPATION (Give kind af work dona | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (City and state or country} 12. CITIZEN OF WHAT COUNTRY?
durlng most of working life, sven il retired) INDUSTRY R {
Farmer Farming Christpney, Tndiann 1ISA
}la. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
Andrew Jeffergon Faris |Saraoh Liatilds Smith X
l?{. WAS DECEASED EVER IN U, §. ARMED FORCES? 18, SOCIAL SECURITY No.| 17. INFORMANT Address
{Yuy, no, or unknawn)| {If yes, give er dates of service) . » .
o | hid None Lucille BFike - Cavpytherayilie Mn

18. CAUSE OF DEATH {Enter only one causs pe for {a), (b}, gnd (c).) INTERVAL BETWEEN
PART |. DEATH WAS CAUSED BY ONSET ANPDDEATH
IMMEDIATE CAUSE (a) /‘%‘M&NM /o -EW

DUE TO (&) W‘.@% Lflanv

Conditions, if any,

&/

obove couse {a),
stating the under-

which gave riss to }

”
DUE TO (:)_W 33/){ YR ax<qe
U O DEATH but not selcted to the termin .

% lying causw last.
= PART 1l. OTHER SIGNIFICANT CONDITIONS CONTRIB yf ol disgbde condition given in PART | (a) I9'§A§:gg3gg‘f
. —_—— P E 7
fﬁ W 7 d_ovv() YES[] nO ) 2
% | 20a. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART ) or PART 1 of item 18.}
v O O O
S| 20c. TIME OF Four  Month, Day, Year
S INJURY  q.m.
X p.m.
20d. INJURY OCCURRED 20e. PLACE OF [NJURY{Q? , inerabouthomes,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE ATD NOT WHILE ] farm, foctory, street, office bldg., etc.)
AT WORK
21. | attended the deceased from __ = =/ /- JZ to_ 2w RAY —J f and last mwt oliveon ___p@ — 2.3 - (7
Death occurred ot 9:30 A. m on the date stated abovn, ond to the bast of my knowledge, from the couses stoted.
{Dagres or titla) .3_ Ess ) ~ 22, PATE SGNED
,@@ 2,(4) 2l — ST
23a. BURIAL, CRE T 23b. DATE 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION [City, town, or county) {State)
REMDV AL (Sp.cl n
Burial Feb 24,1959 i ople Cemetery Carptherayille T-'1' ssouri

24. FUNERAL DIRECTOR ADDRESS 25. DATE RECD. BY LOCAL REG, | 26. REGITRAR'S SIGNATURE
H.S.Smith Funeral Home-C'ville .Loj_ o — /ig’z @M

{Liconsed Embalmer’y Stotement on Reverss Side)
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STATEMENT BY LICENSED EMBALMER

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

by me, or by ..o e P

Hifies .

working under my personal supervision.

Student

........................................................

Signature of Student Embalmer

P. O. Address 57 50¢0F

pruraevsssuny

TPFCCH L )
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,




