weith, THE DIVISION QF HEALTH OF MISSOURI 59_006832 e

W:I"nn STAN DAR CER""(ATE OF DEATH STATE FILE NUMBER |
:"::' !F”_EU FEB 1 8 ‘Igmi“m,ian District No. ‘31 . Primary Registration Disiric!_Ni-.__....é.,a....?...s):.. Regitlrur'M_;m.._.-..é%m....._..

1. PLACE OF DEATH 2. USUAL RESIDENCE (Whore dececsed lived. If institution: Residence bsj re
300 a. COUNTY St. Francels o STATE [iigaouri b. COUNTZY, Fran 'a?’}a
~57 )‘*_ b- CgRY {If oulsiSerpti. ;*gn!c@rgow o'nly) Inside Limits c. Cg; . U (’ W |nsi¥Limiu
TOWN Farminston —-rural Yes [ No ] TOWN Farminrton o Yes[ ] Noﬂ
€. Egéél'?A#EROF (1 NOT in hospital, give lecotion) | Length of stay in 1h d. STREET (if outside, give location) Reside on Form
A . !
weriiovion Thomas Dell Memopial Home ADDRESS  p # 1 Yes [T No[f
3. NTAME OF DECEASED First Middle Last 4, DATE Month Day Yeor
int
{Type or print) James Alonzo Ovorall DEOAFTH Fehruary 10, 1959
5. SEX §. COLOR OR RACE| 7. MARRIED [ ] NEVER MARRIED] | 8. DATE OF BIRTH 9. AGE (in yeors LJFUNDER 1 YEAR] IF UNDER 24 HRS.
x . i » rthday) [ Montha | Daors Hour in. '
linle ¢ Thite WIDOVED@ 2 pivoreedl ] 1oV 19 . 1867 |a91: thday) [ Mont y x I ™
100, USUAL OCCUPATION (Give kind of wark done | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (City ond stots or country} 12, CITIZEN OF WHAT COUNTRY?
during most of warking lifs, sven if retired) INDUSTRY e
o Hatived ™ Delassus, lLissouri ¢ USa
13a. FATHER'S MAME 13b. MOTHER®S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
tAillicm P, Overall Elizabeth Uhite
w
2 [] 15+ WAS DECEASED EVER IN U. $. ARMED FORCES? 15. SOCIAL SECURITY NO.| 17. INFORMANT Addrass . .
Z (Yos, 4Ty mhm-m)I {1t yos, give war or dotes of service) Vard COverall ’ Delassous e Iiigsouri
[=]
o 18. CAUSE OF DEATH (Enter only one cause per line for {a), (b}, ond (c).) - INTERVAL BETWEEN
w PART [. DEATH WAS CAUSED BY: g . ONSET AND DEATH
w IMMEDIATE CAUSE (o) 7] M /@ i pa
: Krvolrcgd O Trr \
x
b Conditiens, If any, DUE TO (b} M‘M
> which gove rise to [4]
- above couse (a), }
z stating the under-
1 B ying covss loat. 7 DUE TO {¢)
. OEr PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the terminal dissass condition given in PART 1 (o} 19. WAS AUTOPSY
I | : PERFORMED?,
L B Hader ves(1 no X 5.
- 525 2| 20s. ACCIDENT SUICIDE HOMLICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART It of item 18.) [4
= ZHu
2 «f° | l:| &
]
o SHO[ 2c. TIMEOF Hour Month, Day, Year
£ 33 INJURY  aum.
'g il & p.m.
_E % 20d. INJURY OCCURRED ZXe. PLACE OF INJURY {e.g., in or about home,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
e oW WHILE ATD NOT WHILE . farm, _ctory, street, office bldg., etc.}
s 3 WORK AT WORK N
3 = 21 | attended the decoased from %ﬂl{ja f ?1_3 o o200 5 F and last 1w P oliveon o2 §- 5 F
§ é Deoth occurred ot é ‘_‘!" Ia m on the date stated above; and to the best of my knowledge, from the causes stated.
5 _"; 22a. SIGNATURE Degree or titla) 22b. ADDRESS 22c. ATE SIGNED
o < l; A ) j 7 2
5 < . £ ,/”b c cbzkﬁﬁ ~ ° 41 57
23a. BURIAL, CREMATION, | 23bk. DATE 23c. NAME OF CEMETERY OR CREMATORY 23d. CATION (élty, town, or county) {Stote)
REWB{M-Ber3 | 2/12/59 K of P Cemetcry ington, ILiissouri

24. FUNERAL DIRECTOR ADDRESS 25. DATE RECD, BY LOCAL REG. | 28. REGISTRAR'S SIGNATL
I4ller Funerel Homwmo Farmin~ton, lo. 32 2 ﬁ ,____M%_
/3, 1959 | (. 2L

{Licensed Embalmer’'s Statement on Nuverse Side) /




STATEMENT BY LICENSED EMBALMER

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

by me, or by o ST : , Student Embalmer No. .. 7.0

working under my personal supervision.

—————————
SEUABNL evriiciiiieieir i aeiesiiseressiessrnsarssnnrnns Signed W .........................
Signature of Student Embalmer

Licensed Embalmer No//‘fa .........

P. O. Address W%

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.




