r
THE DIVISION OF HEALTH OF MISSOURI -

 Wetfes STANDARD CERTIFICATEOFDEATH @~ 590080989 .

L Welfare STATE FILE NUMBER

::::::. F'_En MAR 2 4 1g§g Registration District No. _....-_-...../.l...?.‘-.._..wPfiﬂmf! Registration Dil"icjfi'---éllfhz----n._ R'Bil"ﬂ"”‘_ﬂ-.__x.% ________

. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. |f institution: Residence Inlou
,m o CONIY (o canmde o STATE 1+4 ggouri > SO Ggoscorffere™”
1-57 . b. Cg’RY (If cutsidg corporate limits, give TOWNSHIP only} Inside Limits <. CgRY a8 7 & Inside lelu
3 TOWN aem G—A/” Yﬂlm NDD TOWN ROS ebud & YOSD NOE
c. FULL NAC’!%OF {Hf NOT in hospiral, give location) | Length of stoy in 1b d. STRE'ETS (If cutside, give location) Roside on Farm
HOSPITAL OR ADDRES:
Nentution 207 Sch-LLE &A R mim. Rural Route 1 Yee B No ]
3. :‘TA.ME OF DE;.‘.EASED First Middle Last 4. DS;E Monsth Day Year
ype or print -
Themas vusTon’ | ooam iarch 14, 1959
5. SEX 5. COLOR OR RACE| 7. 8. DATE OF BIRTH , F UNDER i YEAR| IF UNDER 24 HRS.
& MARRIEDD KREVER MARRIEDD s AIG-Ef ::I:t{\::;; Manths | Bays Hours l‘din.
; male white woowen{] .3 oivorceo®]| Feb, 17, 1889 | 70 | J
E 10a. USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BLISINESS OR 11. BIRTHPLACE {City and state or country) 12. CITIZEN OF WHAT COUNTRY?
=) ring mest of working life, even if ratired) INDUSTRY . o h
8 armer Farming Lemons, lio. [ SIS Y
z 130. FATHER'S NAME 13b. MOTHER®S MAIDEN NAME 4. NAME OF HUSBAND OR WIFE
F - Ll > -
: ~111iam R. Fouston %liza Dickson (Rose Lockhart Youston
':Ei- 15. WAS DECEASED EVER IN U. S, ARMED FQRCES? 16. SOCIAL SECURITY NO.| 17. INFORMANT Address
e Yes,ne, or unki 4 . Bive, d f vice wer .-
, ‘Ko™ © """)l‘ Yo e erdamnolanied) | 404622-0704 '4113iam R. “ouston Rocshud. o,
z 18. CAUSE OF DEATHAEM« onfy one cause per ling & {a), (b), ond (c}.} INTERVAL BETWEEN
PART |. DEATH WAS CAUSED BY: f 4 Pe G E ONSET AND DEATH
IMMEDIATE CAUSE (a) Emlo L .
Condltiana, if any, DUE TO (b} /EP r/c az c £- C/

above cause (o),

which gava rlsa to
stating the under-

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

]

E

]

c

4

a

5

é g lying couse lasy, DUE TO (c)

§ . = PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TQ DEATH bout not related to tha terminal diseass condition given in PART | {a) 19. WAS AUTOPSY

g 'g 3 ;4 PERFORMED?

R g o Yes[] noKT 2

; - £1 200. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART ) of item 18.)

2= w

S b o o O

58 S[ 20c. TIMEOF Howr Month, Day, Year

32 3 INJURY  a.m.

i 5 * p.m.

El 20d. INJURY OCCUﬂRED 20e. PLACE OF !NJURY(o{g mbc;:’choulhr;mo. 20f. CITY, TOWN, OR LOCATION COUNTY STATE

;T WHILE AT NOT m-m_e farm, -ttery, strest, oifice bldg., otc

i f 7| attended the deceased frem rd . o » L, and lost sow :m alive on J//#//f7

; H Dgt} occurred at Ll /7 on the date nu?'d #ve, and to the best of my knowledpe, from the covses stated.

rl

3 _§ 22a. /31 NATURE (D.gm itle} 3 b, ESS M Z2c. QAT, /

B

iz Corone Z CR 1 Awa’ © ?
~ 230, BURIAL,CR!MATION. 23b. DATE 23¢. NAME OF CEMETERY OR CREMATORY 23d. LOCATION {City, town, or county) {Srare}

’ REMOV..AI. (Spectir)

i burial 2=18-1950 £t . Tomna Tukrsran Ceml nerr Oralrae
= 24. FUNERAL DIRECTOR ADDRESS 25. DATE RECD. BY LOCAL REG. ZGQEGISTRAR 5 SIGNA'I"URE

dédz‘wwice'jg;/7-— o ﬁﬁbnt ap

[Liconsed Exbalmer’s Stotement on Reverse Side)
_ - j . 1




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 ........ciieiiiiins %‘n ..................................................... , Student Embalmer No. ,.....cccoevviennns

working under my personal supervision.

SEUAEAL cienenieii e s
Signature of Student Embalmer

Licensed Embalmer No....==7..¢.°7.. %

P. O. Address. (S2.ul /L0854 L&

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his O¥N 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,



