THE DIVISION OF HEALTH OF MISSOURI

i r
feahh, _29=009
,::'I'fuu STANDARD CERTIFICATE OF DEATH é STATE FILE NUMBER? ?5
[
bervice LEU APR 7 1gsggiuro:ion District Mo, Primary Re?istrnri_op District No. ¢ __._d:.gc ........... Registrar's No '"““Z"Z"Z'""
1. PLACE OF DEATH 2. USUAL RESIDENCE {Where deceased lived. I institution: Ru‘l‘gl.ncjzéfou
00 a. COUNTY Jackson a. S$TATE Mi gsouri b. COUNTY RBY odmissigh}
-57 b. CITRY (If outside corporate limits, give TOWNSHIP anly) | [nside Limits <. cgg c 9GS0 Inside Limits
5 owv  Independence Yos ] Ne [] Town  Orrick 7 { Yas[J NoEE
c. FULL NAME OF (If NOT in hospital, give location) | Length of stay in 1b d. STREET (If outside, give lacation) Reside on Farm
HOSPITAL ADDRESS ¥
INSTITUTION Indep . San. & Hosp, 9 hours Rural Route «fX N
3. NAME OF DECEASED First Middle Last 4. DATE Month Doy Year
{Type or print) F
WENDELL DEAN DAY pEATH March 27, 1959
5. SEX 6. COLOR OR RACE| 7. 8. DATE OF BIRTH 9, AGE 11 F UNDER 1 YEAR| IF UNDER 24 HRS.
Marglen[Jnever marrizoEX O ot bivhaor) [Wontha | Daye | Hasrs™ | —Wim:
Male White WIDOWED ] oivorceo ]| March 26, 1959 l
10e. USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR 11. BIRTHFLACE {City ond state or country) 12. CITIZEN OF WHAT COUNTRY?
during most of working life, svan if retired) INDUSTRY
Infant Infant Independence, Missouri U.S.A.
; 13a. FATHER'S NAME 13b. MOTHER™S MAIDEN NAME 14- NAME OF HUSBAND DR WIFE
| Joseph M, Day Georgenna Gillespie Infant
L 15. WAS DECEASED EVER IN U. 5. ARMED FORCES? 16. SOCIAL SECURITY NO.| 17, INFORMANT Address
!_ {Yas, no, er unknawn}| (If Y"ﬁa‘ war or datas of service) None JO Seph }1- Day, orr iCk 1 Missouri
18. CAUSE OF DEATH (Enter only one couse per line for (a), (b), ond {c}.} INTERVAL BETWEEN
PART I. DEATH WAS CAUSED BY - — ONSET AND DEATH

IMMEDIATE CAUSE (a)

Conditlans, If any, DUE TO {b)
which gave rise 1o
above couse (s}, }
Ing th der- s
lying covae. losr. ) DUE TO {c) 173

Mr

1(1%1-&-4_—//)"'

PART 1. OTHER SIGMIFICANT COMDITIONS COMTRIBUTING TO DEATH but not related to the termingl disecse condltion glven in PART | {d)

19. WAS AUTOPSY
PERFORMED?
YES[ ] no[] o

MEDICAL CERTIFICATION

USE ONLY BLACK INK OR RIBBON TYFEWRITE IF POSSIBLE

20a. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in PART | or PART Il of itam 18.)
O O O

20¢. TIME OF Hour Month, Day, Year

INJURY a.m.

p.m.

20d. INJURY OCCURRED 200. PLACE OF INJURY (e.g., in or about home,} 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE ATD NOT WHILE D farm, .ctory, sireet, office bldg., etc.)
WORK AT WORK
21. | attended the deceased from , to and tast mwt alive on

Deoth accurred ot

m on the dote stated above; and to the best of my knowledge, from the causes stated.

All diseases in Port | must be cousally reloted.

:EiNATURE

7L V-, (Dtyc:r ju)

22b. ADDRESS
Ly

22c. DATE SIGNED

3-30-57

23a. gAL CREMATION, 235. DATE 23c. MAME OF CEMETERY OR CREMATORY 234, LOCAT!“ {Ciry, Iﬂ!m, or county} {Srate) /
MOV AL (Specify)
Rurial Mar. 28, 1959! Mound Grove Cemetery Ind,e{ﬁdence . ‘Ij,.gsouj
24. FUNERAL DIRECTOR ADDRESS 25, DATE RECD. BY LOCAL REG. RE TRAR'S SIGNAT
Ceo.C.Carson & Sons, Indep., Mn, J- £~9 9 Aiscer
{Li d Embal on Reverse Sidd) ~N



STATEMENT BY LICENSED EMBALMER

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

by me, orby ............ W ..... W ............................ , Student Embalmer No. ...................

working under my personal supervision.

Student oo s
Signature of Student Embalmer

Licensed Embalmgr No{)/7/ .........
P. 0. Addres%.,...mm....

Fd

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.




