THE DIVISION OF HEALTH OF MISSOURI

59—01043’?

Health,
. \'ll:llfure STANDARD CERTIFICATE OF DEATH STATE EILE NUMBER y
Public
Service I_En AER ‘] 1qm_cgisimﬁnn_ District No. __2,28 ........... Primary Registration Disiricl No. .,, ,,_______ o - Registrar's No. -_-_3 A
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. [f institution: Reséde_nc?é
i a. COUNTY . STATE - b. COUNTY. admissig
W oA Pike lo. ike
1.57 b. CITY (If outside corparate limirs, give TOWNSHIP only) Inside Limits c. CITY ) ? o Inside Limirs
OR * e Yes No [} ORr 377 3 1m o Yes[_] No
Toww  Louisiona TowN Bowlin~ Greon 2
e FgLL NAM%OF (1 NOT in hospital, give location) | Length of stay in 1b d. STR%ET (If outside, give location} Reside on Farm
HOSPITAL OR ADDRESS
INSTITUTION Pt Comntyr 5 d=ys DD M 2 Yes [] No[]
3. ?TAME OF DE;:EASED First Middle Last 4. DATE Month Day Yaar
ype or print . e
GLITT TURL ORI oeatH 1 orch 75 1¢5C
5. SEX 6. COLOR OR RACE} 7. 8. DATE OF BIRTH 9. AGE (1 FUNDER 1 YEAR| IF UNDER 24 HRS.
1’21 o= hit MARR'EDE’NEVER mARRIEDL ] ) 18ﬁ8 laat ‘inﬂ‘:;:;; Months | Days Hours Min.
ale 1106 winoweo[] orvorcen[ ]| +/EC e $] ';({) 1 r?
100. USUAL OCCUPATION (Give kind of work dene | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (City ond stiate or eauntry) 12. CITIZEN OF WHAT COUNTRY?
during most of warking life, even if retired)} INDUSTRY R . 0 o
Contractor Carnenter Pike Countwv, !'o. us

O SYMpPIams witk oe 113780,

VS WA WY ALY WG IR I T 1O,

All diseases in Part | must be causally related.

L) MR, Gl 4

130, FATHER'S NAME

Josenh Inmohrey

Tary T30

13b. MOTHER’S MAIDEN NAME

hmnarey

14. MAME OF HUSBAND OR Wi

Tna Inimnhrey

FE

{Yas, qr' or unkngwn)
0

15. WAS DECEASED EVER IN U. S. ARMED FORCES?
{If yos, give war or dates of service)

16. SOCIAL SECURITY NO.

3c 26 H4io

17. INFORMANT

Ina Tmmhrey

Address

Noyuline SGreen, 1o,

PART

Canditions, if any,

I. DEATH WAS CAUSED BY:
IMMEDIATE CAUSE (a)

18. CAUSE OF DEATH (Enter only one cause per |j

e for (o}, (b}, ond {¢}.)

DUE TO (b) Wﬁ 72"—44’"

INTERVAL BETWEEN
ONSET AND DEATH

I

/2 rtto

MEDICAL CERTIFICATION

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

which gove rlsa to
bov (),
Sreing e e ”DM& el i
lying causa last. BUE TO () =
PART Il. DTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the terminal dissose condition given in PART I {a} 19. WAS AUTOPSY
q PERFORMED?
/ W) L2 Yes| ] nOoXX L
200. ACCIDENT SUICIDE HOMICIDE 205. DESCRIBE HOW INJURY QCCURRED. (Enter nature of injury in PART §or PART I of item 18.)
0 ] O ———
20c. TIME OF How  Month, Day, Yeor
INJURY  om.
p.m. -———
20d. INJURY OCCURRED Ne. PLACE OF INJURY (e.g., inor sbouthome,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE

REMOYVAL {Specify)
Darlol

AT LEe
-l — L

-y

Yo mem
"'O We alia .

[N
Cermcliony

Louieion

. -

=3 -

WHILE ATD NOT WHILE O tarm, foctory, street, office bldg., etc.}
AT WORK . "
21. | attended the deceased from 3/1 / 9, to 3_/ 5/59 and last su:?i‘:n:ri.ve an 3/25/59
Death occurred ar h ] 2 m on the date stated above; and to the best of my knowladge, from the couses stated.
22a. RE {Dogrea gf title) W 7 ¢ zzb_.A;Dglss R v M 22¢. DATE SIGN
232. BURTAL, CREMATION, | 23b. DATE 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town, or county} 7 (Sluu{

24. FUNERAL DIRECTOR

ADDRESS
[0 5w Ta ok
T

(LR

{Licensed Embalmer’

OATE RECEy BY LOCAL REG.
9 - O ﬁ

Statemen? on Rever

Side)

ISTRAR'S SAGNATURE

/




STATEMENT BY LICENSED EMBALMER

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

DY M, OF DY it sttt s s s e st a e sarb e bat e raa a e na T e .» Student Embalmer No. ...................

working under my personal supervision.

Student .cconiiii e s e
Signature of Student Embalmer

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

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.




