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THE DIVISION OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH

277

99-010457

STATE FILE NUMBER

Primary Registration District No.____ ?__ _:_,.ﬁ,z ______ Registrar's No.

1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceasad lived. If institurion: Resdldencn before
. COUNTY N . STATE - b, COUNTY -y, SIS
° Pilk ° 14 ssouri Pilg®me
b. C(F)TRY {li outside corporate limits, give TOWNSHIP only) Inside Limits <. CITY i{,-l O |n:lJe Limits
. Y N Y
oM Bawline Greon -Cecvgg’t ey o Powling Green sl Nolg
c. FULL NAME OF (If NOT n hospital, give lecatien) | Length of stay in 1b d. STREET (lf outside, give location) Reside on Form
HOSPITAL OR ADDRESS
INSTETUTION T L 1ifeo RID 1 Yesfl Nof]
3. NAME OF DECEASED First Middle Last 4. DATE Month Day Year
{Type or print) . . . OF - -, o
David 1. linst oEATH I3, 25 1959
5. SEX 6. COLOR OR RACE| 7. MARRIED JNEVER MARRIED@ . DATE OF BIRTH 9. AGE {In yaars FUNDER 1 YEAR] IF UNDER 24 _HRs.
.- 0 g T 6 0}.!.0 9ﬂ“ birthday} hs IED Hours Min.
lale vhite wooweo[]  oivorees[1] 11OV, Gg 1CHC
100, USUAL OCCUPATION (Give kind of work dene | 10b. KIND OF BUSINESS OR 1i1. BIRTHPLACE (City and stats or country} 12. CITIZEN OF WHAT COUNTRY?
during mast of working life, aven if retired) INDUSTRY 3 . {
none Portland Indiana Uus
13a. FATHER'S NAME 13b. MOTHER*'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
I'ennce J. last Slizabeth C. Gingerieh | none
15. WAS DECEASED EVER IN U, 5. ARMED FORCES? 16, SOCIAL SECURITY NO.| 17. INFORMANT Address
(Yes, no, or unknawn}| (If yes, gi dot f vice) - - » . -
hale) |1 yen aive wer o dotes of e no llennoe J, last DBowling Green., .o,
[Che, CAUSE OF DEATH (Enter only one cavse per line for (a), (b}, and {c).) INTERYAL BETWEEN
I:.‘_& (\ll PART 1. DEATH WAS CAUSED BY: TYPE ONE POLIOMYELITIS ONSET AND DEATH
gr IMMEDIATE CAUSE {a} TN FAE= s
Ity
1 o Conditions, Hery,  DUE TO () “TONRomdeditey b TRee Yo s
e which gave rise to
oo | chove cavie [a},
0o | stating the under-
g wo\lymg cause last, DUE TO (c}
EPC  UWPART . OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the terminal disease condition given in PART | {a) 19, WAS AUTOPSY
< sion s 2 | ¢ PERFORMED?
gt O Bronchopneumeonia Yl v YES D NO (]
£1 20a. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART [l of item 18.)
3 O | O
| 20c. TIME OF Howr Month, Day, Year
S INJURY  a.m.
X p.m.
20d. INJURY OCCURRED 20e. PLACE OF INJURY (e.g., inor abouthome,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE ATD NOT WHILE O farm, lactory, street, oifice bldg., etc.)
WORK AT WORK . .
20. 1 antended the SEAIHFHT, OF DS Vvigmg _ AVYT PSSy Sl o on
Deoth occurred ve; and to the best of diy knowledge, from the couses stated.
226. SIGMATURE {Dpgres or fitle) o 22b. ADDRESS 22c. PATE SIGNED
o) e M| e WL aJaelTT
23a. BURIAL, C_REMATlDN. 23h. DATE 23: NAMJ)F CEMETERY OR CREMATORY 23d. LOCATION (City, town, or county) {Stare)
RE it . s
e o 2-n7%-50 ilsh Ceretery Dowling Green, Iissouri

24.

“E‘_

T

NERAL BRECIOR 1oz oyl 1°°“

Creen

25. DATE RECD. 8Y LOCAL REG.

I-v0-55

24. REG| STRAR'S%Y 2
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o STATEMENT BY LICENSED EMBALMER

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

Y T B N AL LALLLLRRLLEE , Student Embalmer No. ..............oeoe

working under my personal supervision.

SEUAERL vreiiiriiiir s e Signet g el QLM .................

Signature of Student Embalmer
Licensed Embalmer No. 4’5-2"

( -
P. O. Address ,&Uﬂd {

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.




