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THE DIVISION OF HEALTH OF MISSGURY

STANDARD CERTIFICATE OF DEATH

.mn APR 7 ngﬂagls!runon District No. ......a:“,?__& ________ Primary Registrotion District No. No. e Registrar's No.... H“I" _________

1.

PLACE OF DEATH

COUNTY

Polk

a

STATE Mi gsour

2. USUAL RESIDENCE (Where deceased lived. |f institution: Residence béffore
. § & CONTY Poik admissi

| b. CgY (If outside corperote limits, give TOWNSHIP only) Inside Limits €. CE[RY P E +o Inside Limits
R il
owJohnson Township Yes [J Mo gl town Humansville of Yesl N1
e. FULL NAM%OF {If NOT in hospital, give location) | Length of stay in 1b d. STREET {lf outside, give location) Reside on Farm
HOSPITAL OR - ADDRESS
wstturion 4 miles S. W, 5 months R#3 Yesfl] to [
3. NAME OF DECEASED First Middle Last 4. DATE Month Day Y ear
{Type or print) 0
William Stephen King DEATH 3 30 59
5. SEX 6. COLCR OR RACE[ 7. mnmso’hnivsg warrizo[]| 8 DATE OF BIRTH 9. AGE {In yaars JE UNDER I YEAR| |F UNDER 24 HRS.
M w 11 16 Ivﬂnhduy) Months | Days Hours Min,
WIDOWED [ oivorcep ] -16-88
10a. USUAL DCCUPATION [le- kind of work dene | 10b. KIND OF BUSINESS OR 1. BIRTHPLACE (City and state or country) 12, CITIZEN OF WHAT COUNTRY?
dui most of workin |f|, if retigad} INDUSTRY
Fa¥mer ret{red - Misgouri U. S. A.

13a. FATHER'S NAME

J. W. King

13b. MOTHER'S MAIDEN NAME

Catherine 4nn Xeith

14.

NAME OF HUSBAND OR WIFE

Rosa Belle King

15. WAS DECEASED EVER IN U. 5, ARMED FORCES?
(Yes, no, or unknown}| (If yes, give wor or dates of service)
-

18. SOCIAL SECURITY NO.

-

17.

INFORMANT

Rosa Belle King Humansville, Mo,

Address

18. CAUSE OF DEATH (Enter only one cause per line for {a), (b}, and {c).}

DEATH WAS CAUSED BY:
IMMEDIATE CAUSE (a)

PART I.

INTERVAL BETWEEN

ONSET AE DEATH

MEDICAL CERTIFICATION

USE ONLY BLACK [NK OR RIBBON TYPEWRITE IF POSSIBLE

Conditions, i any, , DUE TO (b) y W/ nd
which gave rise to
above c::u;a {a), }
4 dut
et e e ) oure 10 (g 4a2.)
PART Il. OTHER SIGNIFICANT CONDLTIONS CONTRIBUTING TO DEATH but not ralsted to the terming! diveass condition given in PART 1 {a] 19. WAS AUTOPSY
PERFORMED?
YES[] NO[]
20a. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. {Enter natyre of injury in PART | or PART 1l of item 18.)
- [ & O
20¢c. TIME OF Hour  Month, Day, Year
INJURY a.m.
p.m.
20d. iINJURY QCCURRED 20e. PLACE OF INJURY (e.g., inorabout home,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT NOT WHILE I—_—I form, Factory, street, office bldg., etc.)
WORK Ol AT WORK
21. | attended the deceased frem "7' , 10 -,' 2?’ s- ’ and last saw him alive on ) 'gz ? ’ S— 7

2 ]

Death occurred ot

A,

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

22a. SIGHATURE

23a. BURIAL, CREMATION,

Z . EDegreu 5;;)&

[4

7.

22c. QATE SIGNED

3. 30-59

23b. DATE

4-1-59

MOVlta&ruly)

23c. NAME OF CEMETERY OR CREMATORY

White Chapel Mem, Gard

23d. LOCATION (City, tewn, &r county)

lens No. Kans,City, Mo,

{S1are)

24. FUNERAL DIRECTOR

eckwith Funeral Home Humansville,

ADDRESS

25. DATE RECD. BY LOCAL REG.

{Licenzed Embalmer's Stats

26. REGISTRAR'S $IGNATURE

Mb1§mﬁ£512§3_ﬁ&&ghhhﬂl;.anL%ruﬂ1ﬁbn&lnn
ment gh Reverse Side)




3861 8 NI
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STATEMENT BY LICENSED EMBALMER

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

, Student Embalmer No. ...................

DY M@, OF BY ittt ettt et reeeee st ar ey e e e en e aaeeerain s

working under my personal supervision.

Student .o e
Signature of Student Embalmer

P. 0. Address /Vtérrttrnen

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.

* -




