Health,
Walfare
Public

Sarvict!

THE DIVISION OF HEALTH OF MISSOURI

o STANDARD CERTIFICATE OF DEATH
LL[] N“_\R 2 "}. ligngcgillm!ion District Ne. 3.49;

Primary Registration District Nd‘ol _ S

99-010530 .

STATE FILE NUMBER

Registrar's No. .

1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. Hf institution: Residen # befora
a COUNIY Randolph s. STATE Mo . b, %1"7 on uMan)
. CiTY (if outside corperate limits, give TOWNSHIP only) Inside Limits c. CIDTY P inside Limir’.’_
TOWN Salt Spring TWP. Yes [ No [ TO&IN Kegtestille ves i e[l
c. Egtpl.l_'l’_iAEi%gF {§f NOT in hospital, give location) | Length of stay in 1b d. SBREET{ (1f outside, give location) Reside on Farm
§ A = e gy - r
nstirution Pleagant View R.H. 8-Yrs ﬁé‘){}%as@ilfé #r.ille Yes [ NoXX
3 (NTAME OF DE)CEASED First Middie Last 4. DSTE Month Day Y acar
ype or priny F
Leona ——— Wits peari  March 13th,1959
5. SEX . 6. COLOR OR RACE| 7. MAKRIED[ ] NEVER MARRIED[ ] 8. DATE OF BIRTH 9. AEE (|n’z;:,; ::‘):'I'D.E Q;’:’:AR l:::l‘DER 2;:5“-
Female Vhite wiooweo[){ .. owvorceo[]] May 13th, 1871 37 o J ’
100, USUAL OCCUPATION {Give kind of work done | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (City and stats or country) 12. CITIZEN OF WHAT COUNTRY?
Hotsewiye™ "™ "Note Keytesville, Mo, ¢} U.S.
130. FATHER'™S NAME 13b. MOTHER'S MAIDEN NAME 14 HAME OF HUSBAND OR WIFE
William Coy Not Known William Witt
15, WAS DECEASED EVER IN U. 5. ARMED FORCES? 6. SQCIAL SECURITY NO.| 17. INFORMANRT
(Y.‘Nb or unanWn)l(ll' yss, give war or dates of service} one Mrs Don G,uilford) Ke yte sville ’ Mo.

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

INTERYAL BETWEEN

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

PART . DEATH WAS CAUSED BY: // /V ONSET ANP DEATH
IMMEDIATE CAUSE (q) e D

Conditions, if any, DUE TO (b)

which gave rise to

above cause (o}, } - . P -

tating th dur- A

lying coves lasy, ) DUE TO (c) < e 7

G!:—

PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but nM related to the terminol disecsa condition given in PART | {u)

19. WAS AUTOPSY
PERFORMED? 4
YES[ ] NO

45

E"'"-

0.

a

ACCIDENT SUICIDE HOMICIDE

O

20b. DESCRIBE H?W IQ RY OCCUR|

Em-r ndture of igjury in PART | o PART Il of item 18.)

. 2/23/57% ~

——

if"‘f

M, TIME OF  Howr
INJURYé a.m.
P

MEDICAL CERTIFICATION

Month, Day, Year

./qj?

54?“4*? P - f;k»favc,——AZ,ééﬁga

20d. INJURY OCCURRED

Death occurred at

20e. PLACE OF INJURY(e .g-, inor ubouthnma,] 201

WHILE AT NOT WHILE farm, uctory, atreet, office bldg,, e1c.) g

WORK L) a7 womk 1 / : s /6‘( nllt Flew

21. | ottended the deceased from __ . to ) and fast sow bahve on
R

CITY, TOWN, OR LOCATION COUNTY

TATE

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

220, SIGNATURE

22¢. DATE SIGNED

,&fdaw&w Mo B7a75

LAALINT, LuTollal, T, Thdsl vat VALY ROl e IS ITTure i aiet a- - Be sympioma wilk Le alsidd.

All diseases in Port | must be causally related.

230. BURIAL, CREMATION,

REnoi e_;tp.c.r,)

23b. DATE

23c. NAME OF CEMETERY OR CREMATORY

March 16,1<

P59

Asbury Ceretery

23d. LOCATION {City, town, or county)

{State}

Chariton Counby, Mo.

TO

R ADDRESS

Vug ST Foytesville, Mo,

28. DATE RECD, BY LOCAL REG.

3./4- /1959

4. REGISTRAR 5 NGW i

{Licensed Embalmer’s Statement an Reverse Side)



STATEMENT BY LICENSED EMBALMER

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

DY M@, OF DY i i e e e eae e e s s e e

working under my personal supervision.

Student oo e
Signature of Student Embalmer

. EJ gl :.‘E;\I;ige_nsed Embalmer No&ﬂ/é‘

' " P. 0. Address..Zf
%
T~ 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 shounld be so stated above.

-




