THE DIYISION OF HEALTH QF MISSOURI

09-013036

Health,
k Walfore STANDARD (ER""(A‘E or DEA‘IH S.TATE FILE NUMBER
Publi o~
‘s:n;:. LED APR 2 O 1q:ansmmon Distriet No. .... KA ___________ Primary Ragistration District No. e Ragistrar's N°---3‘Z--> __________
PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence b dre
. 300 COUNTY  (peene o STATE M ssouri v COUN"Greene"d"""??h
57 cg; (i outaide corporate limits, give TOWNSHIP only) | Inside Limite . CITy Inside Limits
oM __ Brockline Yes L Nofel 1o _Brookline Yesld Mol
FglgFi.. NAME OF {If NOT in hospital, give lecation) | Langth of stay in 1b 63 ? STREEE5 {If outside, give location) Reside on Farm
Hi ITAL OR 0ADDRE
| NSTITUTION  Home 2 Yes (] No]
3. NAME OF DECEASED First Middle Last 4. DATE Month Day Yeor
(Type or print) OF
James Herchel Kays pearh  April 92,1959
5. SEX 6. COLOR OR RACE| 7. 8. DATE OF BIRTH 9. AGE [In yeors JFUNDER 1 YEAR| IF UNDER 24 HRS.
MARR'ED NEVER MARR‘EDD la g"}"::” Months | Days Hours l Min.
. Male o] White wooweo[ 4 owvorceol]| 1~£5-1911L A
Io:-. 100. USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (City and atate or country) 12. CITIZEN OF WHAT COUNTRY?
= during mest of warking life, wven If ratired) INDUSTRY
F: anager tuckey Candy | Eldon, Mo, Y USA
E 13a. FATHER'S NAME 13b. MCTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
3 it _
. Joe Kays Judy Senate Opal Vitherill Kays
"‘é 15. WAS DECEASED Eij N . ARMED FORCES? 16. SOCIAL SECURITY ND.| 17. INFORMANT Address
r:,_ {Yus, no, or unlnq‘m}- Q ar or dotes of sarvice) 1'08—14:— 6150 Mr S - J " H. Kays BI‘OOkl ine Rt - #l k] MO *
£ 18. CAUSE OF DEATH (Enter only one cause per line for (a}, {b), ond {¢).) INTERVAL BETWEEN
b6 PART I. DEATH WAS CAUSED BY: n © ONSET AND DEATH
=

Doctar, caroner, etc. must use only standard nomenclature in it

All diseases in Part | must be causally related.

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

IMMEDIATE CAUSE (a)

;15

Death occurred a1 3

Candltions, If any, DUE TO {b)
which gave riss 10
obove caouse (a), }
stating the under-
cz) lying cause last. DUE TO {c)
= PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not reloted to the termingl diseaze condition given in PART | {q) 19. WAS AUTOPSY
s 2 PERFORMED? O
i 4 { YES[] No[]
2] 200. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART H of item 18.)
S O O D
51 2c. TIMEOF Hour Month, Day, Yeor
a INJURY  am.
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 0 farm, foctory, street, office bidg., etc.)
AT WORK
21. | attended the doceased from ., o - Y and last saw :;‘:alivc on - - 3

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

{Degree or title)

A
D.O.

22b. ADDRESS 22c. DATE SIGNED

Republic, Mo. 4=9=1959

23 aumAL,'daEuAnon, 23b. DATE

BufF ¥ " 14-12-10859

23c. NAME OF CEMETERY OR CREMATORY

Big Rock Cemetery

23d. LOCATION (City, tewn, or county)

Eldon, Mo

(State)

24. FUNERAL DIRECTOR ADDRESS

Cantrekl-Fossett Republic, Lo.

25 DATE RECD BY LOCAL REG.

o/

b= 57

26. RAR'S ﬂGN?ﬂE
”,
J:: L 3 M‘é@_
wr

on Reverss 5ide)




P Lo

yg NS

STATEMENT BY LICENSED EMBALMER

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

BY M€, 0F DY eeiiiii s e e

working under my personal supervision.

Student .o e e
Signature of Student Embalmer

P. O, Address.

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.




