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All diseases in Part | must be causally related.

BRI MW WM, S

THE DIVISION OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH

______________ 29

STATE FILE NUMBER

IHLED MAY ‘! 1 TQ'wgimnrion_ District Ne. 3K£anury Registration DlslrIC_i_N"_--h?as-\-?ﬁ Rngima'aN_O-....._.[._;Zj________._..

1.

PLACE OF DEATH
a. COUNTY

St.. Franceis

a. STATE

2. USUAL RESIDENCE (Where deceased lived. If institution: Rclidt_nc{z?;érc
Y odmissi
ancels:

b. CITY (If outside corporate limits, give TOWNSHIP only} lnside Limits < CITY o 7 9.0 Inside Limits
OR Yosi] No Or ol v N
TOWN ¢ . osX Mo Town Farmingten, Me. Rt «2 (] Ne
c. FULL MAME OF {lf NOT in hospital, give location) | Length of stay in 1b d. STREET {If vutside, give location) Reside on Farm
HOSPITAL O ADDRESS ¥ N
INSTITUTIONB; X No ]
3. NTAME OF DE;:EASED First Middle Last 4. DATE Month Day Year
{Type or print .
Iillie G. Cunningham DEATH  MAy 4L 1959
5 SEX 4. COLOR OR RACE 7'MARRLEDI3NEVER MAERIEDD 8. DATE OF BIRTH 9, AIGE u,,'::,,; ::J:ﬁsa g::m I:ok:'N'DER 2:‘:135.
o L} LT
Female ! White | woowen[] oworcep[ ]| D8 2 .1868 b L iiadd l |
10a. USUAL QCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR 11- BIRTHPLACE (City ond state or country) 12. CITIZEN OF WHAT COUNTRY?
durin st of working lifp, sven if revired) INDUSTRY » 5 . M
‘Batise~wite Perrgwilln, Mo ¢ Delsdoe

13a FATHER'S NAME

irat

nan

unkown

unkasn

13b. MOTHER'S MAIDEN NAME

14. NAME OF HUSBAKD OCR WIFE

| Percy Cunningham

15. WAS DECEASED EVER IN U. 5. ARMED FORCES?

(Yas, no, o knqwn}| (1f yes, give war or dates of service}
V)

16. SOCEAL SECURITY NO,

17. INFORMANT

Address

« Rt.2

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE
MEDICAL CERTIFICATION

18. CAUSE OF DEATH (Entor only one couse per
DEATH WAS CAUSED BY:

IMMEDIATE CAUSE (o)

i

PART I

Condltions, if any,
which gove riss to
above couse {4},
stating the under-

OUE TO (b)

ine for {a}, (b), and (c}).)

Percy Cunningham Farmingten, Me

INTERVAL BETWEEN
ONSET AND QEATH

lylng couse last, DUE TO {c)
PART I). OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the termingl diseass condition given in PART | (o) 19. WAS AUTOPSY
4% PERFORMED?, ..
/ YES[] NO
20a. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE MOW INJURY OCCURRED. {Enter notura of injury in PART | or PART I} of item 18.)
] O [
0c. TIME OF Hour Menth, Day, Year
INJURY a.m,
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, ctory, street, office bidg., etc.)
WORK AT WORK )
21. | attended the deceased from . to /7 and last saw hl 0 Glive on 27 & .
Death cceurred at /, 5‘ & m m ol the dote stated above; and 1o the best of my knowledge ¥irom the causes stated.
22a. G le Y (Degreo or titla) ¢ | 22b ADDRESS 22¢. DATE SIGNED
%- . 0/ teat Do, Pmy s, 45y

23a. BURIAL, CREMATION, | 23b. DATE 23c. NAME OF CEMET OR CREMATORY 234, CATION (City, , or county} (’{rmg
REMOVAL {Specify) .
May 6,1959 K.0f Po (- Fermingten, Me.
24. FUNERAL DIRECTOR ADDRESS 25. DATE RECD. BY LOCAL REG. | 28. REGISTRARES SIGHATUR
G- . #
«H.Cezean Fermingten, Me. May &, 1457)] € ; dé.g_ )
(Liconsed Embalmer’s Statement 01 Reverks Sdle) 7 T /Y
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£ tRec T 3T e BT ATEMENT B"\"fLIC'ENSEb EMBALMER

L.

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

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

DY M@, OF DY oottt ettt s s e e a ey
working under my personal supervision.

Student .oiiii e
Signature of Student Embalmer

P . PRI N

e

- .

e . . - ) . i . . e - s v oeoe T e M
' " 'Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER ‘i his OWN HANDWRITING. (Failure
to comply with the above constitutes grounds for revocation of license). '
N 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,

L4 ] . LI ]




