Haclth,

i Welfare
Public
Service

THE DIVISION OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH

S LT

gistration District No.

Primary Registration District Ne.

-,*_----.5rS____-_thi’?i_____

STATE FILE NUMBER

- 1. PLACE OF DEATH 2. USUAL RESIDENCE (Whoro deceased lived. If institution: Residence befoie
L300 a. COUNTY Stone o STATEM4 ggourd & OUTY  Ston¥B =
1-57 b, C(I;rRY {If suiside corporate limits, give TOWNSHIP only) Inside Limirs . chY O f-f 0 Inside Limits
' Tom _ Crane Yos i No [ om _ Crane ¢ | vaO niZ
c. FULL NAME OF {If NOT in hospitol, give location) | Length of stay in 1b d. STREET {If outside, give location) Reside on Farm
HOSPITAL OR ADDRESS Yes (X No [
INSTITUTION : °os o
3. NAME OF DECEASED First Middle Last 4. DATE Month Doy Yoar
(Type or print) Dwight Scott Parsons ooy Jdan 19 1959
5. SEX § | 6 COLOROR RACE]| 7. mnmegﬂ’nevsn marriep[] 8. DATE OF BIRTH 9. AGE (In ysors BFUNDER 1 YEAR| IF UNDER 24 HRS.
last b Menth Da Hours Min.
Male White \ wiDoweED[ ovorceo[ 3| NOov 13 1915 ) ‘ﬁjﬂ " l " J "
100. USUAL DCCUPATION (Give kind of work done | 10b. KIND OF BUSIMESS OR 1. BIRTHPLACE (City and state or country} 12. CITIZEN OF WHAT COUNTRY?
during most of worki ife, sven if retjred) INDUSTRY
Tocker Piant Upenaton Hurley,Missouri ¢ U.5.A,

13a. FATHER"S NAME
M.T.Parsons

13b. MOTHER*'S MAIDEN NAME

Lena Scott

4. NAME OF HUSBAND OR WIFE

Allene Parsons

(Yes, no, or N:va)l {1t yes, give war or darer of

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

16. S0CIAL SECURITY NO. INFORMANT

f service)

Address

Allene Parsons,Crame , Misscuri

18. CAUSE OF DEATH (Enter only one

cuuu per lina for {a), {b), and {c).}

INTERVAL BETWEEN

w-alive on w /(-/jn_/‘

FeCTior, curener, o1C. MUsl Uss ONly 3tandard nomenclatura 1 item (3. No Ssympicms will DO LigTed.

=

(Degree or 1% =~
R £ ) ¢4

s, faw-

2). | ottended the deceased from % - ‘-£ 9 3‘ , 1o - "/ and last $ow
Death occurrad ot e, : 15 the dote stated above; ond to the bell of my know| , from the couses stated.
22a. SIGNATURE 22c. PATE SIGNED

/-2

w
-
@
2
g
“w PART |. DEATH WAS CAUSED B ONSET AND DEATH
w IMMEDIATE CAUSE (c) Primary carcimoma of urachus with matastasis
& to abdominal viscera,lungs, spine. 16 mos.
E Conditlans, if any, DUE TD (k)
S which gave rise to
- cbove couss (a), }
4 stating the under-
g g lying eouse lost. DUE TO (¢)
= o= PART I, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the terminal dissase condition glven In PART | (a) 19. WAS AUTOPSY
T & 6 N PERFORMED?
: gE (S 7 YEs[] No[) ©
. % 2| 20a. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. {Enter nature of injury in PART | or PART 1l of Ttem 18.}
—- - w
g5l © 0 O
3 XYS{ 0c. TIMEOF .Howr Manth, Day, Year
£ @g5 INJURY  a.m.
‘g‘ : X p.m.
E g 204. INJURY OCCURRED 20e. PLACE OF'INJURY(-. ., inor abouthome,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
T w WHILE ATD NOT WHILE D farm, factory, street, office bidg., etc.)
5 g WORK AT WORK
£
"
s
H
-
3
=

230. BURIAL, CREMATION,

Barisr™”

1/21/5¢9

23c. NAME OF CEMETERY OR CREMATORY

120,0,F,

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

Marionville, Misceuri .

(State)

24. FUNERAL DIRECTOR

Manlove Funeral Home,Crane,Mo

ADDRESS

‘1"'..30-3'?

25. DATE RECD. BY LOCAL REG.

RAR'S SIGNATURE// o3t
2. szyzﬁqud/

d Embel on Raverie Sida)

L




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, OB i ir e e e a e etaan e an st e e en i rrnes , Student Embalmer No.........ccooevunnes ‘

working under my personal supervision.

Student oo e e
Signature of Student Embalmer

......................

P. 0. Address, 5 S T s LD

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure
to comply with the above constitutes prounds for revocation of license).

If embalmed by 2 STUDENT, he also shall sign in his OWN, handwriting.

If this body is not embalmed, fact should be so stated above.




