| Health,
& Welfare
Public

Service

Bl JUN 21958 e

THE DIVISION OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH

D.smd No .......

Primory Registration District No.

220

STATE F@E%b%
Regutmr P No.,,,.,_____,.._ﬁ _________

|
|1.
0

PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence by (cre
COUNTY Adair a. STATE Mo b. COUNTY  pdadp udm-ss?ﬂ'
CBTY {li outside corporote limits, give TOWNSHIP only} Inside Limits ¥ C(l:;l'RY Inside Limits

R ) d 1 7
TOWN Kirksyille Yos Q. Ne (] ¢ i3 8 TOWN KirkSVTL lle Yes[B] Mo (|
FULL NAME OF (If NOT in hospital, give lecatien) | Length of stay in 1b d. 5TREET W ﬁ” oytside, give |Socorlon) Reside on Farm
HOSPITAL DR . ADDRESS chi :
msTiTuTion Stickler Hosp. o FlaChigan oiey Yes [J No[3E

NTAME OF DECEASED First Middile Last 4. DA;E Month Doy Year

t : . 4]
(Type or print) Phillip Adams oy May 26, 1959

SEX 6. COLOR OR RACE| 7.

W MARRIED([_]NEVER MARRIED ]
0 WIDOWED[ ]

8.

pivorcenfi

DATE OF BIRTH 9. AGE (In yeors

IF UNDER 1| YEAR

IF UNDER 24 HRS.

1896

Isabinhdcy)

Months i Days

Haurs I Min.

100, USUAL OCCUPATION (Give kind of wark done

1 of warking life, even if retired)

orer

duri nﬂ

10b. KIND OF BUSINESS OR
INDUSTRY.,
Common labor

11- BIRTHPLACE {City ond state or cauntry)

&

Rich Hill, Mo,

12. CITIZEN OF WHAT COUNTRY?

« 5. A

130. FATHER’S NAME

David William Adams

13b. MOTHER'S MAIDEN NAME

Mary James

XX

M. NAME OF HUSBAND OR WIFE

15
I {Yea, no, or unkmwn)((i! yen, give war or dates of service}

WAS DECEASED EVER IN U, 5. ARMED FORCES?

§6. SOCIAL SECURITY NO.

1190-10-7966

17.
Mrs. Rosa Kleckinger, Louisiana,

INFORMANT Address

Mo

18. CAUSE OF DEATH (Enter only one cavse per line fo
* PART |. DEATH wAS CAUSED BY:

IMMEDIATE CAUSE (a}

r {a), {b), and (c).) W‘

INTERYAL BETWEEN
ONSET ND DEATH

Conditiens, if any,

DUE TO (b} @[ Aym,vp/mjt,d, W

Lb“‘d/VJﬂ

above couse {a},
stoting the under-

which gove rlse to }

NK OR RIBBON TYPEWRITE IF PQSSIBLE

P

LA

MEDICAL CERTIFICATION

lying caouse last. DUE TO (c)
PART Il. QTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the terminal disease condition glven in PART | (a) 19. WAS AUTOPSY
PERFORMED?
SO0 vEs[] NOIx &
20a. ACCIDENT SUICIDE HQOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART i[ of item 18.)}
d | O
2¢. TIME OF  Howr  Month, 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
WH!LE AT NOT WHILE 0 farm, factory, street, olice bidg., etc.)
CJ AT WORK —
v =

21. | attended the deceased from Jﬁ Qf&\b Zé \-J roq

8:10 A M.

Death occvrred ot

\b"’- E) =5 ?nnd lost 3aw I":’_‘:[urn on

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

e WL R

Doctor, coroner, ete. myst use only stondord nomenclature in item 18, No symptoms will be listed

All diseases in Part | must be caysally related.

I2a. SIGNATURE

{Deggeo or title)

o

22b. ADDRESS

Kirksville, Mo,

22¢- DATE SIGNED

bl

LY

o. S

<.

»

23a. BUR!AL, CREMATION, | 23b. DATE 23c. NAME OF CEHE’TERY OR CREMATORY 23d. LOCATION (Clty, tawn, or county) {State)
REMOVAL (Specify) . ,
i 5/28/ 59 Novinger Cemetery Novinger, Mo.
AL DIRE ADDRESS 25. DATE RECD. BY LOCCAL REG. REGISTRAR'S SIGNATURE
/{:{D K1rksv1lle , Mo. J-29-/759 ).
R

(I.ic-nud Embalmer's Stetemant on Reverse Side)

.




STATEMENT BY LICENSED EMBALMER

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

BY B, OF BY iieetiiiiiuien ettt crirterrr e ea s e s et s e s ., Student Embalmer No. _.....c.cooieienn.

working under my personal supervision.

Student ...oociiiiiiiiiiinn e treesatteereeeiienerararreiaan
Signature of Student Embalmer

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.

-



