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USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

THE DIVISION OF HEALTH OF MISSOURI|

STANDARD CERTIFICATE OF DEATH

PRROAEEIE, -
So_. Regism.......,..ép..é.._-

IF".ED MAY 2 2 195959istrcﬁon District No. {4 Pﬂnury Rggis’ro!ion District No. __sat {3 . -
. 1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Reaédgnc_eff{fuu
. COUNTY a. STATE b. COUNTY admissi
" rYY - - Missourl Barry
b. CITY (If outside corporate limits, give TOWNSHIP only) Inside limits <. ClOTRY oo &5 Inside Limits
4
v Mineral Springa Twp, YU MR o Cassville Yos[J No (3
c. FULL NAME OF (If NOT in hospital, give location) | Length of stay in 1b d. STREET (If outside, give location) Reside on Farm
HOSPITAL OR ADDRESS Y Ne (7]
INSTITUTION es W No
3. FI_AME OF DE?EASED First Middle Last 4. DATE Month Doy Year
ype or print SAMUEL HENRY Mc FARLAND OF
oia™ My 2, 1959
5. SEX 6. COLOR OR RACE T'MARRIEDDNEVER MARRIED[ ] 8. DATE OF BIRTH 9. A|GE. Ei,:':;:;; I;:.:‘P‘JIE).ER I."):,EAR I:::J-DER 2;iH"R5.
as X
male o white ., wioowep[X ovorcen[ ]| Marceh 28, 186& Q1 - l
10a. USUAL OQCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (City and stots or country) - 12. CITIZEN OF WHAT COUNTRY?
during mast of working life, even if catired) INDUSTRY e
farm Missouri UsA

13a. FATHER'S NAME

15. WAS DECEASED EVER IN U, 5. ARMED FORCES?
{Yws, no, or unknawn)| (IF yes, give war or dates of sarvice)

13b. MOTHER'S MAIDEN NAME

Sarash Jane Bell

J4: NAME OF HUSBAND OR WIFE

Georgann McFarland

18. SOCIAL SECURITY NO.

no

17. INFORMANT

Address

Mrs. A. G. Holman-Cgssville, Mo.

MEDICAL CERTIFICATION

DEATH WAS CAUSED BY:
IMMEDIATE CAUSE ({a)

PART I

Cenditions, if any,

18. CAUSE OF DEATH (Enter only one cavss per line for (a), (b), ond (c).}

INTERVAL BETWEEN
ONSET AND DEATH

which gave rise to
obove cavse {a},
stating the under-
lying couse lost.

} DUE TO (b)

DUE TO ()

PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TGO DEATH bu? not reloted to the terminal diseass condition given in PART I (0}

19. WAS AUTOPSY
PERFORMED?

HR24% ves[] nof 2
200. ACCIDENT SUICIDE  HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in PART | or PART Il of item 18.)
d O O

20¢. TIME OF .Hour Month, Doy, Year

INJURY  a.m.

p.m.

20d. INJURY OCCURRED 20e. PLACE OF INJURY {e.g., inor abouthome,| 20f. CITY, TOWN, OR LOCATION COQUNTY STATE
WHILE AT % [LE farm, factory, street, office bidg., etc.}
WORK

21. | attended the decoased from

/Pumh occurred at

ond last sat & him ** alive on
m on th to stoted obove; ond to the best of my knowlegfe, from the causes :tul-d

o

0ADDRESS
e

Auﬂl%

22c. PATE SIGNED

S- 40T

108, | 235 DATE 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION {City, tawn, or caunty) (Stare)
" | may 5, 1959 Seneca Cemetery Beneca, Missouri
24. FUNERAL DIRECTOR ADDRESS 25. DATE RECD. BY LOCAL REG. 248. REGISTRAR'S SIGNATURE. v
Culver's Cassville, Mo- Wece, 41559 Chraec. Lo Bf

{Licansed Embaimer’s Statemant earv.ul Side} /
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STATEMENT BY LICENSED EMBALMER

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

by me, or by . S PP PP PP PR , Student Embalmer No. .....cocoeeeinnnns

working under my personal supervision.

SEUAEML  -vveerraraninrarearanisrniiisnrnreacaemaressassasnsnnins Signed /..

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.

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




