stating the wunder-

Health, THE DIVISION OF HEALTH OF MISSOUR! 59_01’?205
& ettre STANDARD CERTIFICATE OF DEATH e
Public - 7.3
Service "_ED MAY 2 1 IQSQFQisnution_ District No. d_?i’_?nmary Rngi!fmﬁ_ﬂp District No. Regishur's ND"“"""'&""]‘T _______
I. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence bfors
. 300 a. COUNTY Daviess a. STATE Missouri b. COUNTYDaVlesg‘mlul )
1-57 b. CITY (If outside corporats limits, give TOWNSHIP only) inside Limits c. CI!.)TRY Insid€ Limits
Town _Colfax Twp. Yes [] Nog] tomi Kidder Yo:[ ] No[y
c. FULL NAME OF (If NOT in hospital, give location) | Length of stay in 1b o3, d. STREET . (If outside, give lncohon) Reside on Farm
, " R IS |8 B 5 opa . “NOWRIETer | E D
3. (NTAME OF DE!;:.EASED Firss Middle Last 4. DATE Month Day Year
ype or print DF
George Roy Peters peat  May 16, 1959
5. SEX & COLOR OR RACE| 7. 8. DATE OF BIRTH FUNDER i YEAR| IF UNDER 24 HRS.
maxriED[ I NEVER MARRIEDEN] 9. AGE (In years
[P 4 last bi Months | D Hours Min.
. flale o | White o WIDOWED[} ovorceo[]]  8/1/1 g'?i/- i) [Moreha | Dors | How ] "
g 10a. USUAL OCCUPATION {Give kind of work done | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (Ci!y’and state or country) 12. CITIZEN OF WHAT COUNTRY?
L= during most of working life, aven if ratired) DUSTRY, .
. ki Farming Daviess Co. Mo. ) U.S.A.
3 13a. FATHER'S NAME 13k, MOTHER®S MAIDEN NAME I 14. MAME OF HUSBAND OR WIFE
z Henry C. Peters Ida Crall |
o
E- 15. WAS DECEASED EVER IN U. 3, ARMED FORCES? 16. SOCIAL SECURITY NO.| 17. INFORMANT Address
{(Yes, known)| {If yesy,give war or dptes of service) -
E s, nuyoreunsm nl y W.w:nt of —‘Dzh-g Boyd Peters Kldder, MOo
18. CAUSE OF DEATH (Enter only one cause per lirfe for (o), (b), and {c).) INTERVAL BETWEEN
PART |. DEATH WAS CAUSED BY: . . . ONSET AND DEATH
IMMEDIATE CAUSE (a) Mw%c@:—m_
Canditions, if any, DUE TO (b)
which gave rise 1o . :
agbove cause (a), }

g lying causs lost. DUE TO (e)

E PART It. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the terminal disacse condltion given in PART | (a) 19. WAS AUTOPSY
PERFORMED?

(&)

& . A2/ YES[] No[B—

21 200. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART Il of item 18.)

w

o O O O

SI 0. TIMEOF Hour Month, Day, Year

Q INJURY a.m.

E p.m.

20d INJURY OCCURRED 20e. PLACE OF INJURY {e.g., inor abouthome,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE

farm, uctory, street, office bldg., etc.)

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

WHILE ATD NOT 'M-'HLE 0

Uocl’u-r;-caronar. etc. must use only standard nomenclature n 1tem

.Y All diseases in Part | must be causally reloted.

WORK
i 21. | attended the deceased from \°( SJ" , to !ﬂ% 19y i and last saw, alive on m% 10, /idz
Death occurred at 1 & €%, m on the dgte stated cbove; and 1o the besTof my knowledge, the couses stated.

22a. SIGHATURE {Degree or title) £ | 22b. ADDRESS 22¢. DATE SIGNED
Q,! o 8 e GG m L. o . ﬂf%fz,?‘;?
23a. BURIAL, CREMATION, | 23b. DATE 23e. NAME OF CEMETERY OR CREMATORY 23d. LOCATION {City, town, or couny) tate)
. ‘ REMOYAL {Sp-.eify . .
- Buriall 5/18/1959 Winston Winston, Mo.

24. FUNERAL DIRECTOR

Liorris A. Bram

ADDRESS
Hamilton, Mo.

25. DATE RECD, BY LOCAL REG.

24. REGISTRAR'S SIGNATURE

S22a- /757 A%M?M‘L

{Licensed Embalmer’s Statement on Reversa Sida)



STATEMENT BY LICENSED EMBALMER

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

T B+ U P

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

r

working under my personal supervision.

Student oeeviiii e
Signature of Student Embalmer

P. O. Address . Jl 72 asee 00

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

If embdlmed by a STUDENT, he also shall sign in his OWN handwriting.

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



