Health,

[ Welfare
Public
Service

THE DIVISION OF HEALTH OF MIS50URI

(o2

STANDARD CERTIFICATE OF DEATH

Primary Reglstmhon Dlstrn:1 ND

03-017215

STATE FILE

3o/f

- Registrar’s No.._..._

NUMBER

LED MAY 2 5 1859 cusroion v

1. PLACE OF DEATH 2. USUAL RESIDENCE (Where dececsed lived. {f institution: Residence bpfore
300 a. COUNTY sx 'sDCOUNTY admissk
A Dent f1ssouri
=57 b. C(|3TY (1F outside corporate limits, give TOWNSHIP only} Inside Limits c. CITY Insidf Limits
OR
TOWN _ Salem Yes [ Mo [ Towm  Salem Yes[] Neyt]
c. FHLIL_ NAME OF (If NOT in hospitel, give location} | Length of stay in 1b ai’jd' STREET (If outside, give location) Reside on Farm
HOSPITAL OR s = 7 ADDRESS
o  wstisution  Hart Clinic 2 davs e rt 1 Yes [3¢Na [
3. N_IJ_\ME OF DECEASED First Middle Last 4. DATE Month Day Year
int - ] .
(Type or prini) William W  Hedrick pear  May 14 1959
5. SEX 6. COLOR CR RACE§ 7. 8. DATE OF BIRTH 9. AGE (In years IF UNDER 1 YEAR] |F UNDER 24 HRS.
male white MARRIED{ I NEVER MARRIEDPS) X o gi";:w; onths [ Boye | Hours o
A o wWioowen[T] pivorcen[ ] ) ?, / 7D T
B 100. USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR 1. BIRTHPLACE {City and stata ar country} 12. CITIZEN OF WHAT COUNTRY?
- during mast of working life, even if ratirad) INDUSTRY
@ farmer general Dent Co Mo 0 US A
E 13a. FATHER®S NAME 13b. MOTHER'S MAIDEN NAME 14, NAME OF HUSBAND OR WIFE
:3
: N Commodor Hedrick Margaret  Jamison None
5 ; 15. Wa$ DECEASED EVER IN U. 5. ARMED FORCES? 16. SOCIAL SECURITY NO.| 17, INFORMANT Address
5 =l (Yes or unknown)| (If yas, give war or_dates of service) y
Fo3 No Doc _ Bovyd Salem Mo rf 1
£ o 18. CAUSE OF DEATH (Enter only one cause ppeline for (a), (b}, and (c).} . . INTERVAL BETWEEN
b w PART L. DEATH WAS CAUSED BY: . . ONSET ANC DEATH
L w IMMEDIATE CAUSE (a) b ]
£ @
L =
" E Conditions, if any, DUE TO {b) w—) hd
E > which gave rise to
3 [od obove couse la},
5 r4 stating the under-
E % é lying cause last. DUE TO (c)
E 5 N = PART I}, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related so the tarminal disease condition given in PART | {a} 19 WAS AUTOPSY
fe xpe PERFORMED? O
5 s Sh: / ?? . YES[] NO[J
5 S ='Z‘ | 20a. ACCIDENT SUICIDE HOMICIDE Ab, DESCRIBE HOW INJURY DCCURRED. {Enter nature of injury in PART | or PART H of item 18.)
= = w
re v O [ O
i S84
e U Me. TIME OF Hour Month, Day, Year
A [ INJURY  am.
- 'g i E3 p.m.
2 E % 20d., INJURY. OCCURRED . We. PLACE OF INJURY (e.g., inorabouthome,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
; T: w WHILE ATD NOT WHILE ] form, factory, street, office bidg., eic.)
By a WORK AT WORK
3 £- 21. | attended the deceased from -~ 3‘ / 2 / Z; ﬁ (] - to and last ‘suwm alive en \5‘. B
y »n .
; 5 Death occurred alg I X { ? m on the date stated above; and to the best of my knowledge, from the causes stated. ‘
. 0
; 2 220. SIGNATURE /// (D r tiYe) o | 22b- ADDR -225 D, Z SIGNED
13 A ~
230. BURIAL, CREMATION,] 23b. DATE 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town, or county) (Stats)
OV AL (Specify) » - .
g0 uria 5-17-59 Round Pord Cem Dent Co Missouri
4 & 24. FUNERAL DIRECTOR ADDRESS ATE ECD BY LOCAL REG. 26. REGIST) 'S SIGNATURE
Spencer Funeral H Salem ™ LT
pe uner ome alem (

{Licensed Embalmer’s Siahmnnr on R.voulSldo)




STATEMENT BY LICENSED EMBALMER

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

, Student Embalmer No. ...........c.oee.

Licensed Embal

P. O, Address....\

DY M1, OF By L iiiiti ittt ettt et st ta s e b e rn g aneassaasan

working under my personal supervision.

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 revecation 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.



