ealth,
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uhlic
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USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

All diseases in Part | must be causally related.

THE DIYISION OF HEALTH OF MISS0UR!

STANDAR

CERTIFICATE OF DEATH

59-018048

wvnmw. Registrar’s No., J_

STATE FILE NUMBER

celff e

ﬁegisrrurion_ District No. ...
.

¥ |

1. PLACE QOF DEATH 2. USUAL RESIDEMCE (Where daceased lived. |f institution: Resldenc’e fore
0. COUNTY Jackson o STATRt s sourl b. COUNTY Jg e kg o™ *
b. CITY (if outside carporate limits, give TOWNSHIP anly) Inside Limits c. CITY Inside-Limits
| om__1ndependence Yes (A Ne ] ow lndependence YeX] No (]
I ¢. FULL NAME OF (If NOT in hospital, give location) | Length of stoy in ib 700 - STREET (If cutside, give location) Reside an Farm
¢ _ WriaiCable Rest Home fe o 'O 1423 N. Main re O w0
3. NAME OF PECEASED Firsy Middie Last 4. DATE Month Day Year
(Trpeerpriot MR, ALLEN EDWARD BUNYAR oeaw May 25, 1959
5. SEX 4. COLOR OR RACEf 7. d 8. DATE OF BIRTH 9. AGE {In yeors IF UNDER 1 YEAR| IF UNDER 24 HRS
Ma le . m} i t A , ::;:;:EE%NEVEZ::::EE% Sept . 5 , 1 90 1 S'P'?' Epirt:dﬂﬂ Months | Days Hours I Man.

100. USUAL OCCUPATION {Give kind of wosk done

durmg mast of wn:im;‘

Retired

ife, oven it rlmod)

lorist

10b. KIRD OF BUSINESS OR

INDUSTRY

11. BIRTHPLACE {City and stale or country)

Independence, Mo,

4

12. CITIZEN OF WHAT COUNTRY?

USA

13a. FATHER'S NAME

Edward G. A. Bunyar

Mary Barnha

13b. MOTHER'S MAIDEN NAME

rd

14- NAME QF HUSBAND OR WiFE

rs. Gladys Bunyar

| 15. WAS DECEASED EVER N U.'S. ARMED FORCES?

{Yes, no, or unkmwn)‘(ll yos, give wmﬁgru of service} ’.L90"'090-I.L96

16. SOCIAL SECURITY NO.

17. INFORMANT

Mrs. Gladys Bunyar,

Address

Indep., Mo.

PART I.

Conditions, if any,
which gove rize to
obove cause {a),
stating the under-
lying cavae last

18. CAUSE GF DEATH (Enter only one cause per line for {a), (b}, and (c}.)
DEATH WAS CAUSED BY

IMMEDIATE CAUSE (a)

INTERVAL BETWEEN

ONSET ANE DEATH

—

DUE TO (b WW

DUE TO (c}

PART il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but noI related 10 the terminal disecse condition given in PART | (a)

332

19. WAS AUTOPSY 3
PERFORMED?

YES[] NO[M

MEDICAL CERTIFICATION

20e. ACCIDENT SUICIDE HOMICIOE 20b. DESCRINE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART Il of item 18.)
Ci ] il

20c. TIME OF Howr Month, Day, Year

INJURY a.m.

p.m.

20d. INJURY OCCURRED 20e. PLACE OF INJURY {e.g., inorgbouthome,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE ATD NOT WHILE 0 farm, factory, street, office bldg., etc.)
WORK AT WORK

Death occurred at

21. | attended the deceased from ‘ g s ’

, 1o

/

2L Y

and lost suwt.:

alive on %l’, J E
wledge, {8m the couses stated.

m on I‘he date sInled above; ond t¢ the bast of my kne

220, 51

23a. BURIAL , CREMATION,
REMOV AL (Specity)

235 DATE

|May 28, 1959

_4§¢thn4*qiqﬂL__,ﬁﬁ¢

22b. DRES,

o~

2¢. IPAT E SIGNED

4= 2745

23c, NAME OF CEMETERY OR CREMATORY

Mt. Washington

JILOCATION [City, town, or cownty)

K+Ce7 Mo.

(Srare)

24. FUNERAL DIRECTOR

OTT & MITCHELL, Indep., Mo.

DRESS

S~

25. DATE RECD. BY LOCAL REG

28~ 59

j ;RAR SSlGNATUﬁ i




STATEMENT BY LICENSED EMBALMER

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

BY M@, OF DY rovtiiiiinrniiir e reeinemarenrereerernrrersresressesserssasenssessnesinnbrastorassnnsnns

working under my personal supervision.

Student ..o e
Signature of Student Embalmer

P. 0. Address .&;

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure
to comply with the sbove 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.

- . . .




