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All diseases in Port | must be causally raloted.

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

THE DIVISION OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH

r.-r.u J UN 4 1959' Registeation District No. éo_apnmury Registration District N

39-018453

3TATE FILE NUMBER

remrenee. REQistror’s Na_, /é/

1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceosed lived. If ingtitution: Residence pefore
. COUNTY a. STATE . b, COUNTY odmiss pin
i Marion Missourl Marion
b. CgY (If outside corporate limits, give TOWNSHIP only) Inside Limits <. CgY Inside Limits
R R
TOWN Palmyra . Yes [] No [ TOWN Palmyra Yes[] Nolx
c. FULL NAME OF (If NOT in hospital, give location) | Length of stay in 1b ¢ .d. STREET (I outside, give location} Reside on Farm
HOSPITAL OR ¥ o ‘ADDRESS y N
I [ __instituTion Regidence R R # 2 o B R #2 @ Nol]
3. NAME OF DECEASED First Middle Last 4. DATE Month Day Year
{Type or print) OF
SAMUEL LEFEVER PEATH  May 20,1859
5. SEX 6. COLOR OR RACE ,F'MARRIEDDNEVER MARRIEDD g. DATE OF BIRTH 9. AEE' gi,,r:::;; ::::':JIER[\,;EAR IﬁnuuN’DER 2:‘7HRS
N st bir v in,
Male 6| Wnite R wooweoK]  oworceol]] yi31y 98, 1RAQ £9 a | o9 I
10c. USUAL OCCUPATLOR (Give kind of work dons | 10b. KIND GF BUSINESS OR 13. BIRTHPLACE (Ciry ond state or country} o |12 ciTizen oF wHaT counvay?
during most of working life, even if ratired) — INDUSTRY
Farmer fetired Marion County Missoni LA

13a. FATHER'S NAME

Samuel VanBuren Lefever

13b, MOTHER'S MAIDEN NAME

Sarah Ann Sarber

14" HAME OF HUSBAND OR WIFE

Carrie Evans Lefever

15. WAS DECEASED EVER IN U, 5. ARMED FORCES?

(If yes, give war or dotes of servics)

[Yas,NoO or unkngqwn)

16. SOCIAL SECURITY ND.| 17. INFORMANT

Address

Miss Virginia Lefever Palmyra “issouri

18. CAUSE OF DEATH (Enter only one cause per dine for {a), (b}, and {c).} . INTERVAL BETWEEN
PART |. DEATH WAS CAUSED BY: . . - ONSET AND DEATH
IMMEDIATE CAUSE (a) e m“#““‘“?
. »
Conditions, if any, DUE TG (b} MNM M
which gove rise to -
DbO\.fl couse (o), } g
stating the wnders
z lying covsa last. DUE TO (<}
- PART Il. CTHER SIGNIFICANT CONDITIONS CONTRIBUTING TCO DEATH but not refated to the terminal diseose condition given in PART { {0} 19. gAS A(l)JTOPSY
< ERFORMED?
g H 200 YES[] NOL[]
=1 20a. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART il of item 18.)
w
5 o -0 0
S 20c. TIME OF  Hour Month, Day, Year
g INJURY a.m.
B3 p.m.
20d. INJURY OCCURRED 20e. PLACE OF INJURY (e.g., inor abouthome,| 20f. CITY, TOWN, OR LOCATION COURTY STATE
WHILE ATD NOT WHILE O farm, factory, streel, otfice bldg., ete.)
WORK AT WORK
21. | attended the deceased from /M“] /f Y? Lt / M“’ /fr’9 ond last saw L':; alive on 4 h“‘" /? 6.7
Death occurred ot __§3 00 P ! m on the dgre stated above; and to the best of my knowledge, frorrlhe covses siated,
22a. SIGNATURE ([Eu or title) Q | 22b. ADDRESS 22¢. DATE SIGNED
~ N I, §/22/5%
23a. BURIAL, CRE]U'”ON. 23b. DATE 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town, or county) (Srare)
REMOVAL (Specify) C .
Burial 5/23/1959 Providence Vemetery MARIon. Covintr wMi ssouri
24. FUHERAL DIRECTOR ADDRESS 25. DATE RECD. BY LOCAL REG. 28. REGISTRAR'S SIGNATURE B
7. Crawford Smith Hennibel Missouri /- 24579 4 DA




PO . o | L 8. AA 4]

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

..........................................................................................

working under my personal supervision.

Student

........................................................

Signature of Student Embalmer

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Faxlure
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.



