ept. Heclth,
c., & Welfore
. 5. Public

alth Service

BLED JUN 15 195resisrrion piswictso. .. S 74 ...

THE DI¥ISION OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH

Primary Registrotion District No. ...

99-020245

STATE FILE NUMBER

Y. 5. 300

1. PLACE OF DEATH

2. USUAL RESIDENCE

{Where deceased lived.

If institution: Rtsjdgy(aforu
Missouri b Y yopth “7

|
ov, 1-57

—

. COUNTY . STATE
° Worth County :
b. CloTY (Mf outside corporate limits, give TOWNSHIP only) Inside Limits <. ClTY Inside Limits
rom Middle Fork Township [0 %0 || 2 %8 worth Missouri Yoslyg Mol
c. FgLL NAME OF {If NOT in hospital, give logation} | Lengih of stay in 1b d. S5TREET {If outside, give location) Reside on Farm
HOSPITAL O ADDRESS
wstiorionnorth-east of Dehver 2-weeks nortk part of Woprth Yell %i)
3. NAME OF DECEASED First Middle Last 4. DATE Month Day Year
(Type or print) i OF
William A, Pickering CEATAPTi1 24 1959
5 SEX 6. COLOR OR RACE| 7. 8. DATE OF BIRTH X n yoors iF UNDER 1 YEAR] IF UNDER 24 HRS.
maRRIED | NEVER MARRIED[ ] _ 9 A&i L'm;d“; e T Daye ~ 1 Fowrs z:“n
male o| white 1 wooweofg  ovorceo[J|February-23-1869 ) ' |
100. USUAL OCCUPATION {Give kind of work dona | 10b, KIND OF BUSINESS OR 11. BIRTHPLACE (City nr:: state or country) 12, CITIZEN OF WHAT COUNTRY? -
dUl’iﬂﬂFpl' af wiing life, even if retired) INDJUSTRY |
arm retired farmer [Chucky Teénnessee N.S.A.

130. FATHER'S NAME

Williwm Alexander Picke]

135, MOTHER'S MAIDEN NAME

immons-

14- NAME OF HUSBAND OR WIFE

15. WAS DECEASED EVER IN U,

$. ARMED FORCES?

ring Mary S

16. SOC)AL SECURITY NOD.

{Yws, no, or unllmwn)l(lf yau, give war or dores of service)
1o o)

none

17.
John Pickering Denver Missourl

INFORMANT

ary Alice Pickeri ng

Address

LR e L LAY B i )

q

Dector, coroner, etc. must use only standard nomenclature in item 18. No symptoms will be kisted.
USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

All diseoses in Part | must ba causally related.

PART k. DEATH

IMMEDIATE CAUSE {a}

WAS CAUSED BY:

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

1)Prostatic Hypertrophy with

INTERVAL BETWEEN
ONSET AND DEATH

Urinary Retention

S5yre

Death occurred ot

L F & i

Conditiang, if any, DUE TO (b)
which gova rise to
above couse ({a),
atating the under- }
g lying couse last. DUE TO (c}
= PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not reloted to the terminal disease condition given in PART | (o) 19. WAS AUTOPSY
6 PERFORMED?
= /00X ] vesl
1 20a. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY QCCURRED. (Enter nature of injury in PART | or PART Il of item 18.}
w
v . O O
3| 20c. TIMEOF Howr Month, Day, Year
a INJURY c.m.
‘E p.m,
20d. INJURY OCCURRED 20e. PLACE OF INJURY (e.g., inor abouthome,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE ATD NOT WHILE D farm, factory, street, office bldg., e1c.}
WORK AT WORK ‘ -
21. ) ottended the d d from 1950 , fo april 24‘ sgond last saw ::::‘ alive on 23Apr 59

m on the dote stated above; ond to the best of my knewledge, from the causes stated.

220, QGWHW )
Frank B Matteson

22b. ADDRESS

47 26/5Y°

o

-3

-~

. BURIAL, CREMATION,
REMOV AL (Specify)
;

23b.

DATE

il 946~37

23c. NAME OF CEMETERY OR CREMATORY

f%a}r}a_lz

NERAL DIRECTOR

ADDRESS

\

Fia W

N 2y

Grant City, Mo

23d.

A

[

LOCATION (Ch-p, town, of county}

P-n Yer

{5rate)

25. '‘DATE RECD, BY LOCAL REG.

Jzo. REZTRAR 'S SIGNATURE m

,@,Vn.l///- /7\5?

(Lie-nlf Em!mUS!uumcm on Reverss Side)




R G 7 pap

3

STATEMENT BY LICENSED EMBALMER

1 hereby certify the body whose name ig recorded on the reverse side of this certificate was embalmed

.» Student Embalmer No. ........cccveneen

by me, or by ...t

working under my pergonal supervision.

Signature of Student Embalmer

Licensed Embalmer No’f?zcg// .

, P, 0. Addres fene

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




