—

LED JUN 2 2 1gsaag|strouon District No.

Dept. Health,
lue,, & Welfare

THE DIVISION OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH

59020282

STATE FILE NUMBER

l Primary Reglstrahon Dlsmct No. 3Q o0 . Reglsfrur s No., / i\s‘

I

Rav. 1-57

U. S. Public
ealth Service
V. 5. 300

(Yes, no, or unknewn)] (If yes, give war or dotes of aervics)

1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence b
COUNTY Adair o STATE Misgouri b cONTRggjy admission
CITY (If outside corporate limits, give TOWNSHIP only) Inside Limits c. C:jTY Inside Limits
OR i R . :
TOWN Kirksv1lle YesE Ne [ TOWN Klrk Sv1lle Yes[ ] No[]
<. FgLFl’_I_FJAEN(EJgF {H NOT in hospital, give lecation) | Length of stay in 1b Oa,d.d' STREET (I outside, give location) Reside on Farm
HOSPITA ADDRESS
/ Nefinon 905 W. Normal a 395 W. Normal Yos [ No []
3. NTAME oF DE,CEASED First Middle Last 4. DATE Month Day Year
{Type or print 3 OF .
Guy Marion 8pesks peath June 15, 19 59
5. SEX 6. COLOR OR RACE| 7. B. DATE OF BIRTH 9. AGE 11 s JF UNDER 1 YEAR] IF UNDER 24 HRS.
m&l Whl MARRIEDD NEVER MARRIEDD last Li‘:r:;:y; Manths | Days Howusrs Min,
3 wioowen [ DIVORCEDEK | 4/5/1 912 2110
100. USUAL GCCUPATION {Give kind of work done | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE {City and stats or country) [e] 12. CITIZEN OF WHAT COUNTRY?
d#ﬂ mntr of working life, .vﬂlf retired) 'FIDUSTRY
| OTy WO Shoe Connelsville, Mo. USA
130. FATHER'S NAME 135, MOTHER'S MAIDEN NAME J4. NAME QF HUSBAN[! OR WIFE
Albert Speaks Manday Marrow X X )
15. WAS DECEASED EVER IN U. S. ARMED FORCES? 16. S0CIAL SECURITY NO.| 17. INFORMANT Address

Alberst Speaks—K1rksv1lle, Mo.

e causally related.
)

>33

ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE
pe——

"D"Do%sé

| diseases in Part |

A

sacuring the medical certificotion in the specific manner required by 193,140 MoRS 1949,

Doctor, coraner, etc, must use only standard nomenclature in item 18. No symptoms will ba listed.

MEDICAL CERTIFICATION

PART |. DEATH WaAS CAUSED BY:

IMMEDIATE CAUSE (a)

Condltions, if any,

DUE TO (b)

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

INTERVAL BETWEEN
ONSET AND DEATH

PO W IO

above cavis (o),

which gave rise 1o
stating the under-

) Bl

‘23a. BURIAL, CREMAQON

EMOVAL {

uria

wcily)

23b. DATE

&6/16/59

23¢. HAME DFCEMETERY OR CREMATORY

lying cause last. DUE TO (¢)
PART H, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TG DEATH but hot related to the terminal dissase candition given in PART | {a} 19. WAS AUTOPSY ¢
PERFORMED?
S5 YES(] NO[]
200, ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART Il of item 18.)
O [ [
20c. TIME OF Hour -Month, Day, Yeor
INJURY a.m.
p.m.
204, INJURY OCCURRED 20e. PLACE OF INJURY (e.g., inor obovthome,[ 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT W‘HILE farm, factory, street, office bidg., e1c.}
WORK ORK ~ A ~ 1y am ~ 3 N
21, | attended the deceased , 10 5 ‘ SI 5‘1 and last saw him alive on 6 ] ‘ M I 5 q
Death g m on the date stated above; ond to the best of my knowledge, fram ths cnuns stutad

ESS

a. (N2

o) Qi e [5/1 8

GNED

50

22¢. DATE

Roee Cemetery

23d. LOCATION (City, town, "% county}

Putnam County, Mo.

{5rare)

24. FUNERAL DIRECTOR

Davis & Devie

ADDRESS

Kirksville

(81§59

25. DATE RECD. BY LOCAL REG.

ﬁ 1STRAR'S SIGNATUR ;

DE /9

{Licensed Embalmer’s Statemant on Reverss Side)




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. .............coe

BY M@, OT BY uvvvvririeeieiiiiriean s st r e sisee e se e

working under my personal supervision.

S TTs =Y 1 | AU PEPPPERT
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 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.




