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o .
securing the medical certification in the specific monner required by 193,140 MoRS 1949.
USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

Doctor, coroner, etc. must use only standord nomenclature in item 18. Mo symptoms will be lisred.

All diseases in Part | must be causally related.

-~

)

5

i.EB JUL 7 mgiﬂmﬁoqgjﬂﬂg

THE DIVISION OF HEALTH OF MISSOURI
STANDARD CERTIFICATE OF DEATH
3.3

No.

09020401

STATE FILE NUMBER

Primary Re&i stration District N°-...3.....9......b«..‘{a_.._..._ Reﬂ_isvur'! Nu.__z__g_s:. _____

1. PLACE OF DEATH 2, USUAL REESIDENCE {Where deceased |ci:60d. If insliwfieni‘Ruidgm;’ﬁforu
. COUNTY . STATE . b. UNTY oami 33t
’ Boone Migsours Coopcv y
b. chY {If outside corporote limits, give TOWNSHIP only) Inside Limits . CgRY 4 Inside Limits
TOWQOIUM b:o.... Yes Al No [ TOWN .BODNVI',C_’ Yas G No []
c. l—F‘Iggll;lNAM%OF {If NOT in hospital, give location) | Length of stay in 1b P 1>d. i}-)’;)EREE‘S-S {H outside, give location) Reside on Form
TAL OR . .
©  institution fvje b A enien 28 Hr- % 309 Firs? S 1. Yes [F Mo [
3. NAME OF DECEASED First Middie Last 4. DA;E Maonth Doy Yeaor
{Type or print} . o
Danny Aay Lingo |o8m ¢ - 29 -59
7 -
5. SEX 5. COLOI? OR RACE][ 7. MARRIED[JNEVER ”Rmmg 8. DAT;OF BIRTH 9, AIG-E (Tx‘z; 1::1:’37 [‘)::AR ';:-:?T 2:“1:315.
MRIC ) '4//)!7‘6/ 5 wipowen[} oivorceo[ ]| § -~ 1 - 56 y%

e, USUAL OCCUPATION {Give kind of work done
during most of worklng life, even if retired)

10b. KIND OF BUSINESS OR

1. BIRTHPLACE (City and state or covntry) 7

Beroinilile. Mo,

INDUSTRY

12. CITIZEN OF WHAT COUNTRY?

UY5.A.

o

13a. FATHER'S NAME

1A |

V'J .O

13b. MOTHER'S MAIDEN NAME

Mg ragrt Sedawse X

14. NAME OF HUSBAND OR WIFE

15. WAS DECEASED
{Yes,

EVYER IN U. 5. ARMED FGRCES?

or uhkngwn}| (1 yn,gNiv- war ot dates of sarvice)

6. sociaL decumiTy no.| 17. NFORMANT

Mone

Address

Hospitq! Mecord

ify)

["-' OVAL {

ol et W

24. FUNERAL mnecro?/ ADDRESS 25 DATE RECD. BY LOCAL REG.
Bhe Ji
.‘-4-45_/4. - v MLt . LW .

Al

18. CAUSE OF DEATH (Enter only one causs ger lina for (a), (5}, apd ().} INTERVAL BETWEEN
PART ). DEATH WAS CAUSED BY: . . . P ONSET AND DEATH
IMMEDIATE CAUSE (a) e oS IO,
Conditions, i any, . DUE TO (b) %C)é/é J Mﬂ& # 'ﬁr'
which gave rise to } rFd -
obove couss (o),
steting the under-
z lying couse lant, DUE TO {c}
= PART Il OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not ralated 1o the terminal disecss cendition given in PART | () 19. WAS AUTOPSY
b PERFORMED? /
o 2 /? 7.3 Yssg NO[]
Y| 2. ACCIDENT SUICIDE HOMICIDE b, DESCRIBE HOW INJURY QCCURRED. (Enter acture of injury in PART | or PART [ of item 18.)
wr
8 O O O
5] 2c. TIMEOF .Hour Month, Duy, Year
& INJURY .
3 p.m.
20d. INJURY OCCURRED 20e. PLACE QF INJURY {a.g.. inor obout home,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE ATD NOT WHILE D farm, factory, street, office bldg., etc.)
WORK AT WORK .
21. | ottended the decensed M lq 58 .t R‘JM.‘— IQﬁ aond last saw miivc on M 1&; /93- ?
Decth occurred ot . r:}'!on the date stoted cbove; and to the best of my Imowugo, from the couses stated.
n ATURE oo or title) 4 & | 226, ADQRESS 22c. DATE SIGNED
P Crloiriln Ty é-25-59
23a. BURIAL, CREMATION, 23c. NAME OF CEMETERYOR CREMATORY 23d. LOCATION [City, town, or county) (Stote) v

Ll  JHo

{Licerfad Embalmer’s Statement on Reverse Side}

26. REGISTRAR'S SIGNATURE

‘Mo, RE PoQempre




STATEMENT BY LICENSED EMBALMER

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

T T o+ S ., Student Embalmer No. .............c.ou0t

working under my personal supervision.

Student .o v ey Signed , %

Signature of Student Embalmer

CTe Licensed Embalmer No, 4“3,?
P. O. Address %’?"/M 7‘(—

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.




