} THE DIVISION OF HEALTH OF MISSOURI

- STANDARD CERTIFICATE OF DEATH

hLEn JUN_ 1 6 195 essvaion piwir e . £/

59-020903

STATE FILE NUMBER

-
e _Primary qusfrahnn Durnci No. J yJ chum:r s No.___ _Q,, .....

1. PLACE OF DEATH 2. USUAL RESIDENCE ({Where d.c.aud lived. If institution: Re:ld.nc. bofor.
COUNTY - STATE alon
> Franklin ¥ ¢ Missouri * FranKTri™/
b C'TRY {If outside corporate limits, give TOWNSHIP only) Ingide Limits c. CSI;!Y Inside LAmits
TOW _ Stanton Mo, Yes (3§ Mo (] ToMN  Stanton Mo, Yol N[]
c. F% NAME OF (If NOT in hospital, give location) | Length of stay in 1b 03¢ d. STREET {If ourside, give focation) Reside on Form
H ITAL OR " ADDRESS
INSTITUTION Home 49 years a Yos [ Neyr)
Y NTME oF ns)cnsso First Middle Last 4. DATE Month Doy Yoo
(Type o priny OF
William Binshacker oeath June I3 1959
5. SEX 6. COLOROR RACE| 7. 8. DATE OF BIRTH 9. AGE (Im yaars JF UNDER iYEAﬂI IF UNDER 24 HRS.
MARRI Eoﬁ NEVER MARRIED[ ] A‘.E {In y . S B A INOER 2 MRS
le ~ Yhite 4 wiooweo[] ovorceo[ ]| Oct.JO I 874 .7
10e. USUAL OCCUPATION (Give kind af work done | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (City and state or coontry) 12 CITIZEN OF WHAT COUNTRY?
during meat of work tife, svan Hf r INDUSTRY ]
" frarmer et none Jeffersburg M,. o U.S.A.

130. FATHER'S NAME

15. WAS DECEASED EVER IN L. 5. ARMED FORCES?
{Yes, no, or unknawn)| {If yes, glve wor or dates of service)
no hionie

Nicholas Binsbacker

13b. MOTHER"S MAIDEN NAME

Dora::. Heatline

14 MAME OF HUSBAND OR WIFE

Lena Binsbacker

T

16. SOCIAL SECURITY NO.| 17. INFORMANT

Herbert Binsbacker Stant n Mo,

none

18. CAUSE OF DEATH (Enter only one causd per [fne for (a), (b}, and (c).)

PART |. DEATH WAS CAUSED BY,
IMMEDIATE CAUSE {c)

C//L/

which gove rige o
obove cawse (a),

Conditions, if ony, DUE TO (b)
stoting the under- }

Fie vt ‘{-&A-&e‘ ,2/_;(}(’@—7

tying causs lost. DUE TO (¢}
PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not ralated to the termingl dissase condition given in PART 1 {a) WAS AUTOPSY
PERFORMED? &
2fsao ves[] wo 3

200, ACCIDENT SUICIDE  HOMICIDE

O 0O O

2b. DESCRIBE HOW INJURY OCCURRED, {Enter nature of injury in PART | or PART 1] of item 18.}

2c. TIME OF Hour Month, Doy, Yeor

MEDICAL CERTIFICATION

INJURY  am.
p.m.

20d. INJURY OCCURRED
WHILE ATD NOT WHILE 0

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

AT WORK

20e. PLLACE OF INJURY (e.g., inor about home,
farm, facf/oy, street, office bidg., etc.)

206 CITY, TOWN, OR LOCATION

21. | attended the deceased from

Daath occurred

L . to %Zz é‘ii mdla:lhwgi'; i
0 the date stated cbove; and to the best of my knowledge,

alive on

Doctor; coronar, stc. must use only standard nomenclature in item 18. No symptoms will be listed.

All dispases in Port | must be cousally related.

EEL ]

- Olzzhmniss

FUNERAL DIREC

hos, P Shaffer Sullivan Mo J

I3ec.

NAME OF CEMETERY OR CREMATORY:

23d. LOCATION (City. fawn, s «‘n)
Stanton O.

Stanton Cemetery

uy;?/:?%nsc ' ﬁsmu 5 SIGNATU

%] 4 Embad, T Side)
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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. .................0.

BY ME, OF DY iiiieei ettt rree s s s s e e s

working under my personal supervision.

Student cccvei e e e st e e
Signature of Student Embalmer

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure
to comply with the abgve constitutes grounds for revocation, of license). . . . )
If embalmed by a STUDENT, he also shall sign in his OWN ‘handwriting." SUSTIEE L PAE
If this body is not embalmed, fact should be so stated above.;+ rpc o e Can




