t. Health,
, & Welfore
5. Public
th Service

5. 300
. 157

Doctor, coroner, stc. must use only stonderd nomenclature in item 18. No symptoms will be listed.
USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

Al diseases in Part | must be causally related.

THE DIVISION OF HEALTH OF MISSOUR)

STANDARD CERTIFICATE OF DEATH

29—-022290

STATE FILE NUMBER

LS

iLEB JUL 1 3 1959.g:slrollnn District No. ______?Lf_’_l ____________ Primary Registration District No. & = /2o Registror's No. __J M2 . ____
PLACE OF DEATH 2. USUAL RESIDENCE (Whero deceased héad If institution: Rnscn'r.len bffere
o, COUNTY - a. STATE b. COUNTY a mu/c‘n'on
Nodaway Hol1
b. CITY (If outside corporate limits, giva TOWNSHIP only) Inside Limits c. C(l:;l'RY Inside Limits
R
v Maryville Yorfl nad om Mastiang Yes[] Nl
e. FULL NAME OF (rf NOT in hospltcl give location} | Length of stay in 1b s d. STREET (1f outside, give location) Reside on Farm
HOSPITAL OR ¥4 o ADDRESS v No )
o] INSTITUTIONS 4 By & : es o
3. NAME OF DECEASED First Middle Last 4. DATE Month Day Yoar
[Tyge or print) oP
Ralph R DeBord DEATH 6 29 1959
. SEX 6. COLOR OR RACE T'MARRIED NEVER MARRIED[ ] 8. DATE OF BIRTH 9. AGE {tn years §F UNDER iYEAR] tF UNDER 24 HRS.
st birthdoy) | Manths I Days Hours Min.
male s | white ; wiooweo(] pivorceo ]| 9 20 1878 86 |
10a. USUAL OCCUPATION (Give kind of werk done | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE {City and state or country) 12. CITIZEN OF WHAT COUNTRY?
duging mast of working life, aven if retired) INDUSTRY
armer: Farming Mound City Mo, a USA
13a. FATHER"S NAME 13b. MOTHER'S MAIDEN NAME J4. NAME OF HUSBAND OR WIFE
Wm.H. DeBord UnAnoyu Minnie D&Bord
I5. WAS DBCEASED EVER IN U. 5. ARMED FORCES? 16. SOCIAL SECURITY NO.| 17. IRFORMARY Address
(Yas, unknown)| {IF yes, give wor or dotes of servica}
Ne* nknevwy | Mrs Minnie DeBord Maitla; o

PART I

Conditions, If any,
which gave rise to
obove cause (o},
stating the under-

DUE TO (b)

18. CAUSE OF DEATH {Enter onfy one cause per line for (a), (b), ond {c}.} "
DEATH WAS CAUSED BY:

IMMEDIATE CAUSE (a),

INTERVAL BETWEEN

ONSET ANZDEATH
1?/ ? /é/l/l_/

/

Decth occurred ot

W'"

z tylng couse last. DUE TO (¢}
= PART II. OTHEFSIGNIFICANT, COBDIT] CONTRIBUTING TO DEATH but not related to the termina! disscss condition given in PART § (a) 19. WAS AUTOPSY
B B PERFORME Z
T S50/ YES[] NO
2| 200. ACCIDENT SUICIDE  HOMICIDE 205, /DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in PART | or PART Il of item 18.)
w
: £l O 1
U1 20c. TIME OF ,Hour -Month, Day, Year
a INJURY a.m. .
x p.m.
20d. INJURY OCCURRED 20s. PLACE OF INJURY (e.g., inor cbouthome,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT ‘5’0 lLE farm, factory, street, office bldg., etc.)} i
WORK s
21. | attended the dececssd from alive on é /24 /5“?

4 / %% Z E-ﬁ and last Sow hl
m onthe ddte’sta ubovn, ond to the bast of my knowledge, h(m ﬂla/m.(os st{-d

ol ? Wy D

&

22¢. DATE SIGNED

)& <20 5 ¢

:Z; ums‘bFieuerenv ?R cw/

749 SF

25. DATE RECD. BY LOCAL REG,

26. R;E!TRAR'S NGNAT?M

Ny /7

‘L'WI-U,’ Stotemant on Reverse Side)
Fd




e

STATEMENT BY LICENSED EMBALMER

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

DY M@, OF BY iriiiieiieieirrrenreunrsrsirsiasoas s e r s et sy s ras s ar st e r ke an s et ., Student Embalmer No. .......ccccevnine

working under my personal supervision.

Student e e
Signature of Student Embalmer

Licensed Noz.? 7 f

P. O. Addre

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDW
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.




