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All disesases in Port | must be :au‘mlly related.

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

THE DIVISION OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH

ruw JUL 2 1959¢gufm!mn District No. .

_Primary Registration District No. ___

- 59-022829

STATE FILE NUMBER

................... - R.gisrrm&&..saa4........

. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceosed lived. If institution: Residence bgfore
. COUNTY w. STATE MiSSO'IJI':I, b. COUNTY “d""i"i;*
CITY (If outside corporate limits, give TOWNSHIP only) lnside Limits c. C:JTRY Insidd-Limits
Tom S+, Louis Yes [J Ne [J rom Ste Louis Yes[ T Ne[]
I zg!s.'!:rFIAME OF (If NOT in hospital, give location) | Length of stay in 1b d. SBRD%EE'ES (if outside, give location) Reside on Farm
AL A
| o725 Leffingwell 17214. Leffingwell Yes{J Ne[J]
3. NAME OF DECEASED Fiest Middle Last 4. DATE Month Day Yeoor
{Type or print) OF
RONEY DEAN DIEL OEATH June A%, 1959
5. SEX 6. COLOR OR RACE| 7 yupmien[Inever marnienlf)| & PATE OF BIRTH 9. AEE si.:.:::f; F;l‘r:ﬂsné:fm I::'N‘DER z:ﬂ:ns.
Male o White |o weowo[  oworcesd| 3-17, 1959 il | ™

105 USUAL QCCUPATION {Give kind of work done | 10b. KIND OF BUSINESS OR 11. BIRTHPLACGCE (City and state of country) Pe] 12. CITIZEN OF WHAT COUNTRY?
durin st of warking life, aven if retired) iNDU Y
ifene one Poplar Bluff, Mo, UeS.A.
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HLISBAND OR WIFE

Wilber Dsan Diel

Prances McCaln

None

15. WAS DECEASED EVER IN U. 5. ARMED FORCES? 16, SOCIAL SECURITY NO.| 17, INFORMANT ]_7 2[; Tsaafifd j_ngwe 11
(Yan, aneéunkmwn}I {If yus, give wor ar dotes of service} None V‘Jilber 2 ie 1 R St L
18. CAUSE QF DEATH (Enter only one cavse per ligo for (a), (b, and {c).) INTERVAL BETWEEN
PART I. DEATH WAS CAUSED BY: . B . ,{ . ONSET AND DEATH
IMMEDIATE CAUSE (o}
Cenditians, if any, DUE TO (b}
which gove rlse 1o -
b v, {a),
Soine o i } R
z Tylng cause lost. DUE TO {(¢) ./
- PART 1I. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but net ralated to the terminal diseass condition given in PART | {a) 19. WAS AUTOPSY
3 PERFORMEDY XL
w YES[] NO
2| 20a. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART |l of item 18.)
]
< O O Q3
Q 2c. TIME OF Hour  Month, Day, Year
o INJURY a.m.
* p.m.
20d. INJURY QCCURRED 20e. PLACE OF INJURY (e.qg., in or about home,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE ATD NOT WHlLE 0O farm, octory, street, office bldg., etc.)
21. | ottended the dececsed from . R o and last saw : alive en
__—Death occurred of / m on the date stated above; and to tha best of my knowledgas, from the covses stated.
c}/ {Degree £ | 22b- ADDRESS 22e. /NED
d .
Yttt .j”& (7 M /
23a. BURIAL, CRE| OM,| 2ab. DATE 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town, er county) 7 (Stm)
REMOVAL
emov 6-17-1959 Local Centralia, I11.
24. FUNERAL DIRECTOR ADDRESS

Queen-Boggs, Centrailia, 1

11.

25. DATE RECD. BY L?gg REG.

i = ST

{Licensed Embalmer’s Stotemant on Raverae Side)

S JB




|
|
STATEMENT BY LICENSED EMBALMER J

I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed
Y ME, OF DY .ottt rereen s en e tn s vt et eetstteere s tanarneeansanas .» Student Embalmer No. .........cocenvneee

working under my personal supervision.

Student ... e s
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.

A4 ~ -




