VISION OF HEALTH — STANDARD CERTIFICATE OF DEATH 59025844
LEb VS JUL 271

b

STATE FILE NUMBER
'DED Registration District No, ____f_<_1 ______ ___.Primary Registration District No. 3& 3 8 Registrar’s No. 7 3
Vi
1. PLACE OF DEATH 2. USUAL RESIDENCE {Where decessed liv If institution: Resjpdence before
». COUNTY . a. STME»? . . b COUNTY . admission)
PRV VIY., e Ve
b. C‘IJ':?Y {If outside corporste limits, give TOWNSHIP only) Length of stay in 1b €. Cé}* ~ Inside Limirs
TOWN ' TOWN ' ¥
o 2Amg. Aldaydy ™ BAMM.J,L @ b O
[N iiUOLéPNTAMEOOF (1f NOT igiphospital, give location) tnside Limitﬂ d. :I;‘[!JEEEISS 1f cutside, give location) Rezide on Farm
ITAL OR
INSTITUTION Yes B No O S oS dt;dmj ! Yes ] No @3
3. NAME QF DECEASED Firs? [ Middle Last 4, DAJE Fonth Day Year
(Type or print) E‘ + DEITH
mimn & Maln
5. SEX 8. COLOR OR RACE 7. Married [ Mever Married % |8. DATE OF BIRTH | 9 AGE [iast gfrthday) v UNhDEH R__IF UNDER 24 HR
Widowed [J Divaorced [ 9/:['// sﬂ? {o .S— Moq s | Days Hours Min,
,kacﬂzgz_ y "2
10a. USUAL OCCUPATION {Give kind of work done [ 10b. KIND OF BUSINESS OR INDUSTRY !l. BIVHPLACE {City and siate or country) | 12. CITIZEN OF WHAT COUNTRY
uring most of warking life, sven if retired) = 4
f _igAb NS Yy Mﬁm&- 7he. ¢- S. .
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14, MAME OF HUSBAND OR WIFE
. den mg.m*‘bam,g‘& —220np-
15, WAS DEC'ASED EVER IN U.S. ARMED FORCES? 16, SOCIALEECURITY NO. 17. INFORMANT Address
{Yes, no, or unknown)[ (If yes, give war or dates of service) 4 ] .
Yig — 95-07.0198
- 18. CAUSE OF DEATH (Enter only one cause per line for (a), (b), and (c). INTERVAL BETWEEN
% PART I. DEATH WAS CAUSED BY: ONSET AND DEATH
2 IMmEDIATE cause ) _ Acute léft congestive heart failure 2 wamkns
[
o] - -
o Conditions, if any, pueto ) Wide spread maslignant metastasis R fo..cllday
which gave rise to
above cra:u:e dl.'a),
yating the under | oueto @ Adenocarcinoma of liver end gallbladder, 7 months
=z PART 1. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related 1o the rerminal PART Il If decessed was female was
'C__) disease condition given in PART I {a} there & pregnancy in last 90 days.
5 IE Yes | O Ne I O Unknown
E 19. WAS AUTOPSY 20a. ACCIDENT  SUICIDE  HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. {Enter nature of injury in PART | or PART It of item 18.)
= PERFORMED | a 0
9] YES [ NO
- +
& | T20c. TIME OF  Hou Month, Day, Year
F INJURY am.
g p.m.
20d. INJURY OCCURRED 20s. PLACE OF INJURY {e.g., in or about home, | Z0f. CIY, TOWN, OR LOCATION COUNTY STATE
WHILE AT WORK (] farm, factory, street, office bidg., etc.)
NOT WHILE AT WORK [J
hy .
21, | attended the deceasod fro D : . ro_mwand last saw h,e,:, alive o Ju 1 1
Death occurred at. m on the date stated sbove, and to the best sf my knowiedge, from the causes sated.
£ T~
& 32, SIGNATUR E- 9 (Degres or fitle) 275. ADDRESS 2%c. DATE SIGNED
E Dr. R. L. \} i O, Brookfield, Miassouri 7=-17=59
z | T2, BURIAL, CREMATION, [ 236, DATEN_} 3¢, )JAME OF CEMETERY OR CREMATORY 23d. LOCATION (Cily, town, or county) {State)
a REMOVAL (Specify) . .
2| Buncats Dty 19,1959 o iTony
< 24, FUNERAL DIRECTOR /" ADDRESS 25. DATE RECD. BY YOCAL REG. £
> . - - M.
x 7-2 /-3 i %,a_,

Embalmer’s Statement on Reverse Side)



BLe 21 a4,

- - - C e e

. e STATEMENT BY LICENSED EMBALMER

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

or by Student Embalmer No.

working under my personal supervision. W
Student Sigy - ZW

Signature of Student Embalmer
Licensed Embalmer No. s/g 2 K

P. O. Ad

“

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to col
with the abiove constitutes ‘agrounds 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.




