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USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

Doctor, coroner, etc. must use only standord nomenclature in item 18, No symptoms will be listed.

All diseases in Part | must be cavselly related.
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THE DIVISION OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH

FILED VS AUG 1 3R=g| $r§mn District No. 1 \=] hed

59-0259i5

STATE FILE NUMBER

Primary Registration District No. _____ Regis!rcr'! NO-.____’_-__

1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If inssiturion: Resédence b)efou
a. COUNTY . a. STATE . b. COUNTY admi ssion
ilacon Migsouri Macon /
b. CITY (If outside corporate limirs, give TOWNSHIP only) Inside Limits c. CITY Inside Limits
Or Yes (3t Ne (] OR i » Ye E No []
TOWN St il aeed ERILE Y Town  South Gifford Mo 35 Me
¢. FULL HAME OF (1 NOT in hospital, give location) L!ngth of stay in 1b Y d. STREET {tt cutside, give location} Reside on Farm
HOSPITAL OR /& ADDRESS Yes [] No[ ]
/__ INSTITUTION P esl] Mo
3. MAME OF DECEASED Firsy Middle Last 4. DATE Month Day Yeor
{Type or print) QF
Jamag Mern Tucker DEATH July 30 1959
5. SEX 6. COLOR OR RACE T’MARRIEDE NEVER MARRIED[ ] B. DATE OF BIRTH %, A|GE¢ S‘;:':;:;; ;‘:J:EER[;Y:AR Izrz:l‘DER Q:M:RS-
- o4 a .
Male o White s wiooweo[ ] oivorcen["]| Deeember 7 1880 28
100. USUAL OCCUPATION {Give kind of work done | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (City ond stats or country) 12. CITIZEN OF WHAT COUNTRY?
during most of working fife, aven if retired) INDUSTRY N = U S A
tired Farmer Hissouri ] . S. 4,
13a. FATHER"S NAME 13b. MOTHER*S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
Harlan Tucker Eva Buck Grace Tucker
15. WAS DECEASED EVER IN U. $. ARMED FORCES? )15, SOCIAL SECURITY RO.| 17. INFORMANT Address e
{Yas, no, or unknnwn}l (If yos, giyp war er dotes of service) NO Grace Tucmr Sou‘t,h Glfford .0

18. CAUSE OF DEATH (Enter only one caouse per line for {a), (b), and ().}
PART I. DEATH WAS CAUSED BY:

IMMEDIATE CAUSE (a)

i

Conditiony, if any,
whlzh gave rlse to
abovs couse [al,
stating the under.

DUE TO (b}

IN
0

TERVAL BETWREN
NSE L AND H

S

z lying couse laar. DUE TO (<}
= PART It. QTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not relared 10 the terminal diseass condition given in PART | (o) 19. WAS AUTOPSY
b PERFORMED?
g 332X YES[] NOI ]
S 1 200. ACCIDENT SUICIDE  HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART Il of item 18.)
5 oD O O
G| 20c. TIME OF Hour Menth, Day, Year
3 INJURY  am.
'z P M.
20d. INJURY OCCURRED 20e. PLACE OF INJURY (e.g., inor about home,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE ATI:' NOT WHILE 0 farm, factory, street, office bidg., etc.)
WORK AT WORK . ™ " -
A - ¥
21. | attended the deceased from (L~ ‘ p ﬂ gad last sow'hh.:ulln on 4‘4 _ 2 5
Death occurred at m o ‘ 1oty oy d 1o the best of my knguip - ousu éhd.
ZZ ‘,/ﬂ’ | gilvllsl ;
‘ Vi P By S
3T BURTAM/CREMATION, | 23b. DAT] 2357 NAME OMCEMETERY OR CREMATORY 23d. LOCATION (City, town, or calnty)
REMOVAL (Specify) ) .r
Buri 1 1959 La PIata La Plata «acon
l . FUYERAL DIRECTOB ~ ADDRESS 25. DATE RECD. BY LOCAL REG, GISTRAR’S SIGNATURE
! ’ g oL -
71 ! ) d ( - Yok o AP canth 31 f‘fo]"d ”’0 ? 3 'b q tAL ]M
” {Li d Embalmer's § an Raverse Side)




peid 9390

IS

STATEMENT BY LICENSED EMBALMER

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

DY 1B, O DY vttt et reenre e rreeranasinaanarra et dsasisaaenanarennren .» Student Embalmer No. .........coouvevon

working under my personal supervision.

Student

........................................................

Signature of Student Embalmer

Licensed Embalmer No....2052

P. O, Address....Spouth.Gi.fford . Mo
Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure
to comply with the above constitutes prounds 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. :

Cooa s a2 LAWITO™



