kl DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH
_{é:?________,?rlmary Registration Distrlet No. jg@ X___-_Regufur ‘s No. gé %.-------

FILED VS SEP 15 1958

K

59-028345

STATE FILE NUMBER

Registration District No. .._——
’
———0 1. PLACE OF DEATH 7 USUAL RESIDENCE (Whers decessed Tived 17 Tmarimorion: Residengs Tefors
| . COUNTY Cell away Co., s stare MO b. couny Smline Co . ;ﬁ:ion)
b. CH;( {1 ovtiide corporate limits, give TOWNSHIP only) Length of stay in 1b c. C(I)TY M lt B (niide Limits
R I
¥ alts Bend, Ma f
owN Fulton, Misgouri ‘( ! s TowN ’ v & v 0
. ti%éP’;‘TIAATEOOF {if NOT in hospital, give location} M inside Limils dEII;RDEREET ({f cutside, give location) Reside on Farm
? ¥ no street
INSTTUTION S0t g Hospita'l 4 7 Yes 0 MNo[] el mo Yes [1 Ne O
B 3. HAME OF ns)cnsm First Middla Last 4 DATE Month Day Year
ype or print
L LA Z. G oK | oinm 7 7 /855
5. SEX 4. COLOR OR RACE 7. Married [ Never Married [} (8. DATE OF BjRTH | 9 AGE (last birthdey) | IF UNDER | YEAR IF UNDER 24 HR
/ZA,é .“.i.] it& Widowed [ Divorced ] g Months | Days Hours Min.
1s, USUAL OCCUPATION (Give kind of work done | 10k, KIND OF BUSINESS OR INDUSTRY gH}gLACE (GQity and stpte or c:iunlry) 12. CITIZEN OF WHAT COUNTRY
during mox ing life, gven if retired o) q !
MEERENTE ) Meechanic ’ es Saline C
13s. FATHER'S NAME 13b. MOTHER’'S MAIDEN NAME 14, NAME OF HUSBAND OR WIFE
R never ms ‘
®Ve Oscar Iynheck Francis Metley rried
15. WAS DECEASED EVER IN U.5. ARMED FORCES? 16. SOCIAL SECURITY NO. 17. JI.NFOQ.MANL Address
{Yes, no, or unkngwni| (If ves, give war or datex of service) (o] 1
VRS Unimowh John Lunbeck Malta Bend, Mo
[ 18. CAUSE OF DEATH (Enter only one cause per line for (a), (b), and (c). INTERVAL BETWEEN
E PART |. DEATH WAS CAUSED BY: %’ . ONSET AND DEATH
g IMMEDIATE CAUSE () 'éﬂ/}’)zmm{,
[
8 A/x # f/a/,/ W
a Conditions, if any, DUE-TC (b) %ﬁ I/ Zz g Va2
which gave riau( 1)9
above cauvse (a),
T g cuuse ash. _ter Fe //{‘I/ m e trnrgg
lying causa last. DUEFO(c) //O/éfl
z PART [I. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the terminal PART 1. If decessed was fermala was
g disease condition given in PART I (a) there a3 pregnancy in last 90 days.
§ I 0O Yes l 0O No | O Unknown
E 19, WAS AUTOPSY a, ACCIDENT  SUICIDE  HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART Il of item 18.)
[ PERFORMED? [m] (] g
4 YES[] NO
5 20¢. TIME OF How Month, Day, Year [
Fy INJURY am.
g p.m.
20d. INJURY OCCURRED 20e. PLACE OF INJURY {e.g., in or about home, | 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT WORK [J farm, factory, street, office bidg., etc.)
NOT WHILE AT WORK ]
21. 1 attended the decensed from "'/ —3' :_‘;'—P-—and loss saw o, alive on _‘____,_.—-—"'"
Death occurred at. 7 —A m on the date stated above, and to the best of my knowledge, from the causes stated.
y)
5 72s. SIGNATU {Degres or titls) /7 [ A 22c. DATE SIGNED
= % . 2 F—7-5F
‘_'—z 23a, BURIAL CREMATION, . f- 23c. NAME OF CEMETERY ORW CA" N {Citgy town, or counfy] (S1ate}
o OVAL :s ify} f "¢ % ' -
& / S%‘ 77 bt Lend t‘-’»re/‘eaej/ /f 1SS €
< L DIRECTO ADDRESS DATE RECD. BY LOCAL REG. uscﬂsman S NA'Iy
S Y W
a Ma] \4%«4 Mzﬁa czz BT /959
{Licensed Embalmer’s S1Jumcm on Reverse Side) vy




(&3

A d
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 o Student Embalmer No.

working under my personal supervision.

Student Signed
- Signature of Student Embalmer

Licensed Embalmer No.
p. O. Addrjess

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to cc
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.



