1 DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH 59_031556
HILED YS SEP21 !959042 1000 ) 931 STATE FILE NUMBER

DED egistration District No. ____Z_Z" "~ __________Primary Registration District No. trar's No.
—
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Re}iz’hce before
a. COUNTY T s. STATE » b. COUNTY dmissi
Buchanan Mo. Clinton or!
b. CO!TRY (If outside corporate limits, give TOWNSHIP only) Length of stay in 1b c. COITRY Inside Limits
TOWN St.Joseph 24 drs. oW Hemnle Yes 01 No
¢. FULL NAME OF {If NOT in hospital, give location) Inside Limirs d. STREET (If cutside, give location) Reside on Farm
HOSPITA ADDRESS
|NsmunouMo.meth Hospital Yos [X Mo [J R.F.D. # 1 Yeir gl No [
3. NAME OF DECEASED First Middia Last 4, DATE Month Day Yoar
[Type or print) OF
John D, Pipss DEATH Sept. 11,1959
5. SEX 6. COLOR OR RACE 7. Morriecdd]  Never Morried [ |8, DATE OF BIRTH | 9- AGE (last birthday) [ IF UNhDER ‘DYEAk 'HFUNDER 24 HR
Widowed Divorced Months ays ours Min,
male white idowed 0 B 5/11/94 65 |
102, USUAL OCCUPATION [Give kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY BIRTHPLACE (City and siate or country} { 12. CITIZEN OF WHAT COUNTRY
during mo:tﬁf working life, even if refired) )
r F r'min% Clinton Co.do. s
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14, NAME OF HUSBAND OR WIFE
Oble Pilpes Ida detzger Ferol Pipes
15. WAS DECEASED EVER IN U.5. ARMED FORCES? 16. SOCIAL SECURITY NO. 17. INFORMANT Address
(Yes, no, or unknown) ] (If yes, give war or dates of service) E
ne ] 497-40-6201 | J.D.Pipes Agency, do.
= 18. CAUSE OF DEATH (Enter only one cause per line far (a), (b], and {c), INTERVAL BETWEEN
4 PART |. DEATH WAS CAUSED BY: { / [ )5/ / / /; ONSW
z IMMEDIATE CAUSE (a) IAJ/// A A7, ﬁ- ;' 11
L]
S LEF T NEA? /f 7 FE
[a) Conditions, if any, DUE TO {b)
which gave rise to
above cause (a),
stating the under-
lying cause last. DUE 10 (¢}
Z PART II. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TQO DEATH but not related to the terminal PART IIl. If deceased was female was
g disease condition given in PART | (a) there a pregnancy in last 90 days.
cj ] [ Yes | O No ! O Unknown
é 19. WAS AUTOPSY 20a. ACC%U" SUICIDE HOMI:‘}ClDE 20b. DESCRIBE HOW INJURY O RRED. {Enter nature of injury in PART | or PART |l of item 18.)
x PERFORMED? | | i} e —
S vesO No T | - _ FELL ,%M 6L, Zf‘d"/ o COMETE
6 20¢. TIME OF Hou!  Month, Day, Year
b=t INJURY A,
=
: = G s0- 57
q 20d. INJURY QCCURRED 20e. PLACE OF INJURY {e.g.. in or about home, | 20f. CITY, TOWN, OR LOCATI OUNTY STATE
WHILE AT WORK farm, factory, srreet, office bidg., etc.}
! 2‘ NOT WHILE AT WORK [J Adnsy 7 o O 5 7. Je S\f # ya-‘ M@
21. 1 attended the deceased from ?"‘ V- B ,5 to . /1 - + and fast saw :i':nlive o f
b Death aecurred at — ., o ] m on the date stated above, and to the best 3f my knowledge, from y causes stated,
Re / y/ A o=/
5 - a. SIGNATURE {Ddfee or mmD
. -~
7l pa) DO M D - Lo
2 | B[ JURIAL, CREMATION, | 23b. DRTH] Z3c. NAME OF CEMETERY OR CREMATORY 23d. LOCATIGN (City,
9 EMOVAL (Sieclfy)
e Burlia Sept.13,59]| Allen Cemetery Jower o,
< | TZ4 FUNERAL DIRECTOR ADDRESS 25. DATE RECD. BY LOCAL REG. | 26. REGISTRAR'S SIGNATURE
& X G : Clale
S John H.durray Gower,.o. %/‘;‘/4;'7 22z ALl L

{Licensed Embalmer’s Statement on Reverse Side) J_




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. ) /
Student Signtde /LA PEW ", 7/ 4/4 o L L

Signature of Stvdent Embalmer

Licensed Embalmpd® No. g 3
, - . ) / P ¥

P. O. Addrise=Z £/ ‘ |

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




