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FILED VS 0CT 91959

THE DIVISION OF HEALTH GF MISSOURI

STANDARD CERTIFICATE OF DEATH

_

59-031631

SYATE FILE NU

Registratian District No. ..........1 4 3 wo.Primary Ragistration District NO.__.._,__, Ragistrar’s No., Wg
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where dacecsed lived. |f institution: Residence beiore
o COUNTY Butler o. STATEM] ssourl b. COUNTY Bu 1] e pedmission}
b. CITY {(If autside corporate bimits, give TOWNSHIP only) Inside Limits e CITY Inside Limits
OR N Y I:I N OR - Yes[
Town @ulin Rt. 2 es o ! oon Qulin Rt. 2 es[ ] No]
I <. Egéﬁl?Ar%gF (If NOT in hospital, give locotion) ) Length of stoy in 1b a,"q d. STREET (f outside, give lecation) Reside an Farm
A © ADDRESS .
!/ INSTITUTION 28 vears o Imiles North Yes X No[]
| |
3. MAME OF DECEASED Firsr Middle Last 4. DATE Maonth Day Yeor
{(Type er print}
John Austin pEaTH 9 - 22 - 1959
5. SEX 6. COLOR CR RACE| 7. 8. DATE OF BIRTH 9. AGE (1 |F UNDER 1 YEAR] IF UNDER 24 HRS
MARRIEDJC | NEVER MARRIED[ ] . {In years
. birthd Moenth [#] [ Min.
I Male ) White }  WBOWED[] oivorcen(_) 2 - 29 _1892 67u irthday} [Months | Days aurs r n

10a. USUAL CCCUPATION (Give kind of werk dons | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (City and stote or country} / 12. CITIZEN OF WHAT COUNTRY?
duting most af working life, evan if retired) INDUSTRY
arming Tennessee U.S.A.
135 FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
George Austin Bdith Brooks Clara I. Austin
:i WAS DECEkASED EV'ER IN U. 5. ARMED FORCES? 16. SCCIAL SECURITY NO.| 17. INFORMANT AddressQ{llin, Mo. Rt.Z2
L] of unknown)| (If yves, give war or dotes of service) r .
18] : eftrred) 1191-36-14709 Mrs. Clara I, Ausrin

18. CAUSE OF DEATH (Enter only one couse
PART I. DEATH WaS CAUSED BY:

IMMEDIATE CAUSE (a)

per line for (a), (b}, ond (c).}
Cardiac failure

INTERVAL BETWEEN
ONSET AND DEATH

Cardiac decompensation

Coenditiony, if any, DUE TO (b)
which gove riss to
obove couse (a), }
tating the under-
z fying “cavas fasn. ?  DUE TO (c) Hypertension
[= PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but nof reletad 1o the terminal dissass condition given in PART | (a) 19. WAS AUTOPSY
s 44 3 PERFORMED?
g X YES[] nO
2| 20a. ACCIDENT SUICIOE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART |l of item 18.)
wr
v J J d ’
é W0c. TIME OF Howur Month, Day, Year
a INJURY a.m.
k3 pm.
20d. WNJURY OCCURRED 20e. PLACE QF INJURY {e.g., inorabouthome,[ 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE ATD NOT WHILE I farm, focrory, street, otfice bldg., eic.)
WORK AT WORK

21. | artended the deceased from ADTT}. I 4 1958 , 1o Sépt. 22! 19 59 ond last saw Ef,; alive ,,:SGPt- .16 ) 1959

7:30

Decth occurred o1

AM.

m on the

date stated gbove; and to the best of my knowledge, from the causes stated,

220, SIGNATURE/O (

S 22b. ADDRESS

ree or title)

D Campbell, Mo.

22e. DATE SIGNED

$/23/59

T
230, BURIAL, CREMATION, | 23b. DATE

23¢c- MAME OF CEMETERY OR CREMATORY

23d. LOCATION {City, 1own, or cownty)

/_(Sruu)

Burial " | 9-24-1959 | Brown's Chapel Broggles, Missouri
24. FUNERAL DIRECTOR ADDRESS G1 R*5 SIG.

Lloyd Russgsell Figgot

%, Arkansas

1709?503. Y LO; Al REG.

X




STATEMENT BY LICENSED EMBALMER

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

by me, or by /71{ ................................................................ , Student Embalmer No. ......cocevvunnnnne

working under my personal supervision.

Signature of Student Embalmer

P. O. Address.. é/fu&///

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure
to comply with the above constitutes grounds for revecation 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,




