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WRITE PLAINLY—USE IJNFADING BLACK INK—MAKE A PERMANENT RECORD

FEDERAL SECURITY AGENCY
National Office of Vital Statistica

STANDARD CERTI

MISSOURI DIVISION OF HEALTH

FICATE OF DEATH State Fite Mo L. VDD

Rezﬂ%g: gls‘?n& l‘fi_b.@.é.g._— Primary Registration District No..-.J.QQ_o_.___ Registrar’s No. 3 86
I. PLACE OF DEATH: 2. USUAL RESIDENCE OF DECEASED;
@ county____Buchanan () Staee Misgouri () County. f

(5 City or town........ St._ J_Q.B.B ph
{If autaids city or town limits, write “RURAL'" and name of towaship)

(e} Naqaof hosmtal or institution:
tal

(&) City or town........ .3%t. Joseph

{If outsids city or town limits, writa “RURAL™}

3017 Edmond Street

- (l in hn-pnm or institution; write street nomber or location) (d) Street No (If rural, give location) ’
(&) Length of stay: In hospital or institution days No 0
(Specify whether || (¢) Citizen of foreign country?, b {Yes or No)
In this community. Lifetime
years, months or days) if yes, name country.
MEDICAL CERTIFICATION
3. {(a) PRINT
FULL N ohn Silas Slgyhgugh
—l . 20. DATE OF DEATH; onth...[.’lﬂ_..@é.{ y 29
3..() 11 veteran, 3. (¢} Social Security No. ] 2" %‘ 35 7
name war None None 4 ‘! hour. minute. _Q M.
21. 1 hereby certify that I attended the deceased from :
5. Color or 6. {a) Single, widowed, married 5 o _'!__'___ R lg_ﬁz to 3 P X Q 19%
Q—LQ—Q divorced_Mar that I last saw b /£ aliveon -? pr 74 195,
6. (b)) Nameof husbandorwife__.______ ... G (¢) Age of husband or wife if and that d occurred on the date and hour atated above. Duration
olora M. Slaybaugh - glive.— 6. years i I te of death ,_M
7. Birth date of deceased__SEUAL. /7 - /.
{Month) Bup) (Your) b
8, AGE: Years Mouthe Days If leas than one day
J 81 7 | 22 . _ /
) . min
- /'r‘ Due to_ . y. . / 2./ /‘
9. Birthplace . _Bnnhanan.«ﬂo_mi.y__,_ | MM% __%;"______-_ N
(City; town; or covmnty)- (Ellu ar furctn mﬂ’ T B S
At home - e - o T o n 7| Other conditiony |'r\ /
10. Usual occupation (Inctude pregasoocy within 8 meaths oféath)  F \ \ —
11. Industry or busi = i PHYSICIAN
o, Majnrﬁndlnzn - [ .,t ‘g} et | —
e Nm__A_umma_cLLm.avhau gh. g || OF OB e Y| Undertine -
=, meplacg__Bunhamn._G_o_._____ Misaouri & e - T ) the cause to
ﬂ_ (Sl-l-mfnn-nao-nur) Of autopey \ should be
a { 14, Maiden name __ _____!}_ ankinship . { j > ; m:m-
_ . y.
=]
15. Birth _Bngh.gm,ao_.__ i —
g 1 place. " ity tovoaon * (tate o for 3 H 22, If death was due to external causes, fill in the fou;m_’nﬁ / ? /
16, h(a) Yoo . l!r I ﬂ G i1 a0n (e) Accident, suicide, or homicide (upccdy) { {
- (8- Address 017" Ed;nQnd..S:h-_,_Si_..loaaph,_!..a.__ @) Date of _‘27‘ S_Q Py [i a ]
17, (o) B uri al (5} Data thermf.ﬁ‘m-lml e () Where did injury occur?__ s '"'"f (County) (3“‘:)
(Bnn-!. eremation, or mmnl) ., {Day} (Year) () Didinjury in or about home, onf . In industrial place, {n public lez?
(c) Place: burial or crematio Memrial _allg__ Orn il . n, onT s . dewal
18. () Signature of funeral directo A@ While at 'mrg?*_ o ey ‘i&m)of injury-..-EE-L’———
aresd. 946 _Colho . ;2
@ Mﬁl__ /- §( f , 1. Signatore_ - (M, D, or other] .Q‘Q -
19. (@) ) —< Addrmu 823 F&I'B.On St_- -St! / _hQ.ﬂﬁtphn ~2 A 8

{Date roceived Tocal

“(Licensed Embalmer’s Statement on Reverse Side)

Missourl.




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—T

, Registered-Apprentice No

S}gnpd‘ IW % ‘%{

v Licensed Efnbalmer No.. #81% Miagourd . 7. .

working under my personal supervision.

. P.O. Address..._..S%e Joseph, Mo s

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

" the above constitutes grounds for revocation of license.) s
If this body is not embalmed, fact should be so stated above.




