THE DIVISION OF HEALTH OF MISSOURI

BLEL FEB 11 198

STANDARD CERTIFICATE OF DEATH

| Enter only onecauseper | 1. DISEASE OR CONDITION

] MEDICAL CERTIFI TION
DIRECTLY LEADING TO DEATH® ()

BIRTH NO. _ REG. DIST. MO. i&.&é_ PRIMARY REG, DiST. no.i_Q_)_L Registrar’s No. .........s;m.Q..,._......m.
I. PLACE OF DEATH 2. USUAL RESIDENCE (Whers d d lved. If Instl id before
e, COUNTY Saline * STATEN ssourd b COUNTY coline o
b. %TY (11 outride corporate limits, write RURAL nnd':r:.uw %AIYE&J%I§§?:‘ c. Cg’g (If outelde oorporate limita, write RURAL and give township) e 7&
TOWN _ Marshall TOWN Blackwater township
d. FULL NAME OF {If not ia boapital or inatitutlon, glve streat address or location) d. STREET (If roral. gve location)
HOSPITAL O ADDRESS «
INSTITUTION 1622 South Jafferson I2 miles south Marshall
3.DNEACME OIE a. (First) b. (Middle) ¢. {Last) . | a DAFE (Month)  (Day) (Yean
(Typeor Print) Samuel E. VanBuskirk DEATH FebRuaryv4,I1951
5. SEX 6. COLOR OR RACE | 7. MARRIED, NEVER MARRIED, 8, DATE QOF BIRTH 9. AGE (Inm IF UNOER | YEAR | F eoER o s
wi WED 1)} ORCED (Bpedtir) ) Months | Days | Hours | Min,
Male White Widowed 52 |Aug.23,1872 e PR |
10a. USUAL OCCUPATION (Givakind of work- | 10b. KIND OF BUSINESS OR IN- | IL. BIRTHPLACE (Btate or forsign country) 12, CITIZENOFWHAT
dona during most of worklng 1ife, sven If retired) DUSTRY COUNTRY?
Laborer Farm Saline County, Missouri S.A.
132. FATHER™S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE .
Samuel VanBuskirk Emily Jane ka e me—am—————— -
5"5‘: WAS DECEASE)D E\(ILE':R II‘LU.S.ARMdED l;(’)RCIE‘; 16. SOCIAL SECURITY 17. INFORMANT' § SIGNATURE OR NAME ADDRESS
o Do, nowa, ¥éb, K1ve Wir ot tos BOTY
No ————mme———— None Albart VanBuskirk,Mt. Leonard,Mo.
18. CAUSE OF DEATH mﬁm

line for (a), (b), and ()

*Thiz does not mean | PNTECEDENT CAUSES

pnase -
./

the mode of dying, such
as heart fallure, asthenfa,
e, It means fhe dis-

Morbid conditions, if any,
riae to the above couse (a}
the underlying cause lasd.

DUE TO (c)

g DUE TO (b) %aﬁ ﬁ-&/mf
ing

care, infury, or cornplica-
tion which cuaed death, | 1. OTHER SIGNIFICANT CONDITIONS

Conditions eontributing to the death but not
related to the disease o7 condition causing death.

331X

T

WRITE PLAINLY—USING UNFADING BLACK INE—MAKE A PERMANENT RECORD

INJURY

19a. DATE QF GPERA- | 19b. MAJOR FINDINGS OF OPERATION 2. AUTOPSY?
TION
ves (] wo X[
21a. ACCIDENT (Specity) 21b. PLACEOF INJURY (s5..inoraboss | 21¢. (CITY, TOWN, OR TOWNSHIP) (COUNTY) {STATE)
SUICIDE horus, fntin, tngtory, street, offies bldg. ste)
HOMICIDE -
21d. TIME (Month}  (Day) (Toar} (Houn 21e. INJURY OOCURRED | 21f. HOW DID INJURY OCCUR?

WHILEAT ROT WHILE| -
WORK AT WO
2. I hereby certify that I aﬂ}:‘ﬁ{ﬁ; decme#]“%:fmm B V‘J—fvf Vo , 7707 , 19____, that I last saw the deceased

alive on , 19 , and that deat rred al m., from the couses and on the daie slated above.
Z. SIG RE / 83 - (D% or titls) ADDRESS 3. DATE SIGNED
1 ‘z&” . .~ ~—
2l BURIAL: CREMA- | 245, DATE 28:. NAME OF CEMETERY OR CREMATORY | 24d. LOCATION (Olty, town, or county) {Btate)
Biriar 7 Feb,7,196T iAntioch cametery Baline County, Missouri

'S SIGNATURE
rd

ags

DATE RECD BY LOCAL | REGIST
Fake. |- /FJ’J

ADDRESS

25, FUNERAL DIRECTOR'S St GMATURI
L



RECIIVED -2
DISTRICT HEALTH OFFICE No. 3

|

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, ortym.

i

P, 0. Address : .
Note: The asbove MUST BE SIGNED BY THE LICENSED EMBALMER. in his OWN HAND TING. (Failure to comply with
the above constitutes grounds for revocation of license.)

If this body is not embalmed, fact should be so stated above.
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