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WRITE PLAINLY—USING UNFADING BLACK INK—MAKRKE A PERMANENT RECORD
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STANDARD CERTIFICATE OF DEATH

¥l W W Ny

39117

State File No.......

| BIRTH NO. Oy PRIMARY REG. DFST, NO. _ZAQZ_S Regisirar's No..../o....
1. PLACE OF DEATH 2, USUAL RESIDENCE (Where Jocossed lived. I institution: id before
a, COUNTY a. STATE ' b, COUNTY ndaiznalon).
Barry Missouri Nea
b. CITY (1! outside wrwnte 1mits, write RURAL and give c. LENGTH OF ¢. CiTY (U outaide corporate Uimits, write RURAL azd give township} 07 3 0
township) | STAY (ia this place) S N
TSN Wheaton 25 hrs TOwWN Fairvien /
d. FULL NAME QF (If not in hoapital or institution, give airest nddress or location} d. STREET (If ruml, give location} ot o
HOSPITAL OR ADDRESS
INSTITUTION Whe:a t Qnﬂo_s n it al
3. NAME OF . (First b. (Middle e, (Last s
DECEASED o (First) ¢ ! (Last) 4 DSIE (Month)  (Day)  (YeaD)
(Teveor Prin) Nangy E : Bassett oA floh— 231 95]
B, SEX 6. COLOR OR RACE | 7. MARRIED, NEVER MARRIED, 8. DATE OF BIRTH . 9. AGE (Iu yeses| IF UNDER 1 YEAR | ¥ UNDER 1 HEE.
l WIDOWED, DIVORCED (Spacity) Luat birthday) |Montha| Daye | Hours | Min.
) fhite 3/22/1877 73 10 ' 29
10a. USUAL OCCUPATION (Giwekind of work | 10b. KIND OF BUSINESS OR IN- | 11. BIRTHPLACE (State or forelgn country) 12. CITIZEN OF WHAT
dona during mowt of working lls, aven if retired) DUSTRY 0 COUNTRY?
Housewife Housewife Misgsourd U.S.A.
13a. FATHER'S NAME 13b. MOTHER S MAIDEN NAME 14. NAME OF HUSBAND OR WiFE
'Bi11v Duncan Susen Lamheegon | John I, Basgetd
IS. WAS DECEASED EVER IN U.S.ARMED FORCES? | 16. SOCIAL SECUR!TY 17. INFORMANT'S SIGNATURE OR NAME ADDRESS
{Yea.no0, or unknown) | (If yea, give war or dates of service)
No Nonea None 0.
18, CAUSE OF DEATH DICAL G RT ICATIO INTERVAL BETWEEN
 Enter only onecauseper | 1. DISEASE OR CONBITION ONSET AND DEATH
Hne for {a), (b), and {c) DIRECTLY LEADING TO DEATH @)
“This does mot mean ANTECEDENT CAUSES 5 : Z Z
the mode of dying, such | Morbid conditions, if any, giving DUE TO (b}
as heart follure, asthenia, rise to the abore catise (a) ating
cte. It means the dis- the uaderlying cazase last.
care, infury, or complica- DUE TO (c)
tion which consed death. | 1). QTHER SIGNIFICANT CONDITIONS
Conditions contributing to the death bus niot 1SIX
related to the disease or condition causing death.
19a. DATE OF OP'FIROAI‘J. 19b. MAJOR FINDINGS OF OPERATION 20. AUTOPSY?
YES [ﬁhno L
21a. ACCIDENT {Bpecliy) 216, PLACEOF INJURY ta.g..lncrabot | 21¢, (CITY, TOWN, OR TOWNSHIP) (COUNTY)} (STATE)
SUICIDE boms, Inrm, lagtory, street, office bldx., st0.) v
HOMICIDE
214. TIME {Month) (Day} (Year} (Hour) 218, INJURY OCCURRED | 21f. HOW DID INJURY OCCUR?
aF » | WHILEAT] NOT WHILE
INJURY WORK AT WORK

alwe _.._._..__,c__ 19 , and {hat death oceurred at

2. I hereby certify that I attendcd the deceased from-:Z'_T_'?"_a.__.
8;0 Cp

1857 1o _P= = 22/ 1057, that I last saw the deceaced

#t., from the causes and on the date stated above,

Z f {Degree or title)

23b. ADDRESS
Wheaton, Missouri

Z3c. DATE SIGNED

=/ 2/

BURIAL. CREMA- 24b. DATE 24c. M\‘WE OF CEMEI’ERY OR CREMATORY
TION REMOVAL (Specity)
Burial /)] 2/25/1951 |Rocky Comfort Cemeterly Rogky

#(State)

24d. LOCATION (Olty, town, or cuum;)’

DATE REC'D BY LOCAL

REGISTRAR'S S!GNATUZ Z R / ()

2-24-1957"

e

(Licensed Embl[mtrl Sutl'nm: on Reverse Side)

25 FUNERAL DIRECTOR'S SiGM




DIVISION CF KEALTH GF MO,

District No. & - Toring held
RECENED FEB 26 1957
Dist. File__ 25/~ 422 .
Date Filed____ 2275/

STATEMENT BY LICENSED EMBALMER

I hereby ceértify that the body whose name is recorded on the reverse side of this certificate was embalmed by me, or BY e eemememeee

..... , Student Embulmer Mo.
working under my persona! supervision.

StudOnt vucnvecanrsavanrintaasannusanssanse Signe Wf _
* 3tudent Embalmer
Licenzed Embalm

_.% laricn

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING.. (leure to comply with
the above constitutes grounds for revacation of license.)
If this body is not embalmed, fact should be so stated above




