THE DIVISION OF HEALTH OF MISSOURI

ALEDAVE 24 /6.4  STANDARD CERTIFICATE OF DEATH e o OO
.'5”11‘;4 NO.___: = REG. DIST. NO. M_ PRIMARY REG. DIST. ND.MI&Q&”@H; Na,__"__é,__é_m_,___"
1. PLACE OF DEATH 2. USUAL RES|DENCE (Where deccasad lived. If lnstitution: residence before
a. COUNTY HOW&I'd 8. STATE Mi ggsourl b COUNTY Howapd o=
b. CITY (I cutcide corpurate limits, write RURAL snd giva | ¢, LENGTH OF c. CiTY . Is Resldence within Limits of
: TOWN Fayette towmtion SEY hre TN Faye tte RO S
d. FULL NAME QF (If not in boapital or institution. give streat nddress or location) (If rureal, glve loeation) 5‘
"RSTITOTION Lee Hospital ABoRESS 306 W. Church St. o % /
3. NAME OF . (First) b, (Middls} €. (Last) 4. DATE (Month) (Day) (Year)
DECEASED
(Type or Print) Ben Jamin Tolson Feland peath  Aug. 7,
5. SEX 6. COLOR OR RACE | 7. &lIARR![ED. BWSRCESRRIED: 8. DATE OF BIRTH 9. AGE (Il.:’:'.,ln i u::.u TYER | & uwbER a0 mms.
b {8peok k i (] ourm | AMia.,
liste 9| White Wldowed ~ “~“T~July 14, 1875 | ¥ |25 | ™| ™

102. USUAL OCCUPATION (Givekindofwork | 10b. KIND OF BUSINESS OR IN- | 11. BIRTHPLACE ste oz Foreige

tring m workd| s, wven if ro Gity ead umkry} 12, CITIZEN OF WHAT
P gyt ot | gun Farm - O | Howard Co. Wigsour g TRY7

13a. FATHER'S NAME 13b. Mom_en‘s_m_unm Nawme 14‘. NAME OF ?uusnmn OR WIFE
Wi, R, Feland | MaryaHdareigsrn Della Hern
lg{ WAS DECEASED EVER IN U.5. ARMED FORCES? { 16. SOCIAL SECURkTg 7. INFORMANT®S SIGNATURE OR NAME ADDRESS
Jorunknown) | {If ¥es, kive war or dates of sorvice)
¥o | ey e rarer None Mrs Thomas Ball Fayette Mo

18, CAUSE OF DEATH " MEDJCAL CERTIFIZATION
. Enter only cnacauseper | 1. DISEASE OR CONDITION N
lne for (a), (b), and (c) DIRECTLY LEADING TO DEATH* ¢y :

INTERVAL B EN
ONSET go %Tﬂ

*This does not mean ANTECEDENT CAUSES

the mode of dying, such | Aorbiz conditions, if any, giring DUE TO (b)
as heart fallure, asthento, rize {o the above cause (a) dating

ele. It means the diy- | the underlying cause last. i )
eate, injury, or compiica- DUE TO (c)
tion which coused deagh, | 11. OTHER SIGNIFICANT CONDITIONS Y

Conditions contributing to the death tut stol
related to the dizease or condition causing death.

19a. DATE OF OP_;:.:IRA- 195, MAJOR E|NDINGS OF OPERATION , o . X 20, AUTOPSY? .
. ‘: -7 ‘?’[j ves [ wo (4

21a. ACCIDENT - (8 21b. PLACEOFIN%RY iﬁ mhmn% 2ic. (CITY, TOWN, OR TOWNSHIP) . (COUNTY} (STATE)

. SUl d boms, farm, ts o T Ty ——

HOM .

21d. T(I)!gE (Month) (Day) (Year) (B 2le, INJURY occu | 217, HOW DID INJURY OCCUR?
INJURY | ' m. wom( AT wonx D

21 hereby cemfﬁthat izauende the deceased from _ZJ_ 19 71 o _m_ IQ):Z that I last saw the deceased

alive on _yand that death occurred at _L O m., from the causes and on the date stated above.
23c. DATE SIGNED

= S'G”‘“““Eﬁonﬁ/d//m/ WRY LS oy ?@ﬂ Fo| 9-/6-SF

gI_Aa Naualm. CREMA- | 24b. DATE 6? NAME OF CEMETERY OR CREMATQRY Jﬂd Lochlot‘N/-t{;ﬂty. towh, or county) (Btate)

BiF{al “~ |s/10/54 ayette City Cemotery’ Faye Mo

REC'D BY LOCAL | REGISTRAR'S SIGNATURE, =t} ATUR, ‘ ADDRESS
Ay 4 % Fayette, Mo

7 * 7 3 X 1 n Reverse Side)

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




B

STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was emb.
LT o s T = = O , Student Embalmer No...........

working under my personal supervision..

Student...ov..nt e ae e

Signature of Student Embalmer ) z Z
Licensed Embalmer No..

P. O. Addresscf_/ "

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HAND
to cornply with the above constitutes grounds for revocation of license).

If embalmed by a STUDENT, he also shall sign in his OWN handwriting.

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




