A THE DIVISION OF HEALTH OF MISSOURI
w0 | FILEDMAR 7 1956 syANDARD CERTIFICATE OF DEATH 5487

10.48 State File No. i inimssisessissision
~
"BIRTM NO.____________________ REG. DIST. No. _L?_‘L PRIMARY REG. DIST. NG.M Registrar's No “!?
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where detossed lived. [f lmatitution: residecce befors
a. COUNTY a. STATE b. CG sdiniaion},
0 lafayette afa ette
b. CITY ouuido corpurate timita, write RURAL and give €. IVENGTH OF c. CITY B d Is Resldence wiihin limits

this pla OR a ¢ity or incorporated wwno'.!

OR township} | ¢ o
TowN Texing ton TowNLexington 1 NN
d. FULL NAME OF (If not in hoeplial or institution, give streot address or lofiation) STREET (11 rarsl, give location) -0
HOSPITAL 0£ ADDRESS ?‘
iNsTrruTof,ex ington Memeria « Route # 2
3 gE%%%S?EIE I (First) b. (Middle) e, (Last) 4. DATE (Month)  (Day} (Year)
(Typeor Print) A 1Dert ] ‘agk DEATR g
5, SEX O 6. COLOR QR RACE | 7. MARRIED, NEVER MARRIE 8, DATE OF BIRTH 9. AGE (In years| if UNDER t YEAR | IF UNDER L mas.
) WIDOWED, DIVORCED (gpecfy) last bisthday) | Moanthe nm Hours | Min.
Male | White Married —— 60 19
1Ga, USUAL QCCUPATION (Civekiodof work | 10b, KIND OF BUSINESS OR IN- | 11, BIRTHPLACE . 1?. |
dFadurinzmoﬂ.ol wurun‘urn.-:annﬂrllrr:;) DUSTRY . (City ead State cr F”:'" Covntrn) T 5 H%ENOFWHAT
armer D4/ 22 € Higginsville,
13a. FATHER'S NAME 13b., MOTHER"S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
Elmer G4y Brook rd Mary Gongh
I5. WAS DECEASED EVER IN U.S.ARMED FORCES? | 16. SOCIAL SECURITY | 17. INFORMANT®S SIGNATURE OR NAME ADDRESS
(Yﬁm. oruskaown) | {If yes. xive war or dates of service) NQ.

) ' 4h¢zé=:___HE§4_ﬂB23_B2nnk,_lﬁxingianv_ﬂ%ssnnni
_18. CAUSE OF,DEATH _' MEDICAL CERTIFICATION e RVAL BETWEEN

“Enter only onecsuseper | |. DISEASE OR CONDITION™ . SR ULl T TWT| LONSET-AND DEATH
L fo (55, (10, and (o | DIRECTLY LEADING TO DEATH @ - ‘ Coronaa:y thrombos 18’ Budden

e t

; ANTECEDENT CAUSES
*This does not mean - Ang ina 5 da.
the mode of dping, such | Aforbid conditions, if any, giring DUE TO (b) 1 pa j-ns
as heart faflure, asthenio, rise fo the abore cause (o} stating
ede. It means the dit- .'Me‘undtrlym.g cause last. . .o Hyper-te_ns ion
case, infury, or complica- DUE TO (o)
tion which caused death, | 11. OTHER SIGNIFICANT COMDITIONS
- o ' Congitions contributing o the death but zot
related to {he dizeare or condition causing death.
19a. DATE OF OPERA- | 19b, MAJOR FINDINGS OF OPERATION .. | 20. AUTOPSY?
TION ,_I Ne / ' :
YES D ND E
21a. ACCIDENT {Bpecily) 21b. PLACEOF INJURY (s.g.. inorabout | 21¢. (CITY, TOWN, OR TOWNSHIP) (COUNTY) {STATE}
SUICIDE homs, farm, fagtory, street, office bldx., st0.)
HOMICIDE o .
21d. TINFiE (Month) (Day) (Year) {Hour) 2ie. INJURY OCCURRED 2it. HOW DID INJURY OCCUR?
WHILE AT NOT WHILE|
INJURY oo ke WORK AT WORK

22, I hereby certs dyéhaf I ?c_xttended the deceased from 41% 1&_, lo _E_LQL, 1.55.6_, that 1 last saw the deceased

alive on

,and that death occurred a _._Am., from the causzes and on the date slated above,

}‘/ egres or title) Z|723b. ADDRESS 23c. DATE SIGNED
AR ol Lexington, Mo, | 2/29/56

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

24b. DATE | 24c. NAME OF CEMETERY OR CREMATORY | 240, LOCATION (City, town, or county)  _ (State)
bruary 11,1956 Maghpe Lexington, Missouri,
DATE RECD BY LOCAL | REGISTRAR'S SIGNATUR oA UNERAL JDLRECTPR" & 51 ENAFUR <ADPRESS
REG. / /3 ’6 V ; g 7 p)
3.— - / L a _..1/1/-.- ‘Jl 4 74 A ’ 4’ Z . P g L LT,

{I.icensed Embalmer's Sfaternent on Reverse Side)




P S

STATEMENT BY LICENSED EMBALMER

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

by me, Or BY - oooimtiiri e et e eeeneaearareaaraeaanns

working under my personal supervision..

Student........voiiiiia e
Signature of Student Embalmer

P. O. Addr Mﬂj/%:f/

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in’his OWN HANDWRITING. (Fa
to comply with the above constitutes grounds for revocation of hcense)

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

I¢ this body is hot embalmed, fact should be so stated above. . ' b




