walth,
Welfare
vblic

Servics
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v
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ceroner, etc. must use anly standard nomenclature in item 18. No symptoms will be listed. All

‘.

discases in Part | must be cosuolly related. Coronar cannot certify to a death due to naturol couses.
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THE DIVIION OF HEALTH OF MiaoLUK]
STANDARD CERTIFICATE OF DEATH

"
Registration District No.....3“..17.@..,--....."... Primary Registration District No. .....é...Q...?..J.......... Registror's No. ,aka‘;.‘.

FILED JUN 25 1956

.................... 21659

STATE FILE NUMBER

1. PLACE OF DEATH

2. USUAL RESIDENCE (Where deceased lived. If institution; Residence before

. STATE b. COUNTY odmission)
@ COUNTY St. Francois ° Misaouri St. Francois
b. CITY (If outside corporate limits, give TOWNSHIP only} | Inside Limits c. CITY Insida Limits
OR OR Y
TOWN Delassus o Yersf Neo town Delassus ~ f' !ﬂ Yestff Neo
A N . " — . v
e. ELDJEJ!'_I'?:I’_AEJEF {lf NOT in hospital, givelocation)|Langth of stay in 1b 4 STREET {IF ourside, give location) Reside on Farm
INSTITUTION ' ADDRESS Yos O MNok
3. NAME OF First Middle Lost 4, DATE Monih Day Yeer
DECEASED Zh
{Type o print) Viesley Franklin Fratt ceah  June 9, 1956
5. SEX C 6. COLOR QR RACE 7. MaRRIED ] NEVER MARRIED []] 6 DATE OF BIRTH §. AGE (In pears | IF UNDER | YEAR iF UNDER 24 HRS.

Male Thite

WIDO [ﬂ DIVORCED d

taw birthdetr) [arouths | Daw

Feb. 18, 1888

Houra I Min,

10a. USUAL OCCUPATION S(mz kind of work done {100, KIND OF BUSINESS OR INDUSTRY

during moat of working life, even if retired)
Brick Mason

1. BIRTHPLACE (City and atate or country)

12. CITIZEN OF WHAT COUNTRYt

US A

Farmington, Miscourie.

t3. FATHER'S NAME

Behms Pratt

14, MOTHER'S MAIDEN NAME

Jemima White

15, WAS DECEASED EVER IN U, S, ARMED FORCES? 16, SOCIAL SECURITY MO,

17. INFORMANT

{¥es, na, ﬂu"! {If yes, give war or daicr of srvice)

4 97=01~4900

Address

Lather Pratt Delassus, Missouri

18. CAUSE OF DEATH [Enler only one cause per line for (8), (b), and (¢).]
PART 1. DEATH WAS CAUSED BY:

INTERVAL BETWEEN
ON EATH

IMMEDIATE CAUSE (@) / 2o
Conditions, if any, BUE TO () &/M—‘—&ﬂ \{.“]M
which gave rise ¢ - (/4
above cguu ;). : . :
Hating the under- )
- lying cauae lqsl. DUE TO (¢)
9 PART |). OTHER GJGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOTBELATED TO THE JERMLNAL DISEASE CONDITION GIVEN IN PART I(r) . rgF xﬁi;g;%ﬁy
= A
o - -
Y 3 3 ix ves 3 no
:—: Z0a. ACCIDENT SUICIDE HOMICIDE | 208. DESCRIBE HOW INJURY OCCURRED. (Enter nature of infury in Part I or Par¢ 11 of ifem 18.) '
é 0 O ]
i‘ 20c. TIME OF  Hour  Month, Day, Yeer
x ANJURY 4. m. .
E pm. )
E | 20d. iNJURY OCCURRED 20¢. PLACE OF INJURY (¢, g., in or about home, | 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT NOT WHILE O Jfarm, factory, street, office bldg., ete.)
‘WORK AT WORK . .
B A - - o
2L T attended the deceased fro /%. . to ‘ and last saw m"ah’ve on __é_._u_é_
Death occurred at oy \ m on the ddte stated -b&l’e; and to the best of my knowledde. from the causes atated.
220. SIGNATURKE . { Depree or title) o 22b. ADDRESS 22¢, DATE SIGKED
ce. (ot Yor— S iine ot W ér 2
23a. BURIAL, CREMATION. 2. DATE 28c. NAME OF CEMETERY OR CREMATORY 23d. LOCAT@(CI’W. towrn Ar county) (State)
REMOVAL (Sperify
i [# .
Burig 6411/56 Mesonic Cemetery Farmington Missoiri

24. FUNERAL DIRECTOR ADDRESS

Miller Funergl Home Farmington, Mos

25, DATE RECD. BY LOCAL REG,

b~y7- 1957

{Licensed Embalmer’s Statement on Reverse Side}

ZﬁfGISYHAR'S SIGNATURE 2
*




STATEMENT BY LICENSED EMBALMER

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

by me, or by : , Student Embalmer No,

working under my personal supervision..

Student .-.ooievnroziarnanas
Signeture of Student Embalmer

Litensed Embalme
P. O. Addre357
Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. {
to comply with the above constitutes grounds for revocation of license). |

U embalmed by a STUDENT, he also shall sign in his OWN handwriting.
.If this body is not embalmed, fact should be so stated above.

”




