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WRITE PLAINLY—USING UNFADING BLACK INK—MAKE A PERMANENT RECORD
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THE DIVISION OF HEALTH OF MISSOURI
STANDARD CERTIFICATE OF DEATH

REC. DIST. no._z_u_nmmv REG. DIST. mﬂ_Z_Z-qum’: Nowoood. . = I

FILED SEP 24,1956

BIRTH NO.

30309

State File

1. PLACE OF DEATH - ' /.

2. USUAL, RESIDENCE (Whers decessed lived, If Lnsthution: reskience before

a. COUNTY Dunklin a. STATE b. COUNTY sdmiminn).
J-DDV
b. CITY 0t utiad vorpurate laits, wiits RURAL wod give | ¢. LENGTH OF [| . CITY c1f cumids '1&;1':'-‘ write RURAL azd give wniﬁ"*
townghip}| STAY da this nlanl 0
TowN Kennett ‘fﬁ TOWN Kennett
d. FULL NAME OF (If not in hospital or Izstisution, give strect address or loeatlon) d. STREET (If rural, give location) \Di—’, v
HOSPITAL OR ADDRESS
INSTITUTION R. 3 Rte. 3
AN E OF . {First b. {Middle c. {Last
DECEASED & (Fint) { ) (Last) 4DATE  (Moath) (Day) (Yewn)
{ Type or Print) SAMUEL C. WAYNE DEATH SEPT, 8, 1956
5, SEX 1 6 COLOR OR RACE | 7. #?DRO%:'E[I; ISIE:;’OEECESRRIED./ 8. DATE OF BIRTH 9.1:(55 (In .n)-n h: :;:.n | TIAR | O MR M uRa.
. (Bpecily] birthday o Days | Hours | Min
Male White Married Jan. S5, 1872 84 | |
10a. USUAL OCCUPATION (Givekindof work | 10b. KIND OF BUSINESS OR IN- | 1. BIRTHPLACE (Stats or forelgn country} 0 12. CITIZEN OF WHAT
dona during most of working life, sven if retired) DUSTRY COUNTRY

Retired Famming

Stoddard County, Migsouri U.5.4,

132. FATHER'S NAME $3b, MOTHER'S MAIDEN NAME t4. NAME OF HUSBAND OR WIFE
Walden Wajne 4 Unknown i
I5. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY | 17. INFORMANT'S SIGNATURE OR NAME ADDRESS
(Yos, no, or unknowa) l (Il yos, sive war or dates of service) N NO. .
No one Carri K
18, CAUSE OF DEATH RICAL CERTIFICATIQ INTERVAL BETWEEN
| Enter only onecausaper | 1. DISEASE OR CONDITION _ iﬂs‘r-'f AND DEATH
line far (a), (b), and (c) DIRECTLY LEADING TO DEATH ()
*Ths does not mean ANTECEDENT CAUSES a
the mode of dping, such | Adorbid conditions, if any, gieing DNE TO (B)
a# heart follure, asthenis, rise to the abore cruse (a) slating . . .
ete. It means the dig- | ‘he underlying cause last.
care, Injury, or complica- DUE TO {c)
tion whieh caused death. | 11, OTHER SIGNIFICANT CONDITIONS -~ -t
" Conditions contributing to the death but not
related 10 the disease or condition cousing death.
1%a. DATE OF OP'IE'IRO'?*( 15b: MAJOR FINDINGS OF OPERATION Xy < - ) | 20, AUTOPSY?
. A 42'6{ ves [ w4
21a. ACCIDENT {Specity) 21b, PLACE QF INJURY (e.s..laorabous | 21c. (CITY, TOWN, OR TOWNSHIP) (COUNTY) , (STATE)
SUICIDE boma, farm, fastory, strest, offics bid.. eve.) . f. : Ta Afe e T Gt
HOMICIDE
21d. TIME (Moath) (Day) .(Year) (Housd - | 2le, INJURY OCCURRED | 21F. HOW DID INJURY OCCUR?
T WHILEAT NOT WHILE - . e e
INJURY m | VWORK AL WORK i L
; Y gl © -
2. I hereby certifyfthat I gifendeq-the deceased from 19 , lo , 1 , that I last saw the deceased
alive on s Iﬂj ‘_, and tha! death o ed at _5_pr._ m., from iKe causes and on the date sloled above.
Zi. SIGNA 4 - (Degroe

Vi P

_glil%.

1
OVAL
ria

2a. BUR
TION,

DATE REC'D BY LOCAL

G-/2-/ 785 |

24c. NAME OF CEMETERY OR CREMATORY
Lloyd Cemeter

24d. LOCATION (Clty, town, or county) ¥ f{State)

E FUIERAL DIRECTOR' S SIGNATURE ADDR

13
~f Landess Funeral Home, Campbe s.fl Mo.

's Statement on Reverse Side)




RECEIVED DUNKLIN COUNTY HEALTH
DEPARTMENT

......................
-----------------
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%
c’-\
)
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STATEMENT BY LICENSED EMBALMER
I hereby certify that the body whose name is recorded on the reverse side of this certificate was embaimed by me, or by e -

Studant Embaimer Mo,

working under my personal supervision.

Student ...cvecasscunrrnoann seemsusessannas Signed.”%m&;-_"

Student Embalmer

Licensed Embalmer No

v

P. 0. Address

Note: The above MUST BE SIGNED BY THE LICENSED EMBALI-V!EI{'&: his OWN HANDWRITING. (Failure to comply with
the above constitutes grounds for revocation of license.)

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




