No. 300
10.48

™
oQ

Q}n WRITE PLAINLY—USING UNFADING BLACK INK-~—MAKE A PERMANENT RECORD

THE DIVISION OF HEALTH OF MISSOURI

FILED DEC 17 1956  STANDARD CERTIFICATE OF DEATH

BLRTH NO. REG. DIST. NO. _ﬁ_ PRIMARY REG. DISY. WO. 5124 Registsar's No.w.. -_2_3,,14 o
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where d d lived. If institutlon: resid before
a. COUNT "Rz - ——Ea. X iraion).
a. COUNTY Buchanan B a..STATE MO we. ... .b. COUNTY_ BuChanéﬁ on}
b. CITY {If outida corpurate tmits, writs RURAL and give | . LENGTH OF || c. CITY 4. It Fexidente ot Homtts of
OR . . o tp) (in this place) OR " & cliy of, i ted townT
tows DeKalb ,(Bloomington tw gé‘ yI's own DeKalb, gl o peormgraiedtown
d. FH%%PFPANI!.EO%F (If net in hospital or institytion, give strest addrems or location) AsDr[;zREEES‘I;i (It rursl, give location) l ‘
wsrrution Rural Route #1 Rural Route #1 )
3. NAME OF . {First b. (Middle, c. {Last
DLCEASED TB h( irst) ¢ ) (Last} 4. DATE (Month) . (Day) (yéa,)
{ Type or Print) omas M Roberts DEATH Dec 7,
5. SEX 6. COLOR CR RACE | 7. M.&)ROF%EE EFG'OEEC%SRRIED L 8. DATE OF BIRTH 9, AGE (h:’:rnn br; I-Ir:.t.ll 1 YERR | W UNDER 4 iRs,
(B; ) } oz Days | Hours | Min.
Male White RevVer ma¥rripd July 8, 1888 “6§° | |
10a. USUAL OCCUPATION (Ghekindof work | 10b. KIND OF BUSINESS OR IN- | 11. BIRTHPLACE . L - 2,
domduﬁalmmtnfworuulih.o:nnnu :etrr::i) DUSTRY % (City wd Stats or Foreign Country) —aﬁl Cgbn%EIQ?OFWHAT
Laborer Farm DeKalb, Mo S.A.
1135. FATHER'S MAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND'OR WIFE
. Jeff Roberts {Elizabeth *? None
i5. WAS DECEASED EVER IN U.5. ARMED FORCES? | 16. SOCIAL SECURIJS’ 17. INFORMANT'S S{GNATURE OR NAME ADDRESS
{Yes. 0o, or unknown) [ you, xive war or dates of service) .
v none E.K. Sampson St. Joseph, Mo
18, CAUSE OF DEATH MEDICAL CERTIFICATION INTERVAL EETWEEN
. Enter only one cause per 1. DISEASE OR CONDITION TH
line for {a), {b), ad (¢) | DIRECTLY LEADINGTODEATH‘(E)L,]traJ In quf icien oV
*This does nol mean ANTECEDENT CAUSES I #
the mode of dying, such | Aorbid conditions, if any, giring DUE TO (b} Ir
a8 heart faffure, asthenia, | rise to the above cause (a) stating )
ede. It-meany the dig- the underlying cause lasl.
casr, injury, of complica- DUE‘ TO ()
tion which coused death. | 1. OTHER SIGNIFICANT CONDITIONS i;‘{f
: . Conditions contributing to the death but 10! 4 0 X
refated to the disease or condition caueing dealh. I .
19a. DATE OF OP_FIRO#I.G 19b. MAJOR FINDINGS OF OPERATION 2. AUTOPSY?
J
#T/’ YES D Nom
21a. ACCIDENT (Bpecity) 21b. PLACE OF INJURY te.g-Inorabout | 21c. (CITY, TOWN, OR TOWNSHIF) {COUNTY) {STATE) t
SUICIDE home, Inrm, fastory, street, office bldg.. ste.)
Hosicioe  None . , .
21d. TIME (Month} {Day) ({(Year} (Hour) 21e. INJURY OCCURRED | 21f. HOW DID INJURY OCCUR?
WHILE AT NOT WHILE -
INJURY WORK AT WORK

, 19

, that I last saw the deceased
b
m., from the causes and on the date stated above.

22. I hereby certify tha! I MII;(I\!ER deceased from Dec 7th, Isﬁ_é o
23b. ADDRESS

alive on 1984
ot titl
’i;ff(- 2727 Jule St

St Josevh,

23c. DATE SIGNED
It

I2£11V-58

23, SIGNATURE
4:. NAME OF CEMETERY OR CREMATORY

Act, Co,Heal*t
at'l Cemetery —

o movaT"” 12/10/56

24d. LOCATION {City, town, or county)

rLegvenworth Kansas

{Btate)

24s. BURIAL, CREMA- | Z4b, DATE
FYN

AL ECTOR’

DATE REC'D BY L%CQ;L REGISTRAR'S SIGNATURE
P 41957 ‘.

(rmmd Embalmer'yf S

emeut. on Reverse Side)

31 GNATURE

. ADDRESS

. Joseph, Mo




STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was embal
DY M, O Y . i iiiiirreir e ramrriearasinssasmeaesaas e srs e anay bomarean , Student Embalmer No,.............

working under my personal supervision..

Student .. ...ciiiuiiiiiiiiiii ettt irarirasaes Sisne
Signature of Student Esbalwer

Licensed Embw
P. O. Addresg™ "\, e

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

If ernbalmed by a STUDENT, hefalso shall sign in his OWN handwriting.
1¥ this body is not embalined, fact should be so stated above.




