THE DIVISION OF HEALTH OF MISSOURI
o 42562

Ho.300 ) e ~ .
| QLD DEC T8 i  STANDARD CERTIFICATE OF DEATH s i e
SIRTH NO. REG. DIST. NO, ( ; z Q PRIMARY REG. DIST. NO. i‘ 2 Jé Registrar's No.o. .. ..‘Z:..K.._.
1. PLACE OF DEATH 4 2. USUAL RES-IJI?ENC_}_E.(WMH decosssd lived, 1t Enstitution: pesidence before
q a. COUNTY S t . Cl—é{ii‘ a., STATE | Mijs.s O‘LII‘.’I. r b. COUEt . C la_i T ulm—l:lin-!.
Q b. CITY (1f cuteide corpurste lmits, write RURAL and give ¢. LENGTH OF c. CITY ) d. Is Residence within Umits of
TS\Q’N LO wr y c i t y townabip}| STAY m L Tg‘ﬂl&.ro‘vry C i ty . l{[‘:ly 'Emmm?q?wnwwj:
d. FULL NAME OF (lf oot in hoapital or institution, give atrect nddruG localion) «. STREET {1? rural, give location)
HOSPITAL OR ADDRESS Z,ﬁ
INSTITUTION nq
3DNE%'EESOEFD a- (First) b. (Middle) ¢, {Last) 4. Dg;g (Month) (Day) (Year)
{ Type or Print) Carl c. " DeLong DEATH NOV;23,1956
5. SEX 6, COLQB OR RACE | 7. MARR]ED NE\}’EEJ&QRR]ED 8. DATE OF BIRTH 9. AGE (I::'I:I‘I L': ﬂr:.ﬂ In;iﬂl" IF URDER & KRS
. : 1 .l 3 ont] B .
Male White JUDGUED; DIVORCED @oseitd’ | winy , 16,1889 YA | i
102, USUAL OCCUPATION (Giveklad of work | 10b. KIND OF BUSINESS OR IN. | 11. BIRTHPLACE (g )
:amd\u'ins most ol 'Drﬂu].:f(::::l:ﬂd::ﬂt:dk) %rR . (City and State or Forsign Country) 12£5|;;%E§?FWHAT
R.R. Eoplovee Station Agsn Morning Sun Iowa SA
13a. FATHER'S MAME ! 13b., MOTHER" 5 MAIDEN NAME 14, NAME OF HUSBAND‘OR Ww|FE
. Unknown . |Mary Gordon Esther Delong
Ii: WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECUR};B( 17. INFORMANT' S SIGNATURE OR NAME ADDRESS
( . 0o, or ynkoowa) Il you, r d: ol servics) 5 .
o8, 0o, or yokoa (Il you, kive war or dates MaI‘y DeLOHg,LOWI‘y Clty I\&O ;

18. CAUSE OF DEATH MEDICAL CERTIFICATION INTERVAL GETWEEN
E 1. DISEASE OR CONDITION AND DEATH
- Enter only 0Docaustper | T pB T 'Y LEADING TO DEATH (g L_,G-\__Q—y% QW 2 o N

line for (s}, (b}, and ()

*This does not mean ANTECEDENT CALSES

the mode of dying. such | Morbid conditions, if any, giring DUE TO ()
o8 Beart follure, oathenia, | rise fo the abore cause {a) stating
ele. It means the dig. | he underlying cause laat. : ] e

PLAINLY—USING UUNFADING BLACK INE—MAKE A PERMANENT RECORD c\aﬂa
——t

case, infury, or complice- DUE TO (&)
tion which caused death. | 1. OTHER SIGNIFICANT CONDITIONS
Condilions contributing lo the death but ot - i L. .-
| related to the dizease or condition causing death,
1%a. DATE OF OP_F]FEAhi 196, MAJOR FINDINGS OF OPERATION B . 2. AUTOPSY?
4261 ves [ wo S
21a, ACCIDENT {Bpecliy} 21b, PLACE OF INJURY te.g.. lacrabout | 21c, (CITY, TOWN, OR TOWNSHIP) (COUNTY) (STATE)
SUICIDE boma. tarm, fnelory, streat, office bldg.,et0.)
HOMICIDE - '
21¢. TIME {Month) (Day) (Year) {(Hour) 2le. INJURY OCCURRED | 21f, HOW DID INJURY OCCUR?
WHILEAT NOT WHILE| ——"
INJURY = | “woRrK AT WORK — P —
S n D\J-LM\
2. ] hereby certify that I aﬂended the deceased from 19 , 18 , that I last saw the deceased
alive on , and fhat death occurred at Zoﬁp,rﬁ'om the causes and on tha date sialed above.
23a. SIGNATURE egrea or title 23b. ADDRESS ] 23c. DATE SIGNED
- Appleton City Missouri 111/27/56
E %GIBNB:‘J;'JAIKLCREMA- 24b. DATE ] 24¢. NAME OF CEMETERY OR CREMATORY 24d, LOCATION (Oity, town, or county) (State}
= ’ B : . .
g BUfratl 11/27/56 | 0Oscecla Osceola Missouri

DATE REC'D BY LOCAL RAR B3 URE

v¥, 23 SE Y

25. FUNERAL EIRECTOI 5, S51GNATURE ARDRESS

(Licensed Embalmer's Statement on Reverse stement on Reverse Side)




L

STATEMENT BY LICENSED EMBALMER

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

-3 0 T - P P , Student Embalmer No..............

working under my personal supervision..

Student ... oo iiiiiiiiriisiiiiesasieeereeerenees  Signed L T et ierraa et

Signaturs of Student Embalmer
Licensed Embaimer NOQ?&J F

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

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

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




