FILED JAN 30 1957

Reagistratien District Mo.

STANDARD CERTIFICATE OF DEATH

Primary Registration Distriet No. .

STATE FILE NUMBER

Registrar's Ne. _..._.',/_/.. .......

(¥es, na, or unknown)

no

{If yes. give war or dater of service)

4,98-36-8891

1. PLACE OF DEATH 2. USUAL RESIDENCE (Whera duceased [ived. If instirution: Residenca belora
. + Y admigsion)
o | oo Lawrence o STATEM] ssouri b COUNTYNgw Madrid
300 b. CITY (If outside corporate limits, give TOWNSHIP only) | Inside Limits c. CITY Inside Limits
1-56 OR OR
Town Mte Vernon YesU Nofx TOWN Parma L9 0 YesC: NoO
. o -
c. sglgé_l_?:lf\eﬁf: {I1f NOT in hospital, givelocation)|L ength of stay in 1b 4 STREET {If outside, @vﬂllo:utic&{ Reside on Farm
iNsTITUTIoNIOe State Sanatorium| 25 days apDREss Box 5Ll YesO NoO
1; LR ::gl&r!rn First Middie Last 4, DATE Month Day Year
- oF
] {Type or priaf) Roy i James Cagle cears, January 25, 1957
© 5. sex j COLOR OR RACE 7. ,;ﬂm{mg NEVER MARRIEG []| 8 DATE OF BIRTH |9. AGE (In years | I UNDER | YEAR |IF UNDER 24 3IRS.
fogt birthday) [afonthe | Do | Hours | in.
= Male White . wipowep [J ovoreeo[J] 920e 11, 1915 Lz
* "] 10a. USUAL OCCUPATION (Gire kind of work dome | 106, KIND OF BUSINESS OR INDUSTRY [11. BIRTHPLACE (City and atate or country) 12. CINIZEN OF WHAT COUNTRY?
E during most of working life, even if retived) . o
§ armng Sikeston, Mo, USA
g 13. FATHER'S NAME T4, MOTHER'S MAIDEN NAME
> - I} - L] [}
. Bill William Cagle Minnie May ?
15. WAS DECEASED EVER IN if. 5. ARMED FORCES? 16. SOCIAL SECURITY NO.|I17. INFORMANT Addrers

San.records,Mo.State Sane yMte1 \Iemon,Mo.

PART |. DEATH WAS CAUSED BY: .
IMMEDIATE CAUSE {(a)

18. CAUSE OF DEATH [Enfer only one ¢ause per line for (@), (b). and (c).]

Bronchogenic carcinoma, right lung, with

INTERVAL BETWEEN
ONSET AND DEATH
apHroxe 3 moe

superior vena cava syndrome

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

m on the date atated above; and to the best of my knowledge. from the causes stated.

22a. SIGNATURE -

« -] 23a. - BURAL, CREMATION, ¢
Rzuovu { Spm[y\

Removal

disoases in Port | must be cosuolly related. Coroner connot certify to a death due to natural causes.

{Degree or title) I2h. ADDRESS

974D . Mt. Vernon, Mo.

©

22c. DATE SIGNED

1-25-57

|23 ‘NAM: OF CEMETERY OR CREMATORY

Dexter,

23, LOCATION (City, town, or county)

(State}
Moe

&

2

1

]

5

% Conditionas, if any, DUE TO ()

which gave rise to -

g aboa;e cause (4), . '

& stgting the under- .

E > lying cause lastl, DUE TO (¢)

< g PART Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED YO THE TERMINAL DISEASE CONDITION GIVEK 1K PART I(a} 18, WAS AUTOPSY
o . PERFORMED?
5 3 é 2

° 2 . X Prest] wo[X
] = 20a. ACCIDENT SUICIDE HOMICIDE | 206. DESCRIBE HOW INJURY OCCURRED. fEnm m:ture of infury in Part I or Part M of item 18.)

» & O d |

> Q

s 1 Xe. TtME OF  Hour  Month, Day, Year .

. ! INJURY o m, i ar e i

- o p.m.

2 w .

3 X | 20d. INJI.{RY OCCURRED 20e. PLACE OF INJURY (e. ¢., in or about home, 20f. CITY, TONN, OR LOCATION COUNTY STATE
2 WHILE AT O “et WHILE Jarm, factory, street, office bidg., etc.}

E WORK AT WORK
v an ¢
' 21. I attended the deceagdfg‘n Dec. 31’ 'Lybb toJ hod db’ 'Lyb { and last saw g?‘i alive on 1- 25-57
' 5- Death cccurred at Aelle

.E

)

4

&

v

-

[

2
&

. o

25, DATE RECD. BY LOCAL REG.

1-25-57 V.

fLI:onud Embelmer*s Statement on Reverse Side

26. REGISTRAR'S SIGNATURE -




STA{TE MENT BY. LICENSED EMBALMER

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

byme, or by ... .ooiiiiiiiaialL o Student Embalmer No

....................................................... »

working under my personal supervision..

Student.......coo. e .Signed

Licensed Embalmer No. .....

o . ¢ . _ Ce s -P.OAddrew% ..........

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).

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

If th1s body is not embalmed, fact should be so stated above,

s




