THE DIVISION OF HEALTH OF MISSOUR1 r

e ALED JAN 151957 STANDARD CERTIFICATE OF DEATH - L =

elfars é
blic Registration District No. . 3/. - Primary Registration District No. .4.0.7..‘%. Registrar's No, ....2,......
arvice
1. PLACE OF DEATH 2, USUAL RESIDENCE (Where docoased lived, !f institution: Residence bafora
a. COUNTY a. STATE b. @ﬂNTY gdmission)
\ ’ St. Francols Missourl o Francols
h 05% b. C(;"I;Y (If outside corporate limits, give TOWNSHIP only)| Inside Limits €. Cé};‘f inside Limirs
Tow Cantwell Yoiki Noo rom Cantwell 4 jc_, Yes& Nom
c. Eg%#t#:#gl?}: {1f NOT in hospital, give location)|Length of stay in 1b 4. STREET (1§ autside, ve Iocuuon) Reside on Farm
INSTITUTION 20 yrs. ADDRESS YesO Mo
3. NAME OF Firat Middie Last 4. DATE Month Day Year
DECEASED ! OF
(Type  pring William Henry Stokes o fan, 1l , 1957
5. SEX 6. COLOR OR RACE  |7. ,M,%,Eo NEVER MARRIED [ ]| @ DATE OF BIRTH '9. AGE {In pears | IF UNDER | YEAR |IF UNDER 24 HRS.

tast hirthday) [afontha | Daws | Hours l Min.

Male Whilte wivoweo (] oivorced [} 10/2/1863 93 a las

-11i02. USUAL OCCUPATION {Gize kind of work done |106. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (City mnd iate or country) / 12. CITIZEN OF WHAT COUNTRY?
during most o[ working life, even if retired) .
arming Farm EKnoxville, Ky. US A
‘ 13, FATHER'S NAME 14, MOTHER'S MAIDEN MAME
Albert:t Stokes Lizzie List
15, WAS DECEASED EVER IN U, 5 ARMED FORCES? 16. SOCIAL SECURITY NO,|17. INFORMANT Address

{Yes, na, or unknown} l {if yes, give war or dates of servics)

[2) None Mrs. Dora Stokes Cantwell, Mo.
18. CAUSE OF DEATH [Enter only one cause per,ling for (a); (b), and () ’ . P - | INTERVAL BETWEEN
PART I, DEATH WAS CAUSED BY: / % T g 25)%
IMMEDIATE CAUSE (a) : \ :
' \/ L )} ]
Conditions, if any. DUE TO (4) :

which gave rise fo

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSISBLE

a}boue c:me ; A L . ' ) . . .
3 a!ma the under- : .
= lying  cause last, DUE TO (¢) E
9 PART H. OTHER SIGNIFICANT CONDITI ConTRY| H BUT NOT RELATED TO THE TERMINAL DISEASE C lDﬁN GIVENSIN PART T5. WAS AUTOPSY '
= PERFORMED? !
3 @: :@ ) ~ ves[] wo M ;
E 20g. ACCIDENT SUICIDE HOMICID'E 20b. DESCRIBE HOW INJURY OCCURRED, (Ermr nature of injury in Part Tor Part 1l of item 18} -
E 0 3
-“ 20¢c. TIME OF Hour Month, Day, Year|.
i INJURY a. m. L. } B
E p.m.
E | 20d. INJURY OCCURRED i 2e. PLACE OF INJURY {¢. ¢, in or cbout home, 20f. CITY, TOWN. OR LOCATION COUNTY STATE
- F wHiLE-AT G NOT WHILE O farm, factory, atreet, office bidg., ete.)
WORK. AT WORK s
el B = 77—
21. I attended the deceased from // } to / ""'/ b / and last .lcw him alive on ""'/
Death cccurred ar = 3 OOA m agn the data stated abave, and to the best of my knowledge, from the causes atated
- 2a. # TURE "~ Degree ] ( 225, ADDRESS J22¢. paTE SIGNE
’ 23a. BURIAL, CREMATION, | 234, DATE 23¢. NAME OF CEMETERY OR CREMATORY . 23d. LOCATlory(Cu‘y, town, or counly} (State) H
REROVAL {Specify)
Burial 1/3/1957 Mitchell Cemetery St.Francois Co. Mo.

diseases in Port | must be cosually related. Coroner cannot certify to o death due to natural couses.

Doctor, coroner, etc. must use anly stondord nomenclature in item [8. -No symptoms wil

:
i

24. FUNERAL DIRECTOR ADDRESS 25, DATE RECD. BY LOCAL REG. 26. ISTRAR'S SIGNATUR
Boyer Funeral Home'- Desloge,Mo, - {959 MM/M

Trh " {Licensed Embalmer’s 51gtamont on Roverse Side) v



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 .....cco.... aeneenuaes ettt eeaee e e aa et aaeeant et ta———————aam—mbeeeetas , Student Embalmer No..........

working under my personal supervision..

,/jv 7.
Student.....oooniuriiirara e Signed """“’ .........................
] Signature of Student Embalmer

Llcensed Embalmer No.j.—r,.é.:
. P.-O. Address<@&. o Lare

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (F
to comply with the above constitutes grounds for revocation of license).
' " If embalmed by a STUDENT, he also shall sign in his OWN handwntmg
If this body is not ernbalmed fa.ct should be so stated above

+




