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

FLED MAR 25 19'57

2IRTH NO.

1. PLACE OF DEA
a. COUNTY

LiNCOLAN.

THE DIVISION OF HEALTH OF MISSOURI O
STANDARD CERTIFICATE OF DEATH State File No. 925

*
REG. DIST. NoO, _/ éﬂ PRIMARY REG. DIST. lo.m Hegistrar's Na............................z‘..

2. USUAL RESIDENCE (Wbers decessed lived. 1f inatitution: residence befors
—a."STATE b, COUNTY J° widinimlon.
Missovr/ Linwcocw

TH

b. CI'IF;Y (11 outoidu tor
TOWN

c. LENGTH CF
STAY (i this place)

perate Hmits, write RURAL and give

wiahip)
Yy -

c. CITY d. Is Rexidenrs within limits of

S FoLEY R

_dd&!&_&ﬂ

d. FH(I)."I.;-P';J'FAT_EO%F {If oot in,hoopiul or jastitution, give strect address or lotation) . Asl;rDRREgs (l.l.mnl. give location) 0' 5 ‘7 Vo)
INSTITUTION &
3. NAME OF a. {First) b. (Middle) ¢. (Lest) l 4. DATE (Month)  (Day} (Year)
DECEASED " TOF
( Type or Print) sLEY SlTrON vean MAR. [S.3, /957
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lone during most of working llh.o:'nn‘il 'u“:rot> i (City and Stats or Foreign Country) o COUNTRY? T

rk OLdm Am&.

REO-ELsBERRY, Mo: | ASa,

13a. FATHER'S NAME

F. SiTToN

13b. MOTHER'S MAIDEN NAME

SARAR TvcKER |

14. NAME OF HUSBAND DR WIFE Pece ‘u

Tons PRESLEY - aats

15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY | 17. INFORMANT'S SIGNATURE OR NAME ADDRESS
(Yes, B0, 0r unknown}t | (If yes, plve war or dates of service) NO.
No g NONE H’ELE FPRESLEY ~ 0.

. Enter only onecans: pef

18. CAUSE OF DEATH

line for (8}, (b}, and {c}

*This does nol mecn
the mode of dying, such
as hearl foliure, asthenia,
efe. Jt means the dis-
care, injury, or complica-
tion which cavaed death,

MEDICAL CERTIFICATION

C’&/?ﬁ[/’/ﬂ/?f/ Occy S rons

INTERVAL BETWEER
1. DISEASE OR CONDITION ONSET.AND DEATH
DIRECTLY LEADING TO DEATH® () Doty
’ 7

ANTECEDENT CAUSES

Morbid conditions, if any, gicing DUE TO (b)
rise fo the abore cause (a) stating
the underlying couse last.

DUE TO (¢)
11. OTHER SIGNIFICANT CONDITIONS

Conditions contributing to the death but nol
related to the disease or condition causing death,

19a. DATE CF OPERA-
TION

P |
20, AUTOPSY? O

ves [ NOE/

19, MAJOR FINDINGS OF OPERATION

“dzef

2ta. ACCIDENT (Bpecily) 21b. PLACE OF INJURY (e.r..inorabomt | 2lc. (CITY. TOWN, OR TOWNSHIP) (COUNTY) (STATE)
SUICIDE boma, farm, fastory. strest, office bldg.,e1s.)
HOMICIDE . B , ,
2id. TIME (Mooit) (Day) (Year) (Hour) 2le. INJURY OCCURRED | 21f. HOW DID INJURY OCCUR?’
OF WHILEAT[ ] NOT WHILE
INJURY . | woRK AT WORK

22. I hereby cegfify that Lﬁmd_ed the deceased from j;la_,,, 1 , lo _‘g:‘__/i, 19.{2, that I last saw the deceased
alive on . Ifo:,), and that death occurred a m., from the causes and on the dale stated above.

23a. TURE

(Degree o mncb 23b. ADDRESS

e D7l | L SE T, A O

24a. BURIAL, CREMA-
TFION, REMOVAL (Bpedity)

a !l, RATE REC'D BY L%CAL

Ca

24b, DATE 24c. NAME OF CEMETERY OR CREMATORY 24d. LOCATION (City, town, or county) (State)
3-76-57 | STAR Mo PE ELSBERRY, Mo -

REG MERAL DIREATOR'S S GNATURE ADDRESS )
.,

RAR'S SIGNAZURE .
r -
—

‘s Statement on Reverse Side)




STATEMENT BY LICENSED EMBALMER o
|

I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalm
by Me, OF By ottt iteiiiceiiitatrriae e ceaetsae e raasatnarasarraaan temaaans , Student Embalmer NO...ococmiunnnnn.

working under my personal supervision..

Student.c.cocoemici e ciiaiiiacasasi ot sseanaas
Signature of Student Embalmer
Licensed Embalmer No..fg.l .. r o
‘ P, O. Adgltell.é.’ .......... W

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

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

1# this body is not embalmed, fact should be so stated above. ' - |

-

- . ’ . A




