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“USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

ctor, coroner, ofc. must use only standard nomenclature in item

All disedses in Part | must ba causally related.

Qoa

FILED OCT 281957

.STANDARD CERTIFICATE OF DEATH

THE DIVISION OF HEALTH OF MISSOUR|

_R_e_gistmﬁon_ Piﬂrici No. IL2 Primary Regulrnllon Dlstrlc! No. 5125 Registrar's Me. ,___ll}_g _______
1. PLACE OF DEATH 2. USUAL REMDENCE (Where doceased lived. If institution: Residence beforg”
a. COUNTY . a. STATE ol y b, COUNTY 4 54 /
Buchanan Missour: Buchtnen
b, ClOTRY {If sutside corporate limits, give TOWNSHIP anly) Inside Limits <. C(I:;I'RY Inside Limits
om St . Joseph, Yes [J No 3 TomST , Joseph » @] YesO N
c. FULL NAME OF (If NOT in Faspiml, give location) | Lengt stoy in 1b 4. STREET (f ide, give location) Reside on Farm
HOSPITAL O ADDRESS
INSTITUTIONT t# Center Twsp g“:-’éyr' Se Rural # YL Ne [
3. NAME OF DECEASED First Middle t’ 4. DATE Menth Day Y ear
T int . . OF
(Type os peint) william Jepell Holllngswor b O Oct. 20, 1957
5. SEX ' 6. COLOR OR RACE| 7. p/ 8. DATE OF BIRTH _ 9. AGE 1 UF UNDER 1 YEAR| IF UNDER 24 HRS.
. mARR{EDRG HEVER MaRRIED[] . {In yeors [
i ntha | Days Howrs in.
Malo Wh 1 te wipowep [} oivorceo( ] JUly 5’ 1899 last b'"g‘ﬁ Mont ¥ | M
106. USUAL QCCUPATION {Give kind of work done | 10b. KIND GF BUSINESS OR 11. BIRTHPLACE (City and state or country) D l’2 CITIZEN OF WHAT COUNTRY?
durl mast ul wnflun life, @ven if ratired) TNDUSTRY
aborer ~ 77T ower Co Buchanan Co, Mo U.S.4.

13a. FATHER 5 NAME

W.¥. Hollingsworth

.

13k. MOTHER‘S MAIDEN NAME

Sarah

Whaote

41]4 NAME OLHUSBAND OR WIFE

ary Hollingsworth

15. WAS DECEASED EVER IN U. 5. ARMED FORCES?

(Yes, no.dr uf‘:mwn)l (lf yas, give wor nln b| of service)

§00-07-

14. SOCIAL SECURITY NO.

1

2714

Jﬁ?mﬁollingswort 'y St

Joseph Mo

PART I. DEATH WAS CAUSED BY:

IMMEDIATE CAUSE {(a}

18. CAUSE OF DEATH (Eater only one cause per line for (o}, (b), and (¢).)

INTERVAL BETWEEN

)t

ONfET 3ED’?_E%EA

Daath occurr.d at

Conditions, if any, DUE TO (b) z
which gove rise 10 }
obove cause (o),
stating the under-
g Iying caves last DUE TO (c)
E PART 11, oﬂ_isn SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to-the terminal diseass condition given in PART | {0} 19. gégpggggg\‘
: 092 X YEs() NOE 2
%1 20a. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART t or PART Il of item 18.)
W
u o O O
[ 20c. TIMEOF Hour Merth, Day, Yeor )
Q INJURY a.m. .
"E p.m. "
- 20d. INJURY OCCURRED. _  |*20e; PLACE OF INJURY (e.g., inor about home, | 20f. CITY, TOWN, OR LOCATION ) . COUNTY STATE
WHILE ATD NOT WHILE D “farm, foctory, street, office bidg., etc.) " "
WORK AT WORK
21. | oftended the deceosed from _Qfoeo-‘-l-h— Vi i -)7 wo_LO~2A0-3 7 and lost mwt alive on /0 "10 ~ 2 7
Y J ) “f‘ 4

&€+ men the date sluted above; ond to the best of my knowlodge, from the ccl/u stated.

220, SIGNATURE ; Z E i(Dmue or title) % [#

225 ADDRESS

MH 23 m

22¢. DATE SIGNED

S ufso

. BURIAL, CREMATION, | 23b. DATE

TOy22/57

23c. NAME OF CEMETERY DR CREMATORY.

Sparta Cemetery

oseph

23d. LOCATION .:?!y, tawn, or cwm,)

({ruru)

Mo

»

ADDRESS

St,

“Jbséph

{Li

d Embal

25. Dz]E RE-FD BY LOCAL REG.

t on R'v Sid-)




STATEMENT BY LICENSED EMBALMER

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

by me, ey ............... verreaeanes feeretesetetarerenaretnrerarnetaarasnrrasiairnrstrararans «» Student Embalmer No.-.......... .

working under-my personal supervision.

Student ....oeoeeviiiiniinnan. e aeesaias ‘
Signature of Student Embalmer

P..O. Address

"L'.;;s;;;;ﬁ..g.

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER ln his OWN HANDWE TING. (Failure

to comply with the above constitutes grounds for revocation of hcense) v .
If enibaimed by a STUDENT, he also shall sign in hzs‘OWN handwntmg v Voo T ke ™
N If this body is not embaimed, fact should be so stated above. ‘ : .
- . el ﬂ ~ . . . e

: - < . . . - .
. “ X i K L . L (SR
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