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FILED JAN 13 1958

THE DIVISION OF HEALTH OF MiSS0URI

43525

STANDARD CERTIFICATE OF DEATH

STATE FILE NUMBER

13a. FATHER'S NAME

Flias Kerns

13b. MOTHER’S MAIDEN NAME

Amanda unimown

T4. NAME OF HUSBAND OR WIFE

Registratian District No. 42 Primary Reg:srruhon District Ne. _ 1000 S, Registr__uv:s No-_.._l!«l:glt_5 __________
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceosed lived. |f institution: Res:ldgn:a bf[ora
. COUNTY STATE b. COUNTY admi ssion
¢ Buchanan Missouri Buchanan
b. CgRY (I outside corporate limits, give TOWNSHIP enly) Inside Limits c. Cgr\}' Inside Limits
TOWN Yes [3d No [ TOWN St. Joseph & /t 7Yes|3 No [
c. FgLL NAME OF (If NOT in hospital, give location) | Length of stay in Tb d. STREET (If autside, give location) | “'Reside an Farm
HOSPITAL OR ADDRESS
! INSTITUTION 1420 S, 10th St, 60 vears - 1420 S. 10th St. Yes [] Nof]
3. NAME OF DECEASED First Middle Last 4. DATE Month Day Year
(Type or print) QF
LILLIE MAY GUYOT DEATH  Dec. 24, 1957
5. SEX 6. COLOR OR RACE T'MAR(IEDE NEVER MARRIED[ ] 8. DATE OF BIRTH 9. AEE Si,:':::;; ;:J::.).ER ;:;E’AR I::::DER 2:\::!?5.
female whitte wiOWED[ ] oivorced[J|Feb, 23, 1882 I
10a. USVAL OCCUPATION (Give kind of work dona | 10b. KiMD OF BUSINESS OR 11. BIRTHPLACE (City and state or country) D 12. CITIZEN OF WHAT COUNTRY?
during most of working lifs, sven if ratired) INDUSTRY
housewife own_home Buchanan County, Mo. 1ISA

15. WAS DECEASED EVER IN U, §, ARMED FORCES?

{Yes, no, or unkmwn]l(l! yas, give war or dates of service)
no

16. SOCIAL SECURITY NO.| 17. INFORMANT

Frank Guyat
Address

m———— none F Pﬂnk;ﬁn&nﬁ,lﬂl’ﬂ_ﬁ.lﬂ.th,ﬁuospﬁig_
18. CAUSE OF DEATH (Enter only one cause pgg line for (a), {b), and (c}.) TERVAL BETWEEN
PART |. DEATH WAS CAUSED BY: ONSET DEATH
IMMEDIATE CAUSE (o} aa,
Conditions, if any, , DUE TO, (b} :__ ’i ¥
which gave riss to }
above cavse (a), R
ing th der-
z iytng cavse lamr. 4 DUE TO (¢) m Mu-«- adla~ 4
E I »' " PART IL.:OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but net r-ln!a to the terminal disease condition givan.in PART | {a)* T gegpggggg;’
) ‘ -
T 151X YES[] NO[§ 4
2| 200. ACCIDENT™ SWICIDE “HOQMICIDE | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART Il of item 18.) '
570 o o _
3| 20c. TIME OF .Hour Month, Day, Year - -
D INJURY a.m.
cl - p.m.
20d. INJURY OCCURRED 20e. PLACE OF INJURY (e.g., inor abouthome,| 20f. CITY, TOWN, OR LOCATION COUNTY . STATE
WHILE AT NOT WHILE 0O farm, factory, street, office bldg., etc.) : - : -
WORK D AT WORK - .
211 uﬂended the de:eased from ’ 7/1 57 .1 /2 2 ‘{' 57 and last inw: aliveon __ /2~ 21 5.7
Dca!h occurred ot 9" 45'[) . : .m.on_the date. slué'd ohove; and.to the best of my knowlndgo, from the chuses stated.
- | 22e- siGHATURE 7 g7 (Degree or titla) O] 22b. aDDRESS
A\ ;. . ? 2\3 W Q.d._a.g_,
230, BURIAL, CREMATION, | 236. DATE ~ ~ | 23c. MAME OF CEMETERY OR crzeuuonv 234 LOCATION (City, o, or .;.um,).
REMOV_AL iSp.eily) t )
buria 12/27/1957 - | Ashiand:Ce etory St ~Igsenh Mo, ‘
24. FUNERAL DIRECTOR ADDRESS . 25. TE RECD. BY LOCAL REG 6. REGIST IGNATURE :
J M ENILW, :
M

{Licenswd Embalmgy’s Statement on Reverse Side}




STATEMENT BY LICENSED EMBALMER

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

by T Y o T TR .» Student Embalmer No. ..........0........

working under-my personal supervision. - v

Student ...o.oevvvviiiiriierinnnen. et ereea e e + Signed? 4
Signature of Student Embalmer

- - Llcensed Embalmer No. é@d
- P. O. Addressc;/ﬁ;/ W

L - Noté:" The above MUST BE SIGNED BY-THE LICENSED EMBALMER in hxs OWN HANDWRITING. (Fallure
+ 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 thistbody is not embalmed, fact should be so stated above.

.




