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USE ONLY BLACK INX OR RIBBON TYPEWRITE IF POSSIBLE

Loctor, coronar, etc. must use only standard nomencloture in item 18. No symptoms will be listed.

All diseases in Port | must be causolly related.

AN

FILED FEB 4

1958

STANDARD CERTIFICATE OF DEATH / -

STATE FILE NUMBER

Registration District No. 209 Primary Registration District No-.___j_.p_..lf}_ ______________ Registrae®s No. _“"27___
3. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. |f institution: Resldnnce before
a. COUNTY Maribdnesl STATE Missouri b COUNTY Monroe ™3
b. CITY (lf outside corporate limits, give TOWNSHIP only) Inside Limits c. CITY & Inside Limits
98y Hannibal YesTA No [] rom Washington Township »&{ Gul) me@®x
2. FULL NAME OF (If NOT in hospital, give location} | Length of stay in 1b d. STREET {If outside, give location) Reside on Farm
OSSR 8¢, Elizabeth /, days ADDRESS3 miles S.E. Shelbina | vesggknor]
3. NTAME OF DE)CEASED First Middle Last 4. DATE Month Day Year
{Type or print OF
GERALD EDWARD BUCKMAN oenn Jenuary 14, 1958
5. SEX €1 6. COLOR OR RACE| 7. MARRIED[ ] REVER MA@m 8. DATE OF BIRTH 9, AEE L,i,:‘:;:;; :u:l::eng:zm I::::DER Z:M:-Rs.
Male White winowep[ ] pivorceo ] March 13, 1957 Tb I

100, USUAL OCCUPATION (Give kind of werk done
m;rm mest of wnrkilz litg, even if retired)
Yer "worked

10b. KIND OF BUSINESS OR
INDUSTRY N
cne

11. BIRTHPLAGE {City ond state or country)

Hannibal, Marion,Missoun

[

12. CITIZEN OF WHAT COUNTRY?

U-S .A-

130. FATHER'S NAME

Carl Francis Buckman

13b. MOTHER'S MAIDEN NAME

Mary Rosalee Hardy

None

14. NAME OF HUSBAND OR WIFE

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

(chm or unknqvm)l(ll yus, give waor or dJotes of service)

14. SOCIAL SECURITY KD.
None

17.

INFORMANT

Address

Carl F, Buckman, R.F.D., Shelbina, Mo,

MEDICAL CERTIFICATION

18. CAUSE OF DEATH {Enter only one cause per line for {a), (b). and (c).)

INTERYAL BETWEEN

. D:uth occurred at

10:30

PART |. DEATH WAS CAUSED BY: N ONSET AMD DEATH
INMEDIATE CAUSE (o __1nfluenzal Meningitis 5 days
Conditions, if ony, DUE TO (b)
which gave rise 1o
above couse (o), }
atating the under-
lying cowie laost. DUE TO (e} |
PART H. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related 1o the terminal diasose condition given in PART | {a) 19. WAS AUTOPSY
34 PERFORMED? O |
. o0 yes[J No[J
20a. ACCIDENT SUICIDE  HOMICIDE 20b. DESCRIBE HOW INJURY QCCURRED. (Enter noture of injury in PART | or PART Il of i_'.f"} 18.}
(] O O i
<. TIME OF Hour Month, Day, Year
INJURY e.m.
p.m.
204. INJURY OCCURRED 206. PLACE OF INJURY (s.g., inor cbouthome,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE ATD NOT wHILE D farm, factory, street, office bldyg., ?t:.)
WORK AT WORK )
21. | ottended the daceased from January 11t’h to JB nuary lAth and last iav’ﬁ?ﬁlin on 'Ja nuary ]A, 1958 |

A m on the d_me stoted above; ond to the best of my knowledge, from the causes stated.

GNATURE egres or title) 725, ADDRESS 22c. DATE SIGNED
/ Ca Hannibal, Missouri 1/14/58
230, BURIAL, CREMATION, | 23b. DATE M 23c. HAME OF CEMETERY OR CREMATORY ‘234, LOCATION (City, town, or county} {Stote) ik
BarteT="” | 1/15/1958 St.Marys Cemetery Shelbina, Missour},

24. FUNERAL DIRECTOR
ayes Funeral Home, Shelbina, Mo,

ADDRESS

23. DATE RECD. BY LOCAL REG.

1-22-58

TRAR'S SIGNATURE

/)

2. R

&,

d Embalmer’s §

L

on Reverse Side)

—



STATEMENT BY LICENSED EMBALMER

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

DY M, OF BY oeeieei i it s s re e s r e raa e a s e e e e nre e eaeraan «» Student Embalmer No. .............ccoe.

working under my personal supervision.

Student .o e Signed ......ocoviiiiri i
Signature of Student Embalmer

P. 0. Address Shelbina, Missouri
Note: The above MUST-BE SIGNED BY THE LICENSEP EMBALMER in his OWN HANDWRITING. (Failure
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 this body is not embalmed, fact should be so stated above.




