. Health,
!;Wl:llfure STANDARD CERTIFICATE OF DEATH S.TATE FILE NUMBER
. Public
h Service h:” Fn ““ ’.} 'Iq[;Rginmﬁon_ District No. -3 / é Primary Registration District No. No. ... c ,.9 _________ Registrnr s No. ._,.g,i.ﬂ.? _____
1. PLACE OF DEATH 2. USUAL RESIDENCE (Whers deceused lived. If institution: Residence bafore
. . . . . b
. 300 o COUNTY St. Prencoiis o STATE Migaoupdi COUNTY 5, Prancons
- 1-57 5. CITY (If ﬁ‘é [ G FRRYSHIP only) [ nside Limits c CITY Inside Limits
o + 8 If Yes [0 No Gk YesBd Mo [
TOWN ngton, MoeRural oWy Fexmington, AMo.
c. FULL NAME OF {If NOT in hospital, give location) | Length of stay in 1b fi STREET {If outside, give location) Reside on Farm
HOSPITAL ) . fﬁq ADDRESS ¥
INSTITUTION ']Jh:mas L 0 31 Boyce St e Ne
- ]
3. NAME OF DECEASED First Middle Laost 4. DATE Month Day Year
(Type or print) . OF .
George. Elmen- Byington DEATH June 21 1958
5 SEX 6. COLOR OR RACE 7.MARRIED@NEVER warrien] ] 8. DATE OF BIRTH 9. AGE (tn years JFUNDER 1 YEAR| IF UNDER 24 HRS.
. . - irth Manth. [] H Min,
Made o White WDOWED[] 7 DIvoRcED] Aprili 25»183}4»‘ : l’fﬂm o) | Homths I o o l i
100. USUAL OCCUPATION {Give kind of work done | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (City ond state or country) 12. CITIZEN OF WHAT COUNTRY?
ing mnn of worki INDUSTRY

elc, must use only standard nomenclature in item 18. No symptoms will be listed,

All diseases in Port | must be causally reloted.

r, corgnaer,

N
,

‘

(]

THE DIVISION OF HEALTH OF MISSOURI

‘58—023642

loyee

East Bonne Téerre, Mo.?

UuS.h.

.ih, ven H&w ?4'4
130. FATHER'S NAME
Henny L. Byington:

13b. MOTHER'S MAIDEN NAME

Artie Harris:

14 NAME OF HUSBAND OR WIFE

Elizabeth Byington

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

(Yas, no, or unkmwn)l(lf yas, give war ar dotes of service)

16. SOCIAL SECURITY NO.

498-34-0372

17. INFORMANT

Mrs,. Geos E. Byington Fanmington, Moe

Address

DEATH WAS CAUSED BY:
IMMEDIATE CAUSE (a)

PART I.

Conditions, If any, DUE TO (b)

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

, and (c}.)

INTERVAL BETWEEN &

ONiy' AND DEATH :

which gave riss to
obove cowvse (o),
stating the under

!

_Z;#% M_L%
. OTHER SIGNIFICANT CONDITIONG CONTRIBUTIN‘VI‘O DEATH_but not related to the terming] dMeass condition given in PART | (a)
.

USE ONLY BLACK INK OR RIBBON TYFEWRITE IF POSSIBLE

g tylng cause last DUE TO (<) e —————
D , " YRR 5.
- R 7
i onny sy WM.*"# 1527 vES[) NOKd
£1 20 ACCIDENT SUICIDE ROWICIDE | 20b. DEJCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART Il of item 18.)
w
© | 'l 0
S| c. TIMEOF Heur Month, Day, Yeor
S INJURY  a.m. .
"X P.m.
20d. INJURY OCCURRED 20e. PLACE OF INJURY {e.g., inor abouthome,j 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE ATD NOT WHILE O farm, factory, street, office bidg., etc.)
WORK AT WORK -
r
21. | ottended the decoased imm _%m_‘_&l_ﬁund lost sow o0 b live on %& &! d 8
Death occurred at - At on the date stated above; and to the best of my kno from the cause’s stated.
22a. StGNA RE : Eéegm or ml. 22b. ADDRESS 22¢. DATE SIGNED
%‘, . Haog 28" Prasurgon P 4 -
23e. BURIAL, CREMATION, | 235, DATE 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, fown, or covaty} (State)
R YAL { ify} i .
Huryat June 24 , X958 Masonic: Cemetery Farmington, Mo,
24. FUNERAL DIRECTOR 1) ADDRESS . DATE RECD. BY LOCAL REG.

C.H.Cozean Farmington,

Mo,

24, /95

28 fGISTﬁAZ'S SIGNA

(Liconsed Embalmerld §

on Revefse Sﬁl)




856l ¢ g 10p)

STATEMENT BY LICENSED EMBALMER

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

LT T T U , Student Embalmer No. ...................

working under my personal supervision.

A
Student v e v v e saaaes 3T 411 PPN
Signature of Student Embalmer

Licensed Embalmer No..........ccevueneeee
P. O. Address......ccccoccvicveevnenrnncinnens
T Note: The above MUST ‘BE'SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure

to comply with the above constitutes grounds for revocation of license).
[f embalmed by a STUDENT, he also shall sign in his OWN handwriting.
If this-body is not embalmed, fact should be so stated above,
. N 7 ] .




