THE DIVISION OF HEALTH OF MISSOURI

 58—032018

Helth,

£ \\':II.Iun bA6I¥-54& STANDARD CERTIFICATE OF DEATH o STATE FILE NUMBER
ublic
 Service H[Eg OCT 9 ]‘95 gistration District No. _59_Prlmury Registration District Nob.097__uh,,‘ Registrar's Ne.,,,,,_l;?_?____,_,,,,__._.._.
| — — -
¢ 1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence be
% . COUNTY . STATE * . b. COUN admissio
- 300 ° Cass > Missouri COUNTY  Gagg “™**°7)
1-57 b. C::JTRY (If outside corporate limits, give TOWNSHIP only) Inside Limits €. CIOTY & , g“ Pad Inside Limits
R
TOWN  Harrisonville Yes A Mo T TOWN_ Faat Lynne ¢ | Yol me[]
c. FULL NAME OF (If NOT in hospital, give location) | Length of stay in 1b d. STREET {1t outside, give lacation) Reside on Farm
HOSPITAL OR . ADDRESS ¥
INSTITUTION Memorial Yoz [[] No[J]
3. NAME OF DECEASED First Middle Last 4. DATE Month Day Year
{Type or print} OF
Timmy Joe Scott DEATH  Auygust 29, 1958
5. SEX ¢ | 6 COLOR OR RACE 7- uakrIED[ ] NEVER MARRIEDEfD 8. DATE OF BIRTH 9. AIGE' :1_,.':;..; ;:";‘:)ER';YEAR l: UNDER :;yns.
[} i Y, nthe ays OWra .
. Male wiowes[] DIVORCED[ ] August 29,1958 I I
‘2 10a. USUAL OCCUPATION (Gi 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (City ond stote or country) 12. CITIZEN QF WHAT COUNTRY?
= during most of working life, wven if retired) INDUSTRY .
2 — - Harrisonville, Mo, USA
:-—E- 13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HLISBAND OR WIFE
£ w s Seott Nancy Hatfield i -
‘gn 2 | 15 ¥AS DECEASED EVER IN U. 5. ARMED FORCES? 16. SOCIAL SECURITY NO.| 17. INFORMANT Address
> o (Yea, ne, or unknawn]| (If yes, give wor or dares of servies} o
s 8 == == === Mr. East Lynne, Missouri
. o 18. CAUSE OF DEATHAEnIer only one cause per line for (a), (b), and {c).} INTERVAL BETWEEN
F w PART I. DEATH WAS CAUSED BY: ONSET AND DEATH
. v IMMEDIATE CAUSE (a) __ Patent Ductus Arterjosus
£ &
e & Conditions. if .
-1 itions, it any,
b4 & which gave rize :u DU-F TO (b)
5 ; above c;u:o 50).
- toting 1 ) .
-] iying “covss laas. 7 DUE TO (<) 754
E . 2 = PART ik. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the termina! dlssase condition given in PART | {4} 19. WAS AUTOPSY
- ‘E o X — PERFORMED?
2E z|: / Yespg No(]
£ - = 2| 200. ACCIDENT -SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART |l of item 1B.) .
= Zfu
§ ‘E j § 20¢c. TIME OF Hour Month, Day, Yeor
iR ) INJURY a.m;
c § : H p.m.. -
g E & 20d. INJURY OCCURRED 20e. PLACE OF INJURY le.g., inorabouthome,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
1) WHILE ATD NOT WHILE 0 farm, .ctory, sireet, office bidg., etc.)
t 2 4 WORK AT WORK
:g E 21. | attended the deceased from , ta A]}g - 29 » l 35& and last sow ::‘ alive on Agg s 29 a2 19 58
|§ E Death occurred at 1 i + 10 Zpm on the date stated obove; and to the best of my knowledge, from the causes stated.
s 2 22a. SIGNATURE reo or title) 2‘; itymbaess . ijlrs secu%
o
82 7 7arGes) NV | Narruas )
2 _“i 230. BURIAL, CREMATION, | 23b. DATE 23 E OF CEMETERY OR CREMATORY 4 {Sta)
M REMOY AL (Specify} FHA
| Burial 8-30-58 Burford Cemetery

2 ' DATE RECD. BY LOCAL EG.
1 7,

24. FUNERAL DIRECTO ADDRESS
3 /.—_’
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STATEMENT BY LICENSED EMBALMER

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

x
by me, OF BY Lo e , Student Embalmer No. ................es

working under my personal supervision.

SEUAENE  veireiniirrirneiaeanr e aeaearan s sera s r e
Signature of Student Embalmer
XU 10 gt

P. O. Ad'dress‘ by .. .7

_Note: The above MUST BE SIGNED BY THE LICENSED ‘EMBALMER in his OWN HANDWRI
to comply with the above constitutes grounds for revocation of license).
If embalmed by a STUDENT, he also shall'sigi in hisTOWN’handwriting. ~{—J¥ = ST ‘
If this body is not embalmed, fact should be so stated above. |
|
|
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