 Health, THE DIVISION OF HEALTH OF MISSOURI 58_0 3’?166

aﬁwﬁl-'m STANDARD CERTIFICATE OF DEATH 57 7 f/ STATE EILE NUMBER
. Public s’
h Service IHLED N OV 1 2 Igsaginrmien_ Distriet Na. "l\\ Primary Raglstrmlon Dl:tru:l No. =l T Regmmr 's No. No.. 3_2,“,.,5:&__
1. PLESE OF DEATH 2. USUAL rESlDENCE {Where deceased lived. |f institution: Resédcnce b;lorg
. a. NTY . . NTY admission
s. 300 Miller " M8sour:  mi1)T@P
- 1-57 b. CgRY {If eutside corporate limits, give TOWNSHIP only} Inside Limits c. CgRY Inside Limits
| TOWN Ulman Yes [ Ne (T TOWN 171 Yes{ ] Mo []
/ c. FULL NAME OF (If NOT in hospital, give location) | Length of stay in 1b d. STREET {If outside, give location) Reside on Farm
HOSPITAL OR 06 & OADDRESS
INSTITUTION Home a Yes O] No(J
a, ?TAME OF DE}CEASED First Middle Last 4. DATE Month Day Year
ype or print - OF
Jasper ¥William Shepherd peatH Nov 2, 1958
5. SEX 6. COLOR OR RACE| 7. 8. DATE OF BIRTH 9, AGE (In years {[F UNDER | YEAR] IF UNDER 24 HRS,
MARRIED[_NEVER MarRIED[ ] . {In yeors
i rthday) [Months | Da H Min,
. Mgle Fo) White woowe [ 2 owvorceo[]| Dec¢ 10, 1872 fgipirhden Hemhs | " o |
-2 10a. USUAL OCCUPATION (Give kind of work done | 10b. KINMD OF BUSINESS OR ~ 11. BIRTHPLACE (City and state or country) 12. CITIZEN OF WHAT COUNTRY?
= o& king life, even if reti INDUSTRY
I TR THHE ghine e oven i retived Blg Piney, Mo o) USA
r_§ 13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME CF H_U‘SBAND OR WIFE
- Jacob Shepherd Sarah Lawson ) Yulia Ann Bilyeu
EL 15. WAS DPECEASED EVER IN U, $. ARMED FORCES? 16. SOCIAL SECURITY NO.| 17. INFORMANTY Address
Yes, k ] . give w d ]
;, (Yes I‘wnra mwn)|( yos, give wor or dates of service) Eu 1a St me Ulmm Iﬂ'o
o

18. CAUSE OF DEATH (Enter only one cous
PART |. DEATH WAS CAUSED BY:

IMMEDIATE CAUSE ()

line for {a), {b), and (c).)

Byx | SHwn°

€
>

f Conditions, if any, . DUE TO' (b}

s which gove rise to

2

& gbove cavae [o),

- stating the under-

< lying couse last. /. DUE TO (¢)

H FART . OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the terminal disease condition givan in PART | {a} 19. WAS AUTOPSY
|=4

5

-4

o

20a. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | o PART Il of item 18.)
O 0 0

20c. TIME OF Hour Month, Day, Yeer

Y

MEDICAL CERTIFICATION

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

-U'
2
i
4
>
E
2
g
2 INJURY  am.
" p.m.
_E 20d. INJURY OCCURRED -] 2e. PLACE OF INJURY {e.g.. inorabouthoms,| 20f. CITY, TOWN, OR LOCATION COUNTY . STATE
;v WHILE ATD NOT WHILE D form, factory, street, office bldg., etc.)
5 AT WORK
"E 21. 1 attended the deceased from / / o — ] Zm ZE ot deas ,1 z and last 3 mwh alive on //'_ /—.ré,
E Death occurred ot - [n Y4 A _m on the date stated above; ond fo the bast of my knnwiedga, from the causes stated.
L]
- - URE 22b. ADDRESS 22¢. DATE slGNED
k X o453 : i
3 . . " . AW R |
230. BURIAL, CREMATION, | 23b. DATE l . NAME OF CEMETERY OR CREMATORY . 23d. LOCATION (Chy’. town, or mmy) - {5rare}
if
o, | BUPHET” | 11/4/58 Hickory Point Iberia, Mo
O -~

25. DATE RECD. BY LOCAL REG, 26. REGISTRAR'S SIGNATURE
oo | Npttendis, 5,75 Voo B, J{allenberch

{Licansed Embolmer's Statement on Reverse Side}




"
+
JasEITdag el

STATEMENT BY LICENSED EMBALMER

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

DY M, OF DY (i vrc ettt e s s e r e se e ra i se s rsnero s e tasna e n s an e re ran

working under my personal supervision.

Signature of Student Embalmer

P. 0. 4

" Nofe: Thé™abové MUST BE SIGNED BY THE LICENSED 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.

r 'y




