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STANDARD CERTIFICATE OF DEATH

99

Primary Registration Distrizt No,

58-039392

STATE FILE NUMBER

Registr

wsNo JFo o ;

1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. |f institution: Rasldanca b;:fou
. COUNT . STATE b. COUNTY dmi ssion) -
a. COUNTY Dekglb Migsouri Dekglb
b. C(I'_;rRY (If outside corporate limits, give TOWNSHIP only) Inside Limits , Clc;rr\)' €320 Inside Limits
TomStewa rtB"ille Yes [] Nﬂ town Stews rtSVille o Yes[ ] N°E
c. FULL HAME OF (If NOT in hospital, give locetion) | Length of stay in 1b . STREET (If cutside, give location) Reside on Farm
HOSPITAL OR ADDRESS Yes (& Ne[J
ANSTITUTION b ®
3. NAME OF DECEASED First Middle Laost 4. DATE Month Day Y ear
{Type or print} OF
Linds Sue Saunders oEATH 11 /26/58
5. SEX 6. COLOR OR RACE| 7. ©8. DATE OF BIRTH 9. AGE (In ysors #F UNDER 1 YEAR| IF UNDER 24 HRS.
¥ 1 Whit MARRIED [ ] NEVER MARRIED [X] Vst birthday) kv.vh. Doys | Howrs [ Min,
emﬂ e e WIDDWEDD DIVORCEDD ﬂh"‘h R .l QER

10a. USUAL QOCCUPATION

{Give kind of work done

10b. KIND OF BUSINESS OR

11, BIRTHPLACE (City and state or country)

12. CITIZEN QF WHAT COUNTRY?

during most of working life, even if ratired) INDUSTRY : -
XXXX XXEXX St Yoseph, Mo. ‘ UBA
130. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUFSBAND OR WIFE
Robert G. Saunders Anna lMarie Hanway XXRXX
15. WAS DECEASED EVER IN U, 5, ARMED FORCES? 16. SOCIAL SECURITY NO.| 17. INFDRMANT Address
{Yas, no, or unknown)| (If yas, give war or dates of service) n 6 Rob ert G . SE unéers . S tawa rt sV 1 1'; a

PART .

IMMEDIATE CAUSE (a)

18. CAUSE OF DEATH {(Enter only one couse per lme for (u), (b), and (e).)
DEATH WAS CAUSED BY:

ONUUk%JONS

INTERVAL BETWEEN
ONSET AND DPEATH

RS

Q&JLLMAA&; TIKSUWH

ol LUK

Death sccurred ot

he1 ) R b S g 78

Canditions, if any, DUE TO (b}
which gave rise 1o
above cavse (a), }
stating the wnder-
% lying cause last. DUE TO {c)
= PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the terminal disease conditien given in PART | (q) 19. WAS AUTOPSY
h] PERFORMED?
T ' YES[] NOE N
2| 20e. ACCIDENT  SUICIDE  HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART il of item 18.) v
8 o o D
G1 2c. TIMEOF .Hour Month, Day, Year
a INJURY a.m.
E p.m.
20d. INJURY OCCURRED 2e. PLACE OF INJURY (#.g., inor abouthome,| 204, CITY, TOWN, OR.LOCATION COUNTY STATE
WHILE ATD NOT WHILE O farm, factory, street, office bidg., etc.) . . .
WORK AT WORK
21. | attended the deceased from i 1 } l s/:)Mg . tD 1\ /ZY/J—? and [ast suw{: glive on ‘M q b— Q" }Lq 5-8

Me dule stated above; and to the best of my knowledge, from the covses stated.

22a. SIGNATURE

ATl aahtis

{Degree or title)

MD

<

22b. ADDRESS

<o

22c. DATE SIGNED

11/28/58

234. BURIAL, CREMATION,

REMOVAL (Specify)
urisl

23b. DATE

11 /28/58

23c. NAME OF CEMETERY OR CREMATORY

St

Josaph'

234, LOCATION (City, town, oc counly)

Easton

, Mol

{State)

24. FUNERAL DIRECTOR

W.E.Summerfield ,Stewartsvill,

ADDRESS

Lo

2% DATE RECD. BY LOCAL REG.

/2-/-3 5

26. AABGISTRAR'S SJGHATURE

{Licensed Embolmer’s Statement on Revarse Side)




..
'
re

STATEMENT BY LICENSED EMBALMER

1 hereby certify that the body whose name is recorded on the teverse side of this certificate was embalmed
BY Me, OF DY oottt e eaeatrerea e e senne e aans «» Student Embalmer No. .. .......ccoene

working under my personal supervision.

Student ...oieiiiii e
Signature of Student Embaliner

Licensed Em

P. O. Addre

A . Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in bis 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.



