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Doctor, coronar, atc. must use only standard nomenclature in item 18, No symptoms will be listed.

All diseoses in Port | must be causally reloted.
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USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

THE DIVISION 0? HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH

istration District Mo,

/3.3

Primary Registration District No.

58-04385"

STATE FILE NUMBER

Registror’s No., _/_é_Z_____.

. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lc;aad If institution: R.sudancn?re
. COUNTY . STATE b UNT 15410
; Harrison ‘ Migsouri Harris
b. CITY (e ﬁm‘ﬁinﬁqn%v&TOWg;H%e Ylnsicli:oI l;:mi“ c. C(E'JTRY o 4 0 ln:&Lumus
om_White Oak Twpe LT { Tom New Hampton Yeld D)
¢. FULL NAME OF (If NOT in hospitel, give |oH,°8I 6B stoy in 16 d. STREET (1f outsida, give location} Reside on Farm
R 8 Yrs. AODRESS North West Part Yes [ No )
3. NAME OF DECEASED First Middle Last 4. DATE Manth Doy Yaor
(Type or print) OF
Frank (None ) Fancher peaTH Dece30,1958
5 SEX 5. COLOR OR RACE[ 7. MARRIED@N’EVER MARRIEDD 8. DATE OF BIRTH 9. AGE (gi,:':;:;? :ol:‘p:ﬁen g:’fm I:Icli:DER z:utns.
Male White wooweo[ ] oivorceol]| Ooto7,1888 70 |
10e. USUAL OCCUPATION {Give kind of work done | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (City and state or couniry) d 12. CITIZEN OF WHAT COUNTRY?
during mo gt of working life, aven If retired) | ST RY
Armer Retired Farmer|Harrison Co. Missouri| U.Sed.

13a. FATHER'S NAME

Seott Fancher

13b. MOTHER'S MAIDEN NAME

Sarah Newland

14. NAME OF HUSBAND OR WIFE

Mre.Ona Fancher

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

(Tes, no, Ysgnwﬂ)l(lf Wﬂ'ﬁ omfi in:-)

16. SOCIAL SECURITY NO.| 17. INFORMANT

489-36-080R o Fancher

Address

New Hampton,Mo.

18. CAUSE OF DEATH (Enter only one cause per line for {a), (b), ond {c).} INTERVAL BETWEEN
PART |. DEATH WAS CAUSED BY: . ’ ONSET AND DEATH
IMMEDIATE CAUSE (o) -
. -~
Conditians, if any, DUE TO (b}
which gove rlse 1o } ‘.
above couse [a),
stoting the under.
g Iying causs last. DUE TO (c)
= PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but ot related to the terminal dissass conditlon given in PART ( {a} 19, WAS AUTOPSY
Y] PERFORMED?
B 578 2, YES[] NOX] 2.
% | 20o. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCLIRRED. (Enter nature of injury in PART | or PART Il of item 18.)
W
===
S| 20c. TIMEOF Hour  Manth, Day, Year
' INJURY  om.
X p-m.
20d. INJURY OCCURRED Ne. PLACE OF INJURY (e.g., inorabouthome,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE ATD NOT WHILE O form, factory, street, office bldg., etc.)
WORK AT WORK
21. | attended the deceased fmm aoj"lj- / &/ =and last sow",:— dliveon_/ & =~ 3 o - .rg
Death occurred at '4 P- P N : m on the date stated gbove; ond to the best of my knowledge, from the causes stoted.
22a, SIGNATU? {Degree or mle) N ADDRESS 22¢. QATE SIGNED
X , d.o. ' Qo l22-3-8y
230. BURIAL, CREMATION, | 23b. DATE 2 e. NAME OF CEMETERY OR CREMATQRY 23d. (OCATION {City, town, or county) {5tate}
RE
“Buaftl (Jan.2,1959 | Foster Cemetery Harrison Co., Migsonri

ADDRESS

25. DATE RECD. BY LOCAL REG.

TRAR'S S)JGNATURE
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STATEMENT BY LICENSED EMBALMER

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

by me, or by .ccoeiiiiiiiiiiiiien S veetteveereseenaneenarresnrntirarantrarararTt s aisrans .» Student Embalmer No. .........c.ccevieee

working under my personal supervision.

Student ..oivviiiiii e s Signed Z’fjﬁ%’/"’&. ...............................

Signature of Student Embalmer

Licensed Emb;} NOeZt ?é ﬁ/

" P. 0. Address .éﬁ!/éém/g; J

Note; The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (F‘axlure
to comply with the above constitutes grounds for revocation of 11cense)

: If embalmed by 2 STUDENT, he also shall sign in lis. OWN handwriting.. "+~ -

If this body is not embalmed, fact should be so stated above.



