| &
-~ THE DIVISION OF HEALTH OF MISSOURI :)8-—001911
Wil STANDARD CERTIFICATE OF DEATH s
blic g .
krvice ED FEB 1 0 195§gisiruﬁon_ District No. ...._.__.j_.ZQ_._,A_______....Primury Rn_gisfraﬁon District Mo ?a 3 3 Ragishnr‘s No._“______/___é_ __________
Pt 1. PLA((:)E OF DEATH 2. USU.#L .?EES'IDENCE (Where decenshad lived. I institution: Res&denydu
a. COUNTY a. 5TA . . COUNTY admissi
i Laclede Migsouri Laclede
-57 b. C{_JTRY (If outside corporate limits, give TOWNSHIP only} Inside Limits . chY 8§30 Inside Limits
TOWN Lebanon Yas (3 No[] Town_ Tebanon e | Yes[J tefy]
[ Egls_il;l_?:ME QF (If NOT in hospital, give location) | Length of stay in 1b d. STD%EREE}:S {f vutside, give location) Reside on Farm
Al
INsTITUTION Wallace Hospital 7 claste Plato Star Rt,Lebanon| YesEl Ne[]
3. NAME OF DECEASED First Middle Last 4. DATE Month Day Year
{Type or print) . OF
i Yilliam Jacob Starnes DEATH Jenuary 31 1959
i 5. SEX 6. COLOR OR RACE| 7. 8. DATE OF BIRTH 9. AGE {In yeors JFUNDER 1 YEAR] IF UNDER 24 HRS,
MARRIED@}‘EVER MARRIEDD |aat {:Ir:i:d::r; Months | Doys Hours l Min,
Male Vhite wooweof]  oworceold| Mepeh 15, 1883

All diseases in Part | must be causally related.

*

N

t0a. USUAL OCCUPATION (Give kind of work done
during most of working life, aven If retired)

10b. KIND OF BUSINESS OR

11. BIRTHPLACE (City and state or country)

12. CITIZEN OF

WHAT COUNTRY?

"“.]\i‘:-'\ or unlmqvm)l(ll yes, give wor or dates of service) ?_?\7 lz- 735(,

Mrs Rosa Starnes

INDUSTRY
Tormar #Wwﬂ- Iaclede County, Missouril US8A
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND QR WIFE
Perrv Starneg Sarsh Barnes Rosa Starnes
15. WAS DECEASED EVER IN U. 5. ARMED FORCES? 6 SOCIAL SECURITY NO.| 17. INFORMANT Address

Plato Star Rt

ina for (&), {b), end (c}.)

@ ween,

18. CAUSE OF DEATHAEMM’ only one cause p
PART I. DEATH wAS CAUSED BY:

IMMEDIATE CAUSE (a)

J

?fl,o State

INTERVAL BETWEEN
ONSET AND DEATH

w

4

o

a

[e]

o

S

s

g VT unTq Mmelasioaes, 2'1135 .

w Conditions, if any, DUE TO (b)

b= which gave rise 1o

[ above cavse (o}, }

Z stating the under- .

g g Iying covse lost DUE TO (<)

=N = PART li. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related 1o the terminal dissase condition given in PART | {a} 19. WAS AUTOPSY

2 B PERFORMED?

|2 ~ /77X ves[]) NONE I

X Z| 20a. ACCST" WMICIDE 20h. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART |l of item 18.)

= ur

= Y O

1=

S PS| 2c. TIMEOF .Hour Month, Day, Year

o e INJURY  am.

>_" 3 p.m.

% 20d. INJURY OCCURRED 20e. PLACE OF INJURY (e.g., inor obout home,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE

td WHILE ATD NOT WHILE D farm, factory, street, office bldg., etc.)

4 WORK, AT WORK 4 " .
. | attended the deceased from 5! $ ! 5_3 , to ‘ 3! ' s- ! and last saw !h':“' alive on [} 1 3 1 ’ S "}
Death_pccurred ot Q:/0 P .M, mon tha doto stated cbove; and to the beas of my knowledge, “From thu'causes stated.

So 7. diSher MD ¢

~Tebawe, (o

22¢. iTESI NED

23a. BURIAL, CREMATION, | 23b. DATE 23c. NAME OF CEMETERY OR CREMATORY
REMOY AL, (Specf
Burial™™" [Feb 3, 1959 Oakland Cemetery

23d, LOCATION (City, town, or county)

Laclede County

Mis

[State)
souri

24. FUNERAL DIRECTOR ADDRESS

25. DATE RECD. BY LOCAL REG,

A-3-1959

26. REGISTRAR'S SIGNATURE

{Licensed Embalmer’s Statement on Reverse Sida}

blettn K Moy




¥
r

STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed
BY M€, OF DY 1ovveueiteseeieeisceitctieseeeeseeeeeseeeeeesesoeesesseeeseeesasaseeeeseenenaeanananne .» Student Embalmer No....................

working under my personal supervision.

Licensed Embaimer No¢2.2.2-l

P. O, Address.&" ! D’

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).

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.

Student .o e ar e e aeas Signed
Signature of Student Embalmer

a




