THE DiVISION OF HEALTH OF MISSOURI

59-006272

Health,
& Welfore LED FEB 1 1959 STANDARD CERIIFICAT! OF DEATH STATE FILE NUMBER
Public 6 i 'T g
Service Registration District Mo, ____ 4. 1. Q| Primary Regisiration DistrictNe _________ Registrar's No._{. A
| | s
1. PLACE OF DEATH 2 USUAL RESIDENCE (Where deceased lived. If institution: Resci‘de_)nwﬁifum
' . COUNTY + STATE .., b. COUNT. admi sfion
v 300 o Lnrv-ws g qul-lr;l Lrwr ig
1-57 ‘L’_ h. C:)TY (M outside corporate limirs, give TOWNSHIP only) Inside Limits c. CgRY ¢ _S'Z o Inside Limits
TOWN Arrddish Yes [] Ne W TOWN Oonton 2 Yes@: No[]
<. FgL'& NAMEC’}OF {If NOT in hespnal give locction) | Length of stay in 1h d. STDR%ET (If outside, give location) Reside on Farm
HOSPITAL e 3 154 ADDRESS
:NsrlTUTmNRﬁJngjrr £ Viev 2 100, 12 Mg Yes [] Nofr]
3. NAME OF DECEASED First Middle Last 4. DATE Month Day Yaar
(Type or print} v.13 oF
Jecgie lae Delitt peati Fetr. €,1059
5. SEX 6. COLOR OR RACE| 7. v 8. DATE OF BIRTH 9, AGE [ln ysars |F UNDER i YEAR| IF UNDER 24 HRS.
’ .. MARNED'{EVER MARRIEDD 4 086 Eu {:i:t:d:;; Months | Days Hours Min._
Fgrale hite wiDowED [} piverceo[J| ADT. 4,170 7 | l
100. USUAL OCCUPATION (Give kind of work done | [0b. KIND OF BUSINESS OR 11. BIRTHPLACE (Ciry and state or country} 12. CITIZEN OF WHAT COUNTRY?
r Od{flng g:t'l::lf- -ofémg life, wvan if retired) INDUSTRY Iewisg C Ounty R ote) . 7 Vel wane

WwLiui, WUIUAGN, 8IT. MUST USe QNty Stanaard nomenciature 0 ilem |¥. No sympioms will be listed,

All diseoses in Part | must be cavsally reloted.

130. FATHER'S NAME

Semuel J. Tuley

13b. MOTHER'S MAIDEN NAME

Tlizateth J.

Lrstroig

14. MAME OF HUSBAND OR WIFE

Ja .es D2V

itt

15. wAS DECEASED EVER IN U, 5. ARMED FORCES?
(Yen;np, or unknawn)
ki

(If yes, give war or dates of gervice)

16. SOCIAL SECURITY NO.

ione

17. INFORMANT Address
Ja-es De’itt, Canton,

-
O,

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE
MEDICAL CERTIFICATION

18. CAUSE OF DEATH (Enter only ¢ne cause per line for {a), (b}, and {c).]

PART |I. DEATH WAS CAUSED BY:

IMMEDIATE CAUSE (o}

Viedo M ceo A

INTERVAL BETWEEN

ONSET AND DEATH
[4

Conditions, if any, DUE TO (b)
which gave rize 1o
above couse (o),
stating the under-
lying cavss lost. DUE TO {c)

SoNos Celoriley omtition

PART If. OTHER $IGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the terminal disecse condition given in PART I {a)

19. WAS AUTOPSY

PERFORMED? .,
331 X YES[] nNO A=
200. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART 1l of item 18.)
O | (]

c. TIME OF Hour  Month, Day, Yoaor

JURY  am.

p.m.

20d. INJURY OCCURRED 20e. PLACE OF INJURY {e.g.. inor cbouthome,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE ATD NOT WHILE O farm, factory, street, office bldg., etc.}
WORK AT WORK
21. | attended the doceosed from /V"'/ -.5’.? , to g FJ -5_7 and las? sow ::;; alive on 7 w

Death occurred at

5170 2,0

m on the date stated gbove; and to the bast of my knowledge, from the couses stated.

N\ 74

title}

PO 2

22b. ADDRESS

ey, s prr’ Y0

22c. DATE SIGMNED

VT

. BURIALZCEEMATION, | 23b. DATE 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town, or county) {Stare}
RE {Spe<ily) 2 - . T oy s " e - or
LCPLE °- o Fogrest Lrove Svnion,l s Jov, Ln,.0.

2 -

25. DATE RECD, BY LOCAL REG.

i‘ '5 q P" w‘

(Licg od Emhnlmn s Statemant on Reverse Side)

g. L0

4. REGISTRAR'S SIGNATURE

b




STATEMENT BY LICENSED EMBALMER

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

.» Student Embalmer No. .......c.cecevere e

BY ME, O BY o ooeeoeeieeee et iieee e eeessit b rissessenanbsrn verren s sa st e babat e s an e reee

working under my personal supervision.

Student v ar e
Signature of Student Embalmer

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.




