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0 1. PLACE OF DEATH . 2. USUAL RESIDENCE (Whore degeased lived. If insti Rcmd-nce b{fore
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SPITAL OR ears
INSTITUTION * 7 oute 1 Yes [ No [
3. NAME OF DECEASED First Middle Last 4. DATE Month
{Type or print) CY'RIES BYROD CIRIFINGHAL DI&FTH February 2 2 1959
5. SEX 6. COLOR OR RACE| 7. @ 8. DATE OF BIRTH 9. AGE ({In yeors IFUNDER 1 YEAR] IF UNDER 24 HRS.
: MARRIED [ HEVER MARRIED[”] . {Iny
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Male ¢ |White woowes[] | oworceo[)| SULY 205 1866 " bir#pyy) [Wonths [ 7 [ ™
10e. USUAL OCCUPATION (Give kind of work dons | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (City ond state or country) 12. CITIZEN OF WHAT COUNTRY?
d {f working lifs, even if ratired] INDUSTR Y
Farmep = o e eeniteied 1 Gofts “REriculture | Longwood, Mo. o U.S.A, )
130. FATHER'S NAME . IJB.' M R'S IDEN NAME 14. NAME OF HUSBAND OR WIFE
James Cunningham holife Baldudn Sadie Stanley Cunningham
tw
:-ﬁl 15. WAS DECEASED EVER IN U, 5, ARMED FORCES? 18. SOCIAL SECURITY NO.| 17. INFORMANT dl’e%e 1
g | e N0 s daesingie) | None Mrs Sadie Cunningha,
[=] .n_
o. 18. CAUSE OF DEATH (Enter only one cause per lina for (a}, (b}, and {c}.) % INTEEVAL BETWEEN
w PART I. DEATH WAS CAUSED BY: _ . 0NS§T ARD DEATH
w IMMEDIATE CAUSE (a) acute myoscarditis . =~ minp
g
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5 - % 21 200, ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART Il of item 18.)
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285 oo INJURY o,
,: ‘.;. el E p.m.
it Z 20d. INJURY OCCURRED 2e. PLACE OF INJURY (s, inarcbouthoma,[ 201, CITY, TOKN, OR LOCATION COUNTY STATE
¢+ W WHILE AT NOT WHILE O form, factory, street, office bidg., e1c.)
i 2 WORK AT WORK
g E 21. | attended the dacomed fom _k=~1-5 , t0 £-22-Dv and lost saw :ﬁ'ﬂ)s“" on L=51-
% g Deuth occurred af hore 5 10 21 o m on the date stated above; ond to the bost of my knowledge, from the causes stated.
:.:' - 22a. SIGHATURE {Dagree ‘"Z@/O 22b. ADDRESS 22¢. PATE SIGNED
o i i
3= A X M - Knoo I'ss8iar, o, — -8
/ 0. BURIAL, CREMATION b DATE -~ 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town, or county) {State)
. Euov,u. acify) - o
, 1}" o Bir 2/2L4/59 Knobnos'r.er (-ernet; ry Knobnoster, Mo,

RAL DIRECTOR — [ ADDRESS RECD. BY LOCAL REG. | 28. EGISTRAR'S SIGNATURE
oS50k, Ho.
4
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e |




STATEMENT BY LICENSED EMBALMER

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

DY M, OF DY it et e e e e e et e aa et raaar —aae , Student Embalmer No. ...................

& Dapare .

Licensed Embalm Noi%/ﬁ
' ) P. 0, Addressm..m

working under my personal supervision.

Student

........................................................ Signed L /1.
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 embaimed, fact should be so stated above.




