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THE DIVISION OF HEALTH OF MISSOURI

STAN DARD CERTIFICATE OF DEATH

Primory Regutrahon District No.,

,,,,,,,,,,,, 59=-006813 .

STATE FILE NUMBER

J— Regishm’sN__i. ,,,,,,, é_Q .......... -

1. PLACE OF DEATH
o. COUNITY

St Froncois

2. USUAL RESlDENCE {Where deceosed lived.
o STATE..isr-ourl

If ipstitg
b. COUNTY S

n: Ruld-n:c bclou
radiss

b, CITRY (If outside corporate limits, give TOWNSHIP only) Inside Limits <. CBTRY 7 ‘f/ tnsideLimits
toww  Fpormins ton Yes (B No [ o Farmington 0 | Yesi] Ne[J
c. flgls-,é-l'#:g%g': (I NOT in hospitel, give tocation) | Length of stay in 1b d. i-{)%EREEES {f outside, give location) Reside on Form
msTitution 221 E, 1st St. 3 ks 221 E, 1lst St. YesT] No[RIX
3. :’TmE:F r?nEt)CE‘SED First Middle Last 4. DATE Month Day Yeor
e William Sepau[’:h DEATH Feb, 12 1959

5. SEX
wale

6. COLOR OR RACE
Tmite

Rﬂle EVER MARRIED[ ]
Dwoncso[:]

8. DATE OF BIRTH

i.er 2, 1885

9. AGE ({In years

F UNDER 1 YEAR

IF UNDER 24 HRS.

l..!?,.t}w-y)

Manths I Doys

Heurs ] Min,

10s. USUAL QCCUFPATION {Give kind of work done

during mest of working life, even if retired)

ratired

10b. KIND OF BUSINESS OR
INDUSTRY

lchorer

11. BIRTHPLACE (City and state ar country)

IInknown

7

12. CITIZEN OF WHAT COUNTRY?

UsSA

130, FATHER 5 HME

P eYatisaal

Inknorm

13b. MOTHER'S MAIDEN NAME

14 NAME OF HUSBAND OR WIFE

15. WAS DECEASED EVER IN U. 5. ARMED FORCES?
{Yas, no, or unknqawn)| (1f ves, give wor or dates of service)

16. SOCIAL SECURITY NO.

17. INFORMANT

Address

Iinkn-mm Driyers ILicanse Crrtificate
18. CAUSE OF DEATH {Enter only one cause per line for (a), (b), and (c}.) INTERYAL BETWEEN
PART 1. DEATH WAS CAUSED BY: by ONSET AND DEATH
IMMEDIATE CAUSE (o) >
J
m,‘
Conditions, If any, DUE TO (b) ﬂ-\____
which gove rise to }
above cavswe (a),
stating the under-
g Eying cause lost. DUE TO fc)
e PART Il. OTHER SIGNIFICANT CORDITIONS CONTRIBUTING TO DEATH but not reloted to the terminal disecas condition given in PART | {a} 19. WAS AUTOPSY
by s PERFORMED?
£ Hq Bt YES[] NOKT o
= | 20a. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. {Enter nature of injury in PART | or PART Il of item 18.)
w
b o o O
S| 20c. TIME OF  Howr Month, Day, Your
a {NJURY a.m.
E B,
20d. INJURY OCCURRED 20e. PLACE OF INJURY (e.g., inor abouthome,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE ATD NOT WHILE | form, ctary, straet, office bidg., etc.)
WORK AT WORK .
L L
21. 1 attended the decessed from [ ~FT 2 - S PSL andlan uﬁg‘ulinm K P /T I
Death occurred at D00 = o a — m on the date stated above; and to the bast of my knowledge, from the cousas stoted.
22a. smuuum-:_/ {Deggae or titla} 22b. AQDRESS 22¢. BATE SIGNED
o 0 D o Peo | 205/
(e Ll LAt L sl
23a. BURIAL, CREMATION, | 23b. DATE ﬂ' 23c. NAME OF CEMETERY OR CREMATORY 23d. LOEATION (City, town, or county) (State)
REMOVAL (Specify) F LR - z
barinl 2/16/59 K-? Cenetery crmin’ ton, ..igsouri

24. FUNERAL DIRECTOR

ADDRESS

25 DATE RECD. BY LOCAL REG.
ihller Funercl llicme,Faniinr-ton, .lisscurf

AL (957

Z&EISTRAR'S SGNATZE ! 2
] r/

d Embal 'y 5

(Li

on Revefss Side) i




STATEMENT BY LICENSED EMBALMER

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

- ———
BY M8, OT DY oiiiiiiiiiiiiiirecnieennitnreeesreenesaremenecmmaubiarsaanas brnn s st s , Student Embalmer No. _-__—_“‘“

working under my personal supervision.

2 .
SEUAEIE  coeevvreermirrrrrmiseennnsecssnsessessnsessnsssrrnnnaes Signed W .............................
Signature of Student Embalmer

Licensed Embalmer No/a//xZ’ .......

" p.o. Address..?m%..%

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.




