Meotth, THE DIVISION OF HEALTH OF MISSOURI 59_014442

Weaifare Coe STANERDEERTIFI(A‘E OF DEATH STATE FILE NUMBER
Public
Service gistration District No. ... &7, ? ____________ Primary Reguuonon Dlnru:l' No. o eessererime . ROgintrar’ s Ne. Ne. . ___5_/_, o i
seovice JAILED MAY 131958 (5
. ..1..PLACE OF DEATH o 2. USUAL RESIDENCE (Whore dececsed lived. If institution: Residence plfore
. COUNTY . STATE b. COUNTY issi
30 i Pulaski ° Missouri Pulask
1-57 . CgRY {If cutside corparate limits, give TOWNSHIP only) Inside Limits c. C|°TRY o g o Inside Limits
i TO%_ Bupal_ Inion Yes (] No[X rown  Hural  Union Yes[] N ]
c. FULL NAME OF (If NOT in hospital, give location) | Length of stay in 1b d. STREET (If outside, give logation) Reside on Farm
HOSPITAL OR ADDRESS Yes X No[]
INSTITUTION s o
3. NAME OF DECEASED First Middle Last 4. DATE Manth Doy Year
{Type or print) QF
Lester Guy Davis DEATH | 25 1959
5. SEX 6. COLOR OR RACE| 7. 8. DATE OF BIRTH 9. AGE (1 FUNDER i YEAR| IF UNDER 24 HRS.
MARRIEDﬂ NEVER “ARRIEDD / / 8 6 6 ] l:ir:v;::;; Months | Days Hours Min.
; Male ¢| White { wmoweo[] pivorcen{] 3/11/189 3 I
E 10a. USUAL OCCUFATION (Give kind of work done | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (City end state or country) 12. CITIZEN OF WHAT COUNTRY?
2 duting most of working lifs, svan if retired) INDUSTRY . p
3 Farm H .. S. A,
; 130. FATHER'S NAME 13b. MOTHER®S MAIDEN NAME 14. NAME OF HUSBAMD OR WIFE
2 N Lemuel Davis Tella Newlirk { Martha Davis
o
EL 2 § 15 WAS DECEASED EVER IN U. 5. ARMED FORCES? 16. SOCIAL SECURITY NO.| 17. INFORMANT Address
S a {Yas, no, or unknawn)| {If yus, give wot or dotes of servica)
3 £g WoW, T 1,93-2)1-3907 :
z o 18, CAUSE OF DEATH [Enter only one couse per line for {a}, {b), and (c).) INTERVAL BETWEEN
5 u PART |. DEATH WAS CAUSED B ONSET AND DEATH
. IMMEDIATE CAUSE (a) _Qﬁ_lmingm_m:la 6 months
g aud
= [+.4
x .
E b Conditions, iFany, . DUE TO (b) Carc 1an&__QLlnn€ unknown
S o= which gave rise to :
5 e abovs cauvse (a),
5 z steting the under-
£ 2 z tying covse last. DUE TO (¢}
E 5 ] - PART Il. QTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH bu? not reloted to the terminal diseass condition given in PART | {a) 19. WAS AUTOPSY
: 3 z < PERFORMED?
it ofe /& 3x ves[] NO[ % 2
: . ¥ 21 2a. ACCIDENT SUHCIDE HOMICIDE 20b. DESCRIBE HOW INJURY QCCURRED. (Enter noture of injury in PART | or PART H of item 18.}
2= ZHu
2 xB° -0 O O
:a QU7
2 u j U] c. TIME OF Hour Month, Doy, Yeor
13 DpS INJURY  o.m.
; ‘g : E p.m.
2E 3 20d. INJURY OCCURRED 20e. PLACE OF INJURY {e.g., inor sbout home,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
i e w wHILE ATD NOT WHILE 0 form, .ctary, street, office bldg., erc.)
s d 4 WORK AT WORK .
';’ E 2%, | attended the deceased frem #% 59 . o end last sow hilm olive on 4‘"22’" 59
% H - Decth occurrgd at :2; F. m on the date stated above; and to the best of my knowledge, from the couses stated.
5 g o 22a. SIGMNA (Degrgdfor title) 4| 22b. ADDRESS 22c. DATE SIGNED
=T A M
§ 3 D. o' mmn, MO. 4-'27-59
23o. BURIAL, CREMATION, FJATE 23c. NAME OF CEMETERY OR CREMATORY 23d, LOCATION {City, tawn, or caunry) {Srate}
; REHQVAL {Specily) :
s Buri. /21/1959 Seaton Cemetery Marigs County, Missourd
24. FUNERAL DIRECTOR ! ADDRESS 25- DATE RECD. BY LOCAL REG. 2 EGISTRAR® GNATURE

Gilbert Funeral Home,Inc, ,Dixon, Mo, 4/ A7-5%
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STATEMENT BY LICENSED EMBALMER

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

by ME, OF BY i e , Student Embalmer No. ...........ccoouins

working under my personal supervision.

oY 41T L3 1| S PPRPS Signed
. Signature of Student Embalmer

'\}3:‘\3&\;‘ RTINS
Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWI{ P{ANDWRIT]NG (Fallure

to comply with the above constituies grounds for revocation of license). . _
If embalmed by a STUDENT, he also shall sign in his OWN handwriting. r
If this body is not embalmed, fact should be so. stated above

o e e




