Dept. Health,
due,, & Walfore
U. 5. Public

lealth Service

V. 5. 300
Rev. 1=57

e medical cartification in the specific manner required by 193,140 MaRS 1949
USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

Daoctor, coroner, efc. must use only standard nemenclature in item 18. No symptoms will be listed,

All diseases in Port | must be cousally related.

securing

i

Registration District No.

THE DtvISION OF HEALTH OF MISSOURY

STANDARD CERTIFICATE OF DEATH
042

Primary Registration District No.

59-020448

STATE FILE NUMBER

looon ... Registroe's No._|

1. PLACE OF DEATH 2. USUAL RESIDENCE (Where dececsed lived. If institution: Residence befpfe
o COuNTY Buchanan o STATE zssourszWWYBuchaﬂmn)/
b. CSI'RY {If outside corporate limits, give TOWNSHIP only) Inside Limits c. C:]TRY S J h lasidefimits
TOWN St . Oseph, Yes@ N°|:I TOWN t Osep s, Yesgr N°D
c. FULL NAME QF (If NOT in hospital, give locatian) | Length of stay in Tb Ou;d. STREET 4_02 OHffuaide, give lecation) Reside on Farm
HOSPITAL O e : I ADDRESS
0 hemuniodo. “ethodist Hosp. 70uyng ° Yos [ Nof7]
3. NTAME OF DECEASED First Middle Laost 4. DATE Month Day Year
(Type er print) Ty e - OF
william S Fvans DEATH June 20, 1859
5. SEX 6. COLOR OR RACE| 7. 8. DATE OF BIRTH 9. AGE ({In yeors {F UNDER 1 YEAR| IF UNDER 24 HRS
A MARRIED[JFNEVER MARRIED In y -
Male o White 4 woowen[] pivorceo[ QAT o 4‘! 1888 'vi"hdm e I S l "
10a. USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (City and stole or country) 12. CITIZEN OF WHAT COUNTRY?

B duru’l nu of wﬁ n illkoun if retired) Sh

INDUSTRY

amrod Boiler

Defaldb, Ho

O U.S.A.

1la. FATHER"S NAME

Samuel Fvans

13b. MOTHER'S MAIDEN NAME

Martha Prakes

14. NAME OF HUSBAND OR WIFE

Ruby Evan s

§5. WAS DECEASED EVER IN U.'5. ARMED FORCES?
{Yas, no, huaxm:wn]ltll yes, give war or datas of service)

16. SOCIAL SECURITY NO.

491-09-1837

17. INFORMANT

Ralph #vans St.

Address

Joseph Mo

PART 1. DEATH WaS CAUSED BY

IMMEDIATE CAUSE (a)

18. CAUSE OF DEATH (Enter only one couse per line For {a), (b}, and (c}.)

Carcinoma of the liver

INTERVAL BETWEEN
ONSET AND-DEATH

Conditions, if any,

DUE TO (b}

which gova rize 1o
obove cawse {0},
staoting the undar-
lying cavse last.

i

DUE TO (<)

{
L4

LS

PART I, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the terminal dlssose condition given in PART | (a)

/56 (

i

19. WA AUTPPSY |
PE ED?
YES NOET]

20a. ACCIDENT SUICIDE HOMICIDE

a J ]

20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART Il of item 18.)

2¢. ;NME OF Heur Month, Day, Yeor

NJURY  am.
p.m.

EDICAL CERTIFICATION

20¢. INJURY OCCURRED
WHILE ATI—_-, NOT WHILE
AT WORK

20e. PLACE O

O0

farm, factery, street, office bldg., e1c.)

F INJURY (e.g., inor ghout home,

20f. CITY, TOWN, OR LOCATION

COUNTY STATE -

21.

, 10

Uenlh occurred ot _ a

| ct!endad l;e deceased ftom 6/8/59
2:45 AW,

her
and lost saw fim

" alive on

6/19/59

§ 22e. SN’.&NATUREZ%l : ,

ree or title}

m on the date stated above; ond to the bast of my knowledge, from the causes stated.
o [ 225, ADDRESS DOCial Welfara ﬁcsam ATE SIGNED

10th & 0live, St. Josevh, Mo,

22:;

1/59

23c. NAME OF CEMETERY OR CREMATORY

23a. BURIAL, CREMATION, | 23b. DATE 23d. LOCATION (City, t1ewn, or cownty) {State)
REMOY AL wcif
Bip s n | 6/22/589 Ashland Cemetery St. Joseph, ¥o

4- FUNER IRECTOR
upp Funeral Home,

ngg%ss.

J@ggph

25. BATE RECD. BY LOCAL REG.

24. REGISTRAR'S SIGNATURE

Pper, Cllarkl Zrwllll

&{, a4




6251 0¢ AP

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, B e e e e e e eda i «» Student Embalmer No. ..........cocvvineen

Y

working under my personal supervision.

Student .corvvriiiiii e e
Signature of Student Embalmer

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Feilure
to comply with the above constitutes prounds 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.




