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THE DIVISION OF HEALTH OF MISSOURY

STANDARD CERTIFICATE OF DEATH

mmﬂ JUN 2 5 1ggs,gmmnan District No. .

A

Primary Registration DistrictNe. ..

59-02083<

.. Registrar's No. |

t.

5. 300

PLACE OF DEATH

a. COUNTY DeKalb

o. STATE »

2. USUAL RESIDENCE (Where deceased lived.

If i
b. COUNTY

llf
%

feudancc bafore

b. CITY {l# outside corporgte limits, give TOWNSHIP only)

1om Falrport,> Hi,S.

c. CITY

Inside Limirs

Yes{ ] Ne [

Tom Fairpoid

Inzide Lamars

Yes[] No

F. 1-57
|

c. Fgls-é’-l‘?Alf‘%l?F (I1f NOT in hospital, give location) | Length of stay in 1b 9}{; STREET (If outside, give location) Raside on Form
Hi A . ADDRESS
| INSTITUTION HOME 3Mi ,S . Life A’) o YJI] No (]
3. NAME OF pECEASED First Middle Last 4. DATE Manth Day Y mar
, (Typeorpriot  W4lliam Leonard Troxel ok - 59
. 5. SEX . 6. COLOR DR RACE ?'MARRIEDDNEVER maRRIED[] 8. DATE OF BIRTH ¢, AFE. (bli,.':::;; ;ol.ih:ﬁlsag::m |:=I:I:IDER 2;::&5.
.- v n s X
| MaluXR o White 3 woowe®  oivorceo[]| Jan, 6.1869 90 [
10a. USUAL OCCUPATION (Give kind of work dene | 10b. KIND OF BUSINESS OR 1. BIRTHPLACP (City and state or country) 12. CITIZEN OF WHAT COUNTRY?
during most of warking life, even il retired) INDLISTRY . ]
er Farm Ohlo, U.8.4.
13a. FATHER'S NAME 13b. MOTHER"S MAIDEN NAME —I 14, NAME OF HUSBAND OR WIFE
| Levl Troxel Ellzabeth Hipp | none
E 15, WAS DECEASED EVER IN L. 5. ARMED FORCES? 16. SOCIAL SECURITY NO.| 17. INFORMANT Addresa
| (Yﬁg, ar unkmvm)l(" yes, give wor or dates of service) nom Ho‘_ram Troxel Fairport Mo

Doctar, coroner, etc. must use only stondard nomenclature in item 18. No symptoms will be listed.

All diseases in Part | must be causally reloted.

LS

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

PART 1. DEATH WAS CAUSED BY:

IMMEDIATE CAUSE (o)

Cenditions, if eny,

DUE TO (t)

18. CAUSE OF DEATH [Enter only ane couse per line for (a), (b}, and (c).)

INTERYAL BETWEEN
ONSET ANgDEATH

above cause (a),

which gaove rise to
stating the unders

(74

g lying c¢ouse last. DUE TO (¢)
E PART Il. QTHER SIGNIFICANT CONDITIONS CONTRIBUTING TQ DEATH but not related to the terminal diseass condition givan in PART | (a} 19. \PVAS A(ljJTOPSY
ERFORMED?
i 774 x yes[] No[] ¢
2| 200. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in PART | v PART {l of item 18.)
W
© O O O
Q M0c. TIME OF Hour  Month, Day, Year
8 INJURY  a.m.
£ p.m.
20d. INJURY QCCURRED 200. PLACE OF INJURY {e.g., inorabouthome,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE ATD NOT WHILE D form, _ctory, stroet, office bldg., s1c.)
WORK AT WORK 4 4

2 B

or title} E / o ‘,225.
r.

21. | ottended the decoased ﬁm‘m‘_%é .t and last uw‘:i"ﬁli-. an_ = P
Death occurred ot l¢; = g o on the dote llut_ed obéve; ond to the bast of my knowledge, from the causas IIG‘C’.
22q, SIGNATURE ESS 22c. DATE SIGRED

&~ if~F

_Maysville Mo

é‘,?k 14

{Li

d Embalmer’s on Reveras Sids)

v

e. BURIAL, CREMATION, | 23b. DAT 23c. HAME OF CEMETERY OR CREWOR‘( 23d. LOCATION ([City, town, or county) {Ssate)
REMOVAL (Spacily) - -
Bunial 6-12-59 Fatrport Fairport Mo .
R ADDRESS 25. DATE RECD, BY LOCAL REG. | X GISTRAR'S RE



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.cveenee

DY M, OF BY ottt et iin e e e n e n e s er e e e e s

working under my personal supervision.

SHUdent .ovieiieierr i e et aeas
Signature of Student Embalmer

P. 0. Address... .. Y. .. 00 LN

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.




