t. Health,
, & Welfare

B. Public
th Service

5. 300
v, 1-57

Doctor, coroner, atc. must use only standard nomencloture in item 18. No symptoms will be lisrad.

All diseasas in Part | must be causally related.

r"-ED JUN 2 3 195&:gistrmioq District No. _ﬂ;éu..

THE DIVISION OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH

Primary Reglshahen Dlsm:l Na. 15 8} ? S Reglshcl 5 No.,__g{é

29=0222535. ...

STATE FILE NUMBER

1. PLACE OF DEATH 2. USUAL RESlDENCE {Where deccuud lived. [f institution: Ressdence befo,
. COUNTY a. STATE W b. COUNTY nlcwlt"’"
. CITY [lf outside carporate limits, give TOWNSHIP ¢nly) Inside Limits ce. CITY Inside Limits
TSVR(N W JOU}WM){L Yes D No @ TgsN UMM YesD Neo DIF
c. FULL NAME OF (1{ NOT in bospital, give location) | Length of stay in 1b d. STREET {If ouisl&e, give Iacallon) Reside on Form
1 . Wlles 20 Yo ||z A0 b Th, S, rer 1 vl
3. NAME OF DECEASED First Middle Last Menth Day

(Type or print)

Louin

£, Pinkenton

4. DATE
OF

DEATH gg'lel:e, ]3_

Yaar

1959

5. SEX 6. COLOR ORRACE| 7.

]

arrieo/livever marmieo[ ]| & DATE OF BIRTH"

Q. AGE {In yeors |FUNDER 1 YEAR
Maaths | Days

{F UNDER 24 HRS.
Min.

Hours

last birthder)
HLGIEIQ; o G{qu. ; woowen[] pivorceo[ ] S€4‘Vt. 21 . I875 .
100, USUAL OCCUPATION (Give kind of work dons | 1Gb. KIND OF BUSINESS OR 11. BIRTHPLACE (City and stote or country) @ , | 12. CITIZEN GF WHAT COUNTRY?
INDUSTRY

gd;ing m;{; ofnm-von if ratired)

Lendingion,_

nAuctag . US>,

130. FATHER'S NAME

Pimkenton

13b. MOTHER'S MAIDEN NAME

Cathenrine Pattennon.

14, NAME OF HUSBAND OGR WIFE

Unnie Cinkenton

15. WAS DECEASED EVER IN U. §. ARMED FORCES?
(Yn*n'na or unkmvm)t(ll yes, give war or dotes of service)

16. SOCIAL SECURITY NO.| 17. INFORMANT

Addrass

s Unnde Sflon, Veroodiles, Tllo.

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

| attended the deceosodﬁru -
Death occurred at :r)-l-b M

m on the d_ctt stated above; and to

18. CAUSE OF DEATH {Enter only one cause per line for (a), (b), and {c).) INTERVAL BETWEEN
PART L. DEATH WAS CAUSED BY: ONSET AND DEATH
IMMEDIATE CAUSE {a) In&nition debilition month
Tediastinal carcinosis with compres sion
Conditions, if e, DUE TO (b} of esophagus 5 months
which gave ris
cbove cowss ({a), .
Soing e e } Bronchiogenic carcinoma 8 monthw
g Iying cawse last. DUE TO ()
- PART I, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not ralated to the terminal dissase condition given in PART I (o) 19. WAS AUTOPSY <1
h] PERFORMED?
2 S 2 YEs[] NO[X)
% | 2. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. {Enter noture of injury in PART I or PART Il of i_t.eu‘L,IB.)
w .
v ] O 1
5! 2c. TIMEOF How Month, Day, Year
3 INJURY  q.m.
x p.m.
20d. INJURY OCCURRED 20e. PLACE OF INJURY (e.g., inorabouthome,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT[:] NOT WHILE D farm, factory, street, office bidg., etc.)
WORK AT WORK
a1 April 20, 3959 _June 13,1958 e iow ®aiveon _June 12, 1959

the best of my knowledge, from the couses sioted.

22a. Sl ATURE (Degree or titlc) a2 22b. ADDRESS 22c. DATE SIGNED
M D,o, Versailles, Missouri 6-15-59
23a. BURIAL, CREMATION, ] 23b.r DATE 23c. NAME OF CEMETERY OR CREMATORY - 23d. LOCATION (City, t1own, or county) - {State)

EMOYAL {Specify)

15 anm Sﬂ

y o -

renaaidtlen, Mo,

4. fUNERAL DIRE:
W Funenad, Home

ADDRESS

Home Uersailies,

25. DATE RECD. 8Y LOCAL REG.

b-/b-57

“H}. (Licenaed Emhnlm-r s Statement on Reverse Sldn)

[V



a3F i TR
STATEMENT BY LICENSED EMBALMER
|
I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed

L} T O U PO ST .» Student Embalmer No. .......cocvvvrnenn.

working under my personal supervision.

Student oot e Signed ;E Pl VAP K- AW v

Signature of Student Embalmer
Licensed Embalmer Noé“é’ié |

‘P. O. Address M&-—%W

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 sc stated above,




