DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH 59-024166
AUG Em: STATE FILE NUMBER
JDED 'E”'EDReE§raﬁon DI'I!%CI‘ ga.’.g.--____g____________,Prlmsry Registration District No, _!'_999..--____Regisfrar'l No. -_Z.?_C_)__________
Vi
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where decassed lived. If institution: Residewts before
| = COUNTY Byychanan » staefimgouris cowwy Buchanan Amision)
I b. c(lJTRY {If outside carperate limits, give TOWNSHIP only) Length of stay in 1b c. C(l)?’ Inside Limits
| wn St ,Joseph 60 years own St ,Joseph Yo No [J
€. Ll.g.éPNTAACEOOF {If NOT in hospital, give |location) tnside Limits d. .EI.;%EEETSS {if cutside, give location) Reizide on Farm
ITA R
insTituTion #2027  Ayr Lawn Add, Yes X No [ #27 Ayr Lawn Add, Yes O No (X
3. '#AME OF PECEASED First Middie Last 4, DOATE Month Day Year
(Tyee or print FRARNK HOMER BERRY DEATH July 22, 1959
5. SEX 6. COLOR OR RACE 7. Married3{]] Mever Married (] [8. DATE OF BIRTH | . AGE (last birthday) |IF UNDER 1 YEAR [ IF UNDER 24 HR
Male White Widowed 01 oworeed O |4/25/1881 78 Wonds | Oyt | Hours |
. 10a. USUAL OCCUPATION (Give kind of work dona | 10b. KIND OF BUSIMESS OR INDUSTRY| 11. BIRTHPLACE {City and state or ¢country) | 2. CITIZEN OF WHAT COUNTRY
%rié‘gz‘rgiteit working life, even if retired) ShOP Jamesp orﬂ . LIissouri U R S .A .
13a. FATHER'S NAME 13b. MOTHER’S MAIDEN NAME 14, NAME OF HUSBAND OR WIFE
Unk, Unk, Opal Berry
15. WAS DECEASED EVER IN U.5. ARMED FORCES? 16. SOCIAL SECURITY NO. 17. INFORMANT Address
{Yes, no, or unknown) I(lf yes, give war or dates of service) 488—14-9255 OP al Berry St . JOS eph 'MO o
E 18. CAUSE DFPRETATIH ‘EE'AE{HQ';{'VA\‘;HE;G;EBDPB'\: line for (2), {b), and [c). I([‘ile-EE¥Al BEE\gEEN
. H . TH
wl
2 meote cause o CBTCinoma of the Rectum with Metastasis T,
Q)
Q
=] Conditions, if any, DUE TO {b)
which gave rize 1o
sbove cause {a),
stating ths under-
lying cause last. DUE TO (c)
z PART 11. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TCO DEATH but not related to the terminal PART 11, 1f deceased was female wa
g diseass condition givan in PART | (a) there a pregnancy in last 90 days,
8 } O Yes ] O No | 01 Unknown
I: E 19. WAS AUTOPSY 20a. ACCIDENT SUICIDE HOMICIDE 20b, DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | ar PART Il of item 18.)
18 PERFORMED? a -0 m]
(v} YES O NOE
: - @ 20c. TIME OF Hour Month, Day, Year
. N *INJURY &a.m. 4
| 1 v p.m.
' ta & 20d. INJURY OCCURRED 20e. PLACE OF INJURY (e.g., in or about home, | 204, CITY, TOWN, OR LOCATION COUNTY STATE
B .k\. WHILE AT WORK farm, factory, straet, office bidg., etc.)
k- NOT WHILE AT WORK []
- f* -] v g
‘; 21. | sttended the deceased from J 3 léilgbg H to. ) uly dd’ J'BD"Z.,d last saw ﬁ,:.ili". on dJ ll.].y J'I:E’J‘\JD"’
\J . Death occurred at. 2 H 30 et m on the date stated abave, and to tha best of my knowledge, from the causes stated.
L}
B :Q' 222, SIGNATURE {Degree or title) 22%. ADDRESS 22c. DATE SIGNED
e v .
= | : 6106 King Hill Ave, 7/27/59
; 23a. BURIAL, CREMATIQN, 23b. DATE 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION [City, town, oF county) {5tate)
a REMOVAL (Spacih
Byris [ ?y25/1959 | Mt Auburn Cemetery St ,Joseph,Migsouri
] ADDRESS 25. DATE RECD. BY LOCAL REG. | 26. REGISIRAR'S SIGNATURE
o
5 St.Joseph,Mo G /759 | Fetm Dlnide
4

{Licansed Embalmer’s Statement on Reverse Side)




STATEMENT BY LICENSED EMBALMER -

| hereby certify that the body whose name is recarded on the reverse side of this certificate was embalmed by |

i,

working under my personal supervision.

Student

Signature of Student Embalmer

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in"his OWN HANDWRITIN ilure to conm
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 abpve. N




