Rl DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH 59‘-028911
F ILED VS,,Q%,EEM Dﬁnms_"}: _iL jf_________ Primary Registration District No. J/— A l_j{.___ﬂwim",' No. X .Z__-_---- STATE FILE NUMBER

IDED
T 1. PLACE OF DEATH 2. USUAL RESIDENCE {Where deceased lived. If institution: Resiﬂm:e before
' ». COUNTY a. ST b, LQU dmission)
| Iron M3 ssours °WESHington /
i b. C(I)LY ({If outride corporate limits, give TOWNSHIP enly) Length of stay in 1b c. C(I)TY Inside Limils
! R
: TowN  Tronton 6 da, own  Bellevue Twsp, Yo O Noffl
I -
c. FULL NAME OF (If NOT in hospital, give location) Inside Limirs d. STREET 1£. cutsi give Jocati Reside on Farm
HOSPITAL OR ADDRESS
INSTITUTION StaMaI‘Y'B Hosp. 'res[#NoD Rd. # éi 42 b “ﬁ’ Y“# Ne O
of Caledonia
3. (I;AME OF DEJCEASED First Middle Last 4, DSFTE Month Day Year
ype or print
JAMES HARVEY BUXTON ceaH Aug, 30 1959
5. SEX 6. COLOR OR RACE 7. Married {1  Naver Married 8. DATE OF BIRTH | 9- AGE {last birthday} | IF UNDER | YEAR [ IF LINDER 24 HR
male white Widowed [] Divorced 3=]13-79 a0 Months I Days Hour-T Min.
10a. USUAL OCCUPATION (Give kind of work done [ 10b. KIND OF BUSINESS OR INDUSTRY} 11. BIRTHPLACE (City and state or country} | 12. CITIZEN OF WHAT COUNTRY
during most of working life, even if retired)
laborer farm | Tron GCo, Mo, USA
13a. FATHER'S NAME 13bh. MOTHER'S MAIDEN NAME T4. NAME OF HUSBAND OR WIFE
William D, Buxton a | #4
15. WAS DECEASED EVER IN U.5. ARMED FORCES? |AL SECURITY NO, 17. INFORMANT Addrass
{Yes, noho'rounknown) , (If yes, give war or dates of service) no Iulu Buxt on, Caledonia Mo
*»
e 18. CAUSE OF DEATH (Enter only one cause per lina for (a}, (b), and (c}. INTERVAL BETWEEN
uz.u PART ). DEATH WAS CAUSED B ONSET AND DEATH
= mmepiate cause ) Pllateral bronchial pneumonia 2 days
o]
g h 6 d
o Conditions, if any, DUE TO {b) cerebral hemorr age ays
wbhoich gave ri:a‘ I)r.!
above cause a),
tating the der-
},_ sating the under- | oo RYPErtension, hypertensive heart disease| ?
z PART . QTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH bul nor related 1o the terminal PART HI. If deceased was fermale was
l .C:J disease condition given in PART | {a} there a pregnancy in last 90 days.
<
. g generalized far advanced arterio sclerosis [DYer | ONe | O unknown
| - 19. WA3S AUTOPSY 20a. ACCIDENT  SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY QCCURRED, {Enter nature of injury in PART | or PART )l of item 18.}
& PERFORMED: (] O (]
f i YES(O M
f, 20c. TEME OF Hour Month, Day, Year
= 1NJURY #m.
; P.m.
20d. INJURY OCCURRED 20e. PLACE OF INJURY {e.g., in or sbour home, | 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT WORK (O farm, factory, street, office bidg., efc.)
NOT WHILE AT WORK
23. | attended the deceased frem_—_a‘_sg_._ OM_Llnd last :uw hlm u[wq on 8-29-59
Death occurred .g___a_._ll_A‘_M._.__.___._m on the date stated sbove, and to the best of my knowledge, from the causes stated.
5 22+ SIGNPAIRE [Degrea o title} 226, ADDRESS 22c. DATE 5IGNED
o dﬁg 7 A 47 ¢ | Ironton, Missowri 8-31-59
A
; Z3s. BURIAL, CREMATION, | 23b. DATE [723c NAME OF CEMETERY OR CREMATORY 23d. LOCATION (Cify, tawn, of county) {State}
o REMOVAL (Specify)
e burial 9=1=59 Presbyterian Cemetery|l Caledonia Ma
< | “Z4. FUNERAL DIRECTOR ADDRESS 25, DATE RECD. BY LOCXL REG. | 246. REGISTRAR'S SIGNATURE
x eral Home,Ironto - - .
5 White Funera sIronton Mo, -3} -S5F ]}7/,

{Licensed Embalmer’s Statement on Reverse Side)




STATEMENTY BY LICENSED EMBALMER

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

or by : Student Embalmer No.

working under my personal supervision.

Student Signed,&mll;ém&r
Signature of Student Embalmer

Licensed Embalmer Noa?_.o_/za_._

. P:O. AddressM

N Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANQWRITI[\I_G. {Failure to cor
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.

. - -




