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Doctor, coroner, etc. must vse only stondard nomenclotura in item 18. No symptoms will be listed.

All diseases in Port | must ba cousally related.
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FILED VS AUG 2 01959

Registration District No.

THE DIVISION OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH

[72%

99-029639

STATE FILE NUMBER

Primary Ra?isfrcﬁf_l_'l Distri.:l NO-;oAH..i ............ Reg'iurer'_ll'l_c.,____é,,,_,z___._____

1. PLACE OF DEATH

a. COUNTY

Lafayette

o STAM Y saouri

2. USUAL RESIDENCE (Where deceased lived.

b. COl

If institution: Resldence

ayette

fore

7

b.

CITY (if outside corporate limits, give TOWNSHIP only}

Inside Limits

iyt Higkinsville- home of

Inside Limits

QR
TOWN Lexington Ves Lo [] c? foun parentsa Yof] N[
c. Egls_;.l_PAr%gF (If NOT in hespital, give location} | Length of stay in 1b d. i'll;RDEEE'l;S (H outside, give lacation) Reside on Farm
A
INSTITUTION __Memorial I day 2 blochs £ HAypl3_ Yes [ Mo (W
3. NAME OF DECEASED First Middle Last 4. DATE  mMonth Day Year
(Type or print) ’ OF
Michael Weayne Pgfdntek DEATH I9 1959
5. SEX 6. COLOR OR RACE] 7. MARRIED[ ] NEVER MARRIEDE] 8. DATE OF BIRTH 9. AGE (In y.ﬂ’. FUNDER 1 YEAR! IF UNDER 24 HRS.
- as hs a Hour Min,
male white ¢ WiDoweD [ oIvORCED[ ] 6-I8-I959 lost bigpd® M"J [ ° r * I d

10a. USUAL OCCUPATI

dun‘ninﬁfalﬁ%rking W

ON (Give kind of work done

10b. KIND OF BUSINESS OR

" 2Pant ryvinne

11. BIRTHPLACE (City and state or country)

Lexington, Mo,

o

12. CITIZEN OF WHAT COUNTRY?

USA

13a. FATHER'S NAME

Alfred J. Pg@ntek

13b. MOTHER'S MAIDEN NAME
Sharon Flandermeyer

none

14. NAME OF HUSBAND OR WIFE

15. WAS DECEASED EVER IN U. 5. ARMED FORCES?

{Yus, ni or \mkmm)l (If yes, give war or dotes of service}

16. SOCIAL SECURITY NO.
none

17. INFORMANT
Alfred Pfdntek

Address

Hieginsville, Mo.

F. R. Hoefer

Higeingville, Mo,

=25 <97

2 Embal

(Li

on Revaras Side)

18. CAUSE OF DEATH (Enter only one cause per line for {a), (b), and (c}.) INTERYAL BETWEEN
PART |. DEATH WAS CAUSED BY: %ET AND DEATH
IMMEDIATE CAUSE (o) _ S, hr .
Conditlons, if any, , DUE TO (b) g/‘-ﬂm EM m fl% L_Z,%'_
which gove rlse 1o
above cowse (o). }
stating the under-
z Iylng couse last. DUE TO (c)
" PART (I, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related 1o the terminal disease condition given in PART | (a) 19. WAS AUTOPSY
f, PERFORMED?
2 ‘ 74 20 yes[1 NO[Q—5.
21 200. ACCIDENT SUCIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. {Enter nature of injury in PART | or PART I[ of item 18.)
w
v O O |
Sl 20c. TIMEOF Hour Month, Day, Year
‘e iNJURY a.m.
X p.m.
20d. INJURY OCCURRED 20e. PLACE OF INJURY (e.g., inor about home,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT NOT WHILE D farm, .ctory, street, office bldg., etc.)
WORK [:] AT WORK
21. | attended the deceased from - ~ , to 6""/? "C? and last ‘uwmulinm Z_/C/' "<- q
Death oceurred at Y22 m on the date stated above; and to the bast of my knowledge, from the couses stated.
22a; SIGHA {Deograe or titls) ﬁ o 22b. ADDRESS i I2c. DATE SIGNED
7.5, ;ﬁp% n Sia i gl Ko 17305
23c. BURIAL, CREMATION, ZJh DATE 23e. NAME OF CEMETERY OR CREMATORY a4 23d. LOCATION {City, town, or county) {5tate)
REMOYAL (3pecify)
Burdal 6-20-1959 St. Mary's Higeinsville Mo.
24. FUNERAL DIRECTOR ADDRESS 25. DATE RECD. BY LOCAL REG. 6. 1STRAR'S SIGNATURE




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, OF DY i s e e , Student Embalmer No. .........ccovenve

working under my personal supervision.

Student .cooveiiiii i ceicr s s e
Signature of Student Embalmer

Licensed Embalmer No........cocovevainnans

P. O. Address. Higginaville,. Mo,

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). i

If embalmed by a STUDENT, he also shall sign in his 'OWN handwriting.

If this body is not embhalmed, fact should be so stated _above.




