MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH 0016191

DEPARTMENT OF PUBLEIC HEALTH AND WELF’ARB, 4 -STATE FILE NUMBER
-

DO NOT WRITE AMENDED M ﬁs'lmlu"p: ﬂ*ﬂ’ﬁ"-ﬁn’? Z """"" Primary Registration District No. 305. ———Registrar’s No. "‘A"

ON THIS STUS
1. PLACE OF DEA 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before
" a. COUNTY - glt. Francels o statMissouri b county St, Francois admission

Rev. 4/59 b. Cg"l‘( (If outside corporate {imits, give TOWNSHIP only) Length of stay in 1b ¢ CITY Inside Limits
OR
own DOA Bourme Terre Hespital own  Bonne Terre Yee O No [F
¢, FULL NAME OF {If NOT in hospital, give location) Inside Limits d. STREET w [If cutside, give locatian) Reside on Farm

10 ?
—'ﬁ.i HOSPITAL OR ADDRESS
INSTITUTION YerX] No[J RFD , 1 YT No O

2
LG40

3. NAME OF DECEASED First Middle Last 4, DATE Maonth Day Yaar
3

{Type or print) OF
Kevin Ray Cunningham oearh  April 25 1964
4 0 5. SEX 6. COLOR OR RACE 7. Married [1 Never Married 8. DATE OF BIRTH | 7 AGE (last birthday) | [F UNDER 1 YEAR IF UNDER 24.HR
Male White Widowed [J Divercad 1? } Msﬂ'hs D20 | Hours l Min.
10a. USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY . BIRTHPLACE (City and state or country} | 12, CITIZEN OF WHAT COUNTRY
during most of working life, even if retired) St I;Q’uis . Missouri

nfant
13a. FATHER'S NAME 13b. MCTHER’S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE

Ronald Ray Cunningham Lavern Turley

15, WAS, DECEASED EVER IN U.S. ARMED FORCES? 16, SOCIAL SECURITY NC. 17. INFORMANT Address
{Yes, or unknown) | (f yes, give war or dates of service} .
Wo None Reonald Ray Cunningham Benne Terre, Mo,

18, CAUSE OF DEATH {Enter only one cause per line for (a), (b), a fe). ' INTERVAL BETWEEN
PART i. DEATH WAS CAUSED BY: ONSET AND DEATH

IMMEDIATE CAUSE (2)

Conditions, if any, DUE TO (b} _/UMW WJ
o L

which gave rise to
above cause (a),
stating the under-
iying cause last, DUE TO {¢)

PART II. OTHER SIGNIFMSANT CONDITIONS CONTRIBUTING TO DEATH but no? related to the terminal PART Il f deceased was female was
disease condityhyg given in PART | {a). there a pregnancy in last 90 days.

I[:I Yes |  Ne l a Unknownr

B
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DOCUMENT

e o e N it

PERFORME|
YES[O N

20c. TIME OF ° Hwub Month, Day, Year !
INJURY a.m.
p.m.

20d. INJURY QCCURRED . 90e. PLACE OF INJURY {e.g., in or about home, | 20f. CITY, TOWN, OR LOCATION COUNTY
WHILE AT WORK (J farm, factary, streetf, office bldg., etc.)

NOT WHILE AT WORK [ \ 4 'Aé Py A /Iy A A,

o .
21. | attended the deceased from__Q . ?a and last saw |y, alive on
m on the datfﬂ‘md abéve, and to the best of my knewledfe, from the causes stbited.
Pa

19. WAS AUTCPGY fﬂa. ACCIDENI SUICIDE HOMEI]C|DE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | er PART Il of item 18.)
(] a

AMENDMENTS CN THIS RECORD ARE AS FOLLOWS
INSTEAD OF

MEDICAL CERTIFICATION

Death occurred at.

4
=TI Y21
23a. BU.RMT, EREMATIONF 2{51(15 230, NAME ©F CEMETERY OR CREMMORY 23d. LPCATION (City, Bown, or county)
REJOMR S L /27 /64 Three Rivers Cemetery S Francois Co., Mo,
24, FUNERAL DIRECTOR ADDRESS 25. DATE RECD. BY LOCAL RE 26. Elsmn' SIGNAT,

Miller Funeral Home Farmington, Me, %g"l 1464

{Licensed Embalmer’s btatement on‘éeverse Slde)

{Degree 1|rle) ] 22¢. DATE SUGNED

USE BLACK INK

TYPEWRITER RIBBON
SHOULD READ

et e

BY AFFIDAVIT OF

ITEM NO.




\' .. LR ¥ owr otk
M ».STATEMENT BY I.ICENSED EMBALMER

o i" oo I‘

y

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

L ——
or by

, Student Embalmer No.

1
kY
working under my personal supervision

NS A
Sok

) . ‘ My +

—

'

Student

Signature of Student Embalmer

Licensed Embalmer No. V/XD

- \s \\)\\ \ \, o i E .' P. O. Address_Md_&o
. 2NN
. Note:

The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN: HANDWRITiNG
wnh the above consmutes grounds for revocation of hcense)

A\ .
"If embalmed’ by a STUDENT, he alsoshall sign'in’ ‘his OWN handwrmng \ 3 j \\ \
If fhls body IS nof embalmed, fact 5hou|d be S0 stafed above

Ea

(Failure to comply

i




