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WRITE PLAINLY—USING UNFADING BLACK INK—MAKE A PERMANENT RECORD 'O

BIRTH NO.

‘a, COUNTY

u»mmn)fml\‘brg‘“ 950

THE DIVISION OF HEALTH OF MISSOURI
STANDARD CERTIFICATE OF DEATH

REG. DIST. NO. 353 PRIMARY REG. DIST. NO-_QL& Registrar's Ne. /‘ ?

™

Sidr File No....

1! PLACE OF DEATH -

Scott

2. USUAL RESIDENCE (Where decsased lived. If lostitution: residence before
a. STATE b. COUNTY s ndinimian).,
Mog Scott

-I--I“l

b CITY {If cuteids aorwnlo Ilmil.l writs RURAL und give

€.

LENGTH OF

c. CITY (If cutwide corporats Limtts, write RURAL and give township) /

18, CAUSE OF DEATH
, Enter only oneoause per
line for (a), (b}, and (c}

*This doe2 not mean
the mode of dyfing, such
as heart fallure, asthenia,
e, It means the dis-
care, fnfurm, or

I. DISEASE OR CONDITION

DIRECTLY LEADING TO DEATH )

ANTECEDENT CAUSES
Afortid conditions, if any, ¢

woship)| STAY (i this plare) OR
ToWN Sikeston,Mo.rt #7 /7e~ “ll._town Sikeston, Mo, /A7) /
A d or inativutl ve streot add orl . STREET N : 7
d. FH!‘SLPTTA{EO%F (If not in b 1 . give strect d A REET {If runal, give location) 0
INSTITUTION - Rfd # l -
3. I:I’\IE%!EES%E a. (First) b, (Middle) e (Last) 4. DSTE (Month) (Day) (Year)
( Type or Prind) Dan - Baker DEATH Apmil 27,1950
5. SEX 6. COLOR OR RACE | 7. MARRIEB IEI)E‘\IISR hEIsRRIED 8. DATE OF BIRTH 9. I:?Eh&xx’?n 5: ln‘:fu 1 TEAR ; WOER M HES.
{Bpedify) . on ours | Min,
Male St Black |72u00. Batint| April,10/1896 5% |5 |
10a. USUAL OCCUPATION (Gwwekind of work | 10D, KIND OF BUSINESS OR IN- | 11. BIRTHPLACE (8tate or forelgn sountry) 12. CITIZEN OF WHAT
dona during mostgf wagking Lifs, sven if retired) D : COUNTRY?- P
Farm orer Farming McCall Ark., / eSehe
13a. FATHER' S*NAME 13b. MOTHER' S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE /
Bert Baker Elizabeth Moore Willie Baker
I5. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY | 17. INFORMANT'S S|GNATURE OR NAME ADDRESS
{Yes, Bo, or unkoown) | (If yes, xive war or dates of service) -
e - Willie Baker Sikeston,Mo,rt,#1
MEDICAL CERTIFICATION INTERVAL BETWEEN

\ ONSET JND DEATH

/I-

MM DUE TC (b)

rise to the above cause {a) stating

" the underlying cauae lagt.

DUE TO (c)

_._.._—-,’——1-'——‘-\__———-—-—--—

tion which coused decth.

SUICIDE
HOMICIDE ]y " s

homs, {arm. factory, steest, office bidz.,et0.)

[1. OTHER SIGNIFICANT CONDITIONS )
Conditions contributing to the death but not [ 20 ey S l}_‘,l Y. X,
. related to the disease or condition cousing death. /
19a. DATE OF OPERA- | 195. MAJOR FINDINGS OF OPERATION | \ 2. AUTOPSY? [
TION A ;
N . ] ves [ m:ﬂ
Zla: ACCIDENT {Bpecity) 21b, PLACE OF INJURY (s.g.. inorabout | 2lc. (CITY, TOWN, OR TOWNSHIP) - ) (COUNTY) (STATE)

In o=y @cp'ﬂ.': 2P

210, TIME ~  (Mouts) (Day) (Yean (Houn | 2lo. INJURY OCCURRED | 21AHOW DIDﬁNJURY OCCUR?
INJURY '}\% m | Mork L] W wonk

alive on

2. I hereby certify that I attended the deceased from
_ﬂ;l.ﬂ..__ 94.4. and that death occurred at

M 19.4.34 lom_ 19___, that I last saw the deceaced

m., from the causes and on th¥dale stated above.

La. SIGNATUR'E ] T. (Degroe or title) | 23b. ADDRESS I 23:. DATE SIGNED
- -y *
) a4 {Xdcfk/ﬂ
%dia. B gMOA"Jl'- { 24b, DATE *~ 24c. NAME OF CEMETERY OR CREMATORY 24d. LOCATION (@ity, town, or county) - XBtate)
rial v May 1,1950 Pilgrimsjﬂest Cemety, Stoddard Go, 1O ot 48
DATE REC'D BY LOCAL EGISTRAR'S S, ATURE ERAL Dyl 5 SIGNATURE RDMESS :\ﬂ
7??m///* AW I ,ﬂ Sikeston,mo.

(i._cuued Embaimer’s Statement on Reverse Side)




geceven MAY 151950
SCOTT COUNTY HEALTH OENTER

GO.FILEND LS50 :_ar

S )

STATEMENT BY LICENSED EMBALMER

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

Lo

Student Embalmer Wo.

working under my persona! superv:slon.

?»rw/é'f-‘*‘ Signed.., - el M

Licensed Embalmer No._.: P‘; /{/

Student
Student Elllul

e

P. O Address

rd
Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWR.ITING (Failure to comply with
the above constitutes grounds for revocauon of license.)

E this body is not embalmed, fact should be so stated sbove. - - - Sy o




