. Mo, 300
., 10.48

X
8

BIRTH NO.

FILED SEP 18 1950

THE DIYISION,OF HEALTH OF MISSOURI P T ,;
STANDARD CERTIFICATE OF DEATH ' s s we o L2 ].

E. DiST. MO, AE‘} PRIMARY REG. DEST. nm Registrar’'s No fd

HOSPITAL O

d. FULL NAME OF (If not in hawpltal or inets sive stroct add

1 PI;;CE OF DEATH : T 2 USUAL RESIDENCE (Where deceassd lived. If institotion: residance befars
. COUNTY . STA , miseloa)
. Pemiscot o STATE M4 ssourd b COUNTY Pemiscot’
. Cl . - j
5. CITY 2 cumide corouute Unmti, "t BURAL sod shre | gni t.hhﬂlu)u ©. CITY (It outeide sorporsts limits, write RURAL and ghve township) o /8 »
TOMN Caruthersville % yra, TowN Caruthersville ’

d. STREET (It rosal, give looation)

INSTITOTION  11th. St.near Adams Ave | PN 1th., St. near Adams Ave.

3 NAME oF = o (Fint) b. (Mlddle) o (ast) | o . DATE - (Matn) (ey)  (Yean
(Twpeor Print) El gle Mae Norwood DERTH Sept 12 ,1950
5. SEX 6. COLOR OR RACE | 7. MARRIED. NEVER MARRIED. | 8. DATE OF BIRTH i tgz Gn rean] w aroun © TUR- |  oworx 4 s
‘ED (Bpecity) Days | H Min
Female/ White VCEL S OY S, August 22,1618 |- ™|
[10a: USUAL OCCUPATION woek | 10b; K BT . o :
‘ g l;lt:t:n"u‘n;a I): 0t; KIND OF- BUS]"ESSD%QT H‘Y 11. BIRTHPLACE (tats or forslan otuntry) - '{" '%8'-“%5'\"?5‘“”
.__._-_Day__Labnrar Fa Ven Buren,Arkansas. 2% |U.S.A.
ﬂlSa. FATHER'S NAME: 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
. Judson "Judd"Fester [ Clars Jane |James Grant Norwoed
I5. WAS DECEASED EVER IN U.S.ARMED FORCES? | 16. SOCIAL SECURITY | 17. INFORMANT' S SIGNATURE OR NAME __ ADODRESS

*This docs nod meon
the mode of dying, such’
ab heart foflure, asthenia,
eic. It meons the dis-
case, infury, or compli

ANTECEDENT CAUSES

Y . or unkoowa) | (If yes, o 7 or dates of sarvice) n]
No™ | gy None Mrs. Ivy Floyd Caruthersville,Mo.
18. CAUSE OF DEATH MEDI CERTIFICATJON ’ INTERVAL BETWEEN
|, Enter anly cnsceuseper | . DISEASE OR CONDITION " # ONSET AND DEATH
line for (a), (b), and (o) | DIRECTLY LEADING TO DEATH® 5

£991H

Aorbid conditions, if ang, giotng DUE TO (b)
riae to the above cause (o) stating
the underlying cavae logt.

DUE TO {¢)

tion whizh cansed death, | 1

1. OTHER SIGNIFICANT CONDITIONS

Conditions contributing to the death but not
related to the diseane or condition causing death.

19a. DATE OF OP_IE_IROAﬁ 19b. MAJOR FINDINGS OF OPERATION

2. AUTOPSY?

ves [J wo [

In.?lfm?. /J_-;,‘

21a. ACCIDENT (Boecity) 21b. PLACEOF INJURY (a.tnce sbons
, [notory, offl, ., 8%0-)

HOMICIDE ’ -
21d. TIME 4oy~ (Day) (Yoo (Hou | Zle. INSURY OCCURRED

m-m.zn “MOT WHILE F
WORK . AT WORK

3l -

?%ITY.TOWN.OR TD\';'NSHIP) gUNIY) . -+ (STATE) -~
211, ZW DID IEURY y/ L

2. | hereby certqu that T atiended the deceased from

, 18 , that I last saiw the deceazed

WRITE PLAINLY—USING iINFADING BLACK INK—MAKE A PERMANENT RECORD N

alive on , 18 , and that death occurred at 3 o from the causes and on the dale stated above.
3a. GNATURE 3 {Degroe or title) 23b. ADDR 23c. DATE SIGNED
. |, J7%, 9-47-F0
URIAL, CREMA 24b, DATE 24c. NAME OF CEMETERY OR CREMATORY 24d. LOCATION {Olty, town, or county) (State)”
uﬁ‘a "I1Sept.14,195 Maple Cemetery Caruthersville Missouri

DATERK'DBYLDCAL

-/ 5—) 753

25, FUMERAL DIRECTOR'S BIGNATURE ADDRESS

H.S.Smith me. 808 Ward A.

REGATHRAR'S SIGNATURE Y -'/ .
REG. A - . 1 F
T {Licensed s Statemant on Reverse Side)



1 v L] N - I
- N -"l ‘: ) . N - . - - - - .
el /T 7 Health Deperinent.,
T ) LS. Lol o bo
S .,
: ) . ) ’ . . + . ] M " Lo y 4 [ N
- t -‘ - : L -
- , )

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 ..

............ . Student Embalmer Mo.

working under my personal supervision,
1

Student .oevecnns-ns | Signed %‘&W\,‘?gé

Student Embalmer ) %
Licensed Embalmer No.Z./Z. ¢ ? .......

P. 0. Address. =BT Htdcy o cid ,% ......

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,)

'If - this body, is not'embilmed, fact should be so stated above, - . ' IR . e

- r-‘_",_ - [




