THE DIVISION OF HEALTH OF MISSOURI

. No.300 F"_m N L

- ho-so OV 2 195  STANDARD CERTIFICATE OF DEATH - N,Q:z,?ﬂ______
l BIRTH NO. REG. DiIST. NO. 63 rﬁ PRIMARY REG. DIST. MO. Li?’ ’ chu!mrlNﬂ ? 1/

-) 1. PLACE OF DEATH ) 2. USUAL RESIDENCE (Whers decossed iived. If institution: residencs befors
,.-l . a. COUNTY Shannon a. STATE MiS SOUI‘i b. COUNTY Shannon.umh.tua.
i " T I vC?TY o wuu. eorwnu Uimits, write RURAL aod sive c. LENGTH OF ¢. CITY (If oudde corporats limits, write RURAL and givs township)

“ i adf[o¥ iOR lnwuhi }| STAY in thie place) OR /7.0
TowN Rdrdl ° (‘Montier) twp. |3 years . TOWN Rural Montier Twnship /0/}
E d 4. H!.-SLPfAME OF (U not i hospital or lustituticn. give stract addrems or location) d. AS.?-DRREEEI-SS (U raral, givy location)
o | wemimon 4 mi SE of Mt View, Mo 4 ml SE of Mt View, Mo.
, =;;§m_'_:‘ IS, . b o b. (Miadie) e (Last) CONE oy Dy crem
B (Typeor st 18 Coleman Culpepper ey Oct 17-5
g 5 SEX & _6..COLOR OR RACE | 7. M‘})’g}r,‘r%g EF\YEEC%AR:?% ) 8. DATE OF BIRTH 9.1_A.§E e ren! ¢ ooo | Toar @ omen u .
. paclly. Min,
: M W Married™ 7 Feb 13-1902 8= || 3 ||
102, USUAL OCCUPATION (Giw - ob. KIN N - 1.
= dmamg& UPATION I}j(:s:::n;m:; 10b, KIND OF BUSI ESSD?JET IRNY 11. BIRTHPLACE (State or farelgs oountry) 12¢8LTNIZEN?OFWHAT
TRY
A Farming Teresita, Mo.
< !!ISa. FATHER' S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
n [(Robert Culpepper Emma Cepallnger Mable Culpepper
i5. WAS DECEASED EVER IN U.S. ARMED FORCES . X T
ﬁ (You, no. or unkoown) | (If r-.r_lﬂnrorduluolnni“; ' 16 SOCIAL SECURLT(I 17. INFORMANT'S SIGNATURE OR NAME ADDRESS
= no Mable Culpepper Mtn View, Mo.
| 18. CAUSE OF DEATH MEDICAL CERTIFICATION lgrnsggilﬁ gsggm
1 |i Enteronlycnacauseper | ). DISEASE OR CONDITION . W TH
Z | linefor (@), (b), and ¢y | PIRECTLY LEADING TO DEATH® 4 / LireedC
2 *This docs wot mean | ANTECEDENT CAUSES E Z :{ M/ g Z}‘a )
2 the mode of dying, such Morbid conditions, if any, giving DUE TO (b} j %"O
: 4 - || ox beart fallure, asthenia, | rite {o the aboor cause (o) stating s T A .. J{/ T j
=] ate. It means the dig- | e underlying cause last. y
o ease, injury, o complica- 2 DUETO (o) . . - S
5 || tion wkich caused death. | I1. OTHER SIGNIFICANT CONDITIONS t Co
= Conditions eontributing fo the death but not ’ é/ ¢é/ P
5 related to the dizease or condition cawsing death. . . . A
* i || 19a. DATE OF QPERA- | 13b. MAJOR FINDINGS OF OPERATION s i i ' 2. AUTOPSY?
iz TION
=. : : . YES D NO D
© |l 218, ACCIDENT (Bpecity) 21b, PLACEOF INJURY te...inorabout | 2lc. (CITY, TOWN, OR TOWNSHIP). ., (COUNTY) (STATE)
h SUICIDE home, tarm, Iastory, street, offics bldg..ete)
& HOMICIDE
g 21d. TIME (Moath) (Day} (Year) (Hou) | 2le. INJURY OCCURRED { 21, HOW DID INJURY OCCUR?
; } . WHILEAT[—] NOT WHILE
J' TNJURY o | “work AT WORK :
E 2. [ hereby certify that I attended the deceased Jrom 'S';‘k"\ 1932 1o (_I{.MC_J_'Z_. 1952, that I last saw the deceased
; alive on (Ret~ 1 U 1980  and that death occurred at _ﬁ_p_ m., from the causes and on the date stated above.
2 e meuxmng ' U (Dmea or title) 23b, ADDRESS 7J- _ Z. DATE SIGNED
me . ‘bg w \’Y\'a F va ‘_J_R_AJL)W D253
E TIONEURIAL CREMA; 24b. DATE Z4¢, NAME OF CEMETERY.OR CREMATORY | 24d. LOCATIGN (Olty, town, or county) (Btate}
g Bary af U | /O =20 - Pleasant Grove Teresita, Mo.

DATE REC'D BY LOCAL EGISTRAR" ATURE % 25, FURERAL DI I;ECTOR' 8 BIGNATURE ADDRESS
[0- 36 .1y |§:> Q ('5\9:&! é% :%7,, Duncan Funersal Home Mtn View, Mo.
naed ‘s Statement on Reverse Side) R




| RECElVED
ﬁ - . 0CT 11950

D|STRICT HEALTH OFFICE No. 6
File NOw../ e eriernessenee )

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, of by

Student Embaimer No.

working under my personal supervision.

Student ........ esensmadevetassantsutbases
Student Enbalnar

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Fm!ure to comply with
the above constitutes grounds for revocation of license.)

If this body is not_embalmed, fact should be 50 stated above.

I . . ) v 1My
4 .



