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&RI’I‘I&LAINLY—USING UNFADING BLACK INE—MAKE A PERMANENT RECORD

FILEIJ "/IAY 24 1951

THE DIVISION OF HEALTH OF MISSOUR!

15*?*?1

STANDARD CERTIFICATE OF DEATH State Fie No...
BIRTH NO. REG. DIST. NO. _ﬁf_ PRIMARY REG. OIST. NO. _:ia_a_,z Registrar's No..m?d,?f._.............
L. Plagcs OF DEATH 2 USUAL RESIDENCE (Where dacessed lived. It lnasitotlon: residesce before
A, UNTY a. STATE " b COUNTY sdmimion).
Butler Missouri Butler -
b. CITY (1f outeside corpurate Hmita, write RURAL and give ¢. LENGTH OF €. CITY (If outelde corporate limite, write RURAL and give townshin) - 2 ..
OR township) | STAY (la whis place) OR J /
W ponlar *Bluff TOW__Poplar Bluff 2¥
d. FULL NAME OF (f ot L bospital or Iastitution, glve stregt addrems or location} d. STREET (12 roral, givs loeation)
HOSPITAL QR ADDRESS
INSTITUTION ‘Panlar Rluff Hosn. OdI‘OW
3. 6‘5‘?:“&55%7: a. (First) b. (Middle) <. (Last) ] ‘ 3 Dgrg (Montt) (Day)  (Yea
(Type or Print) Rachel Flizabeth Wilson OEATH April 2I, I95I
8. SEX /| & COLOR OR RACE. | 7. MARRIED, NEVER MARRIED, | 8. DATE OF BIRTH 5. AGE (In years] ¥ Wota ¢ m. * T wan,
WIDOWED, DIVORCED ( ) Laat birthday) omhl Deys | Hour | Min.
Femalel White Divoresdees . Aug, 24  T88T 68 27 |

10a. USUAL OCCUPATION (Clbve kilad of work

10b. KIND OF BUSINESS OR [N-
done dyring moat of working Life, even if retired) DUSTRY

1. BlRTHPLACE tBtltl or forelgn country)

12, CITIZEN OF WHAT~
' COUNTRY?
Butler County Mo.

Bl F onS
“l:ia._ FATHER' S NAME 13b. MOTHER'S MAIDEN NAME 14. MAME OF WUSBAND OR WIFE
Benijiman ¥, Montgomer Isabell %
15, WAS DELEASED EVER IN U.5.ARMED"FORCES? | 16. SOCIAL SECURITY | 17. INFORMANT' 5 SIGNATURE OR NAME ADDRESS
(Yes, 80, o1 unkoown) I (If you, xive war or datea of nervioe} NO.
Mrs._ Rub&r Smith Poplar Bluff Mo,
18. CAUSE OF DEATH INTERVAL BETWEEN
| Enter only cnecusoper | I, DISEASE OR CONDITION ONSET AND DEATH
fins for {8}, {b), and (c) DIRECTLY LEADING TO DEATH (2}
*This doer not mean ANTECEDENT CAUSES
the mode of dying, such | Morbid conditions, if any, giving PUE TO (b)
o heart fallure, asthenia, | rite to the abore cause (a) stating . | R B .
ete. ‘Tt meona the dis- | 'h¢ underlying cuse last,
eaze, fnjury, or complica- DUE TO (o)
Hon which caused death. | 11. OTHER SIGNIFICANT CONDITIONS
Conditions contributing to the death bul not
related o the disease or condition causing decth. . .
19a. DATE OF OPERA- | 19t. MAJOR FINDINGS OF OPERATION ; ) 2. AUTOPSY?
TION <70 X
. . YES D KO D
21a. ACCIDENT (Bpecity) 21b. PLACEOF INJURY (eg..inorabont | 21c. (CITY, TOWN, OR TOWNSHIP) (COUNTY) (STATE)
« SUICIDE - bome, farm, iactory, sireet, offics bldg. eto.}
HOMICIDE -
21d. TIME (Momth) (Day) (Year) {(Hour) 2le. INJURY OCCURRED | 21f. HOW DID INJURY QOCCUR?T
OF _| WHILEAT ) NOT WHILE
TNJURY o " woRK AT WORK

L1887, te #£-2/ , IBJ.Z, that I last saw the deceased

2. I hereby cer-‘.:fg that I altended the deceased from "Pd 7 "

alive on , and that dea.th occurred all

0. L5 Ao the causes and on the date stated above.

O Lreadin g B

23, ADDRESS 3. DATE SIGNED
d L

4a“BURIAL. CREMA- § 24b. DATE Z4c. NAME OF CEMETERY OR LREMATORY 24d TION (Oity, town, or connty) (5tato)
1'| ON, RE_MOVAL {Bpwelty) . .
Burial April 23, 5T Montgomery Family HBlot- Butler County Mo,
DATE REC'D BY L%%%L REGISTRAR'S SIGNATURE a.,l.a_g 25 FUMERAL DIRECTOR'S BiGNATURE . ‘ADDRESS
' ' ank otrell Poplar Bluff I~Io .

*s 5

(Licensed

tatement on Reverae Side)




RECEIVED | : .
MAY 2 2 1951

BUTLER CO. HEALTH CENTER

FILE No...5 5 / -2/ 14

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 oo

. .. Student Embaimer Nowswueeeravasssse
working under my personal supervision.

Signpd/‘?m&b_/—? L
;tu“nt srpeaieses Licensed Embalmer No........ .._2-..?_'46}(
T P. O. Add Q - At

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITR\IG (Failure to compl
the above constitutes grounds for revocation of llcen.-.e.)

If this body is not embalmed, fact should be so stated above. ' . s e




