o. 360

]

*

e}

-48

\

-

1
G2

WRITE PLAINLY—USING UNFADING BLACK INK—MAXE A PERMANENT RECORD

FILED JAp g

-BIRTH NO.

1952

THE DIVISION OF HEALTH OF MISSOURI
STANDARD CERTIFICATE OF DEATH

State File No

a, COUNTY

TOWN

1. PLACE" OF' DEATH

b. CITY (2 outeide corpurate limits,
OR \ \

d. FULL NAME OF (It not in Boapital or lnstitution, give sttect nddress or location}

L d. STDRREEE‘STS (I raral, give loeation)
WerTonion In St ate Hospital Ng. /4.4-3-51t0 1i- QM -\ s

ta RURAL and give

REG. DIST. NO. ,éiz PRIMARY REG. DIST, W-Mj,kegimar': Ne.awn Z.{;-
»

a. STATE ———\\’,_V\‘G

2. USUAL RESIDENCE (Where derossed lived.

.

b. COUNT

Lty

¢. LENGTH OF
STAY (o this place),

<. CITY
townskip)

esidenca before
A adinizaionl,

Ly te limits, wrl URAL acd -
e 0o l - AL « township) &_ ?5 ")
TOWN -

AT

133@1'5@'5 MAIDEN

15. WAS DECEASED EVER IN U.5 ARMED FORCES?

(Yee.no, orunknpwn) | (If yew, wive war or dates of service)

16. SOCIAL SECURITY > 5
NO.

Ly

%%%%%ﬁ
\%f%f

GNATURE OR NAME

3. gE%héES%FIE) a. (First) b. (Middle) (Last) 4. DATE (Month) (Day} (Yean
{Type or Print) \n\ INYL DEATH /- RG-S
5, SEX 6, COLOR QR RACE | 7. wllkl)%ﬁ.'{f%g B%gscgs‘?(ggg”’ 8. DATE OF BIRTH I 9, :.?Ehi}:n yearn ;IFO::.IZI IDY.E: ;num qu:
o A) L _widawmeds” |2-¢-[§76 75 | |
108. USLLAK OCCUPATION (Givekind of work | 10b, KIND OF BUSINESS OR IN- | IL. BI CE (Btate or forelgn .,'m.nm 12, CJTIZEN OF WHAT
done d moat of working lite, aven if retired) : - DUSTRY : ﬁg
e r 7Iir47/n¢ ff”/Z. / . (08
13a. FATHERLS NAME NAME NAME OF HUSBAND OR #IFE |

18, CAUSE OF DEATH
. Eoter only onecause per
lpe for (a), (b), end (c)

*This does mot mean
the mode of dying, such
+as heart fallure, asthenia,
ete. It means the dis-

1. DISEASE OR CONDITION
DIRECTLY LEADING TO DEATH® 5y

MEDICAL CERTIFICATION
Lobar Pneumonia -

ANTECEDENT CAUSES

Morbi¢ conditiona, if any, giring DUE TO (b}

riae to the abore cauxe () stating
the underlying cause last.

DUE TO {c)

case, injury, or 0
tion which caused death.

11, OTHER SIGNIFICANT CONDITIONS

PN

alive on MOV -

, 19

, and thal death occurred al
[}

Conditions contributing to the death but not Psychosis w1th cerebral arterioscleroBis.
related to the disease or condition causing death.
19a. DATE OF OP'IEJ%?\I. 195. MAJOR FINDINGS OF OPERATION 20, AUTOPSY?
U LYI0X ves ) wo O
21a, ACCIDENT (Bpmeity) 21b, PLACEOF INJURY (s.s..inorabout | 21¢. (CITY, TOWN, OR TOWNSHIP) B (COUNTY) © (STATE)
SUICIDE homae, farm, factory, strest, office bldg., ene.) :
HOMICIDE
21d. TIME {Month)  {Day) (Year) (Hour) 21e. INJURY OCCURRED | 21f. HOW DID INJURY QCCUR?
oF . WHILEAT[—] NOT WHILE
INJURY WORK AT WORK
2, I hereby certify that I atiended the deceased from April 3, , 19 51 to Nov. 27, P 51 , that I last saw the deceated

m., from the causes and on the date stated above,

23b. ADDRESS

State Hospital No./,Farmington,

[ 2. DATE SIGNED
0.12-4-51.

¥ OR CREMATORY

%;E‘/é-é/ REG.

REC'D BY LOCAL

25, F AL DIRECTPR'S 81

(Ticensed Embaidier's Staternent on Reverse Side)

24d. LOCATION (City, jown, or county) (Etate)
GMATY RE E ADDPESS




RECEIVED DUNKLIN COUNTY HEALTH

BN+ VR
DEPARTMENT Az Ane
COUNTY FILE NUMBER oeeenrsresrsesoese

STATEMENT BY LICENSED EMBALMER s

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

Student Embdalmer No.

working under my personal supervision,

Student ceavueaanns sansssnavsumr e
Studant Enbaluor

Licensed Embalmer

P. O, Address .

Note: The above MUST BE SIGNED BY. THE LICENSED EMBALMER in his OWN HANDWRITING (Failure
the sbove constitutes grounds for revocauon of Ixcen.se.)

If_thn body is not embnlmed, fact should be so stated above.




