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WRITE PLAINLY—USING UNFADING BLACK INEK--MAEKE A P

THE DIVISION OF HEALTH OF

MISSOURSE

19695

b7 1=t .
3 g v 1850 STANDARD CERTIFICATE OF DEATH Stte File Nowme I
' BIRTH NO. REG. DIST. NO. _ o3 o3 PRIMARY REG. DIST. N0. DSOS O kepietrars No ol O
1. PLACE OF DEATH Z. USUAL RESIDENCE (Whes d d lived, U inatitution: reskdetos befors
COUNTY a TE . b. COUN sdinimion).
ean gan el E}ir'ardeauf/Ls!
b. CITY (I outside corpurate limita, write RURAL and give ¢. LENGTH OF ¢. CITY (H outslde corporats limits, writs nmu:. .n.: give townghin)
townahip)| STAY dn this placel|f [{%] (4]
TowN TOWN deaﬁ"
d. FULL NAME OF (If ot in hospltal or institutlon. give strect address or location) d. STREET (B¢ rural, give location)
HOSPITAL O ADDRESS
. INSTITUTION St.Francis Hosnltal 520 Spnth Sprige Street
3. g&ME %IE 8. (First) b. (Middle) ¢ (Last) §. DATE (Month) (Day) (Year)
{ T¥pe or Print) Edng Anna Bearden DEATH July 2,1952

5, SEX

6, COLOR OR RACE

Female /| white
10a. USUAL OCCUPATION (Give kind of work
done during moss of working lite, even if retired)

Owner of Rooming

Eouse

7. MARRIED, NEVER MARRIED, 8. DATE OF BIRTH 9. AGE (In years| i teoeR 1 YOOR | F UDER M S,
WIDCWED, DIVORCED (8peiity) last birthday) | Mosthe l Days | Hours | Min,
Married July 20,1899 52 s )™
10b, KIND OF BUSINESS OR IN- | 1). BIRTHPLACE (Stata or forslgn pountry) 12.:CITIZEN OF WHAT
DUSTRY COUNTRY?

Carmi, 1linois 7/ T.S.he

13a. FATHER'S NAME

Casper V.Rommel 4

13b. MOTHER"S MAIDEN

Elizpbeth g

NAME 14, NAME OF HUSBAND OR WIFE

ol

5. WAS DECEASED EVER IN U.S. ARMED FORCES?
(I yea, xive war or dates of service)

{Yws. 8o, or unkoown)

No

16. SOCIAL SECURITY
NO.

Lttt

17. INFORMANT'S SIGNATURE OR NAME ADDRESS

dnmes P.Bearden-Cape Girardegu,bMMo.

. Enter only onecause per

18. CAUSE OF DEATH
line for {8), (b), and (c)

*This does not mean
the mode of dying, such
63 heart fallure, asthenia, .
ec. "It meana the dis-”
care, infury, or complica-

1. DISEASE OR CONDITION

DIRECTLY LEADING TO DEATH*

ANTECEDENT CAUSES

AMorbid conditions, if any, giving DUE TO (b)
rize to the above cause (a) stating
T the underlying cause last,

MEDIC.AL CERTI FI?ZION
(2} M M

INTERVAL BETWEEN
ONSET AND DEATH

M)ﬁ

- P

DUE TO (&)

tion whieh conred death, | 11. OTHER SIGNIFICANT CONDITIONS -~ ' -~ - -~ .F salp e
Conditions contribuling Lo the dealh but not
related to the disease or condition cousing death,
-19a. DATE OF OPERA- | 19b+ MAJOR FINDINGS. OF .OPERATION N e YU e LR 2 AT e 0 ]l 20. AUTOPSY
IO SG2 0
Do T e B oamTaes YES NO
21a, ACCIDENT (Bpecily) 21b. PLACEOF INJURY (s.g.. inorsbout | 2Tc. {CITY. TOWN, OR TOWNSHIP) i (COUNTY) (STATE) [
SUICIDE . bome, iarm, tastory, strest, sifics bldg.,ew.) 72 chE LT T T L L Ll Ty
HOMICIDE
219, TIME {Month) (Day} (Year} (Hour) 21s. INJURY OCCURRED { 2if. HOW DID INJURY OCCUR?
. _ WHILEAT ,NOT WHILE s
INJURY work L_|* ATWORK e s et carenn

! I attended:the deceased from

.22, I hereby certify z ’
alive on ,
7

19 2

_j?Ll_'z_ 19572, o %_ 19 .(" That I last saw the deceased
rred atla_.A.OPan., Jrom the causés and on the datle stated above,

nd that death o

La. ;IGNATUR

{Degros or title}

22h, O,

%BNBEERMIOA\}-AL%R&A) 24b. DATE 24c. NAME OF CEMETERY ©

Burial & lguly 4,1952] 01d City Cemetery. Poplar Bluff , Butlem,Mo.
DATE REC'D BY LOCAL | REG URAR‘S IGNATORE lf{# O FUMERAL DIRECTOR"S S16MNATURE ADDRESS
7o 35517010, Pl otol £L Cape Gir,Mo.

(Licensed Embalmer’s Statement on Reverse Side)




STATEMENT BY LICENSED EMBALMER

I kerety certify that the body whose name is recorded on the reverse side of this cestificate was embalmed by me, or by
Student Eabslasr No.

working under my persona! supervision,

SEUDORT savvancrensrnnancnnssnsssneravasnes Smed,]é,égﬁ%@/ &‘? ,z-fé»p‘r/; ,(/

Studlnt Embalmer
Licensed Embalmer No. ,%/ ﬁ

P. O. Address/ /%’Vx@ﬁm 'ﬂ

Note: The sbove MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING (Failure to comply with
the above constitutes grounds for revocation of license,)

* M this body iz not embalmed, fact should be so stated sbove.




