. No.300

.

10.48

WRITE PLAINLY—USING UNFADING BLACK INE—MAKE A PERMANENT RECORD

FILED JUL 2 - 1954

BIRTH NO.

THE DIVISION OF HEALTH OF MISSOUR!
STANDARD CERTIFICATE OF DEATH

REG. DISY. NO. :3 :5:3 PRIMARY REG. DIST. m.._m.ktyr':lmr'l Na..ﬁ-Z:f.:.’.........

State File No......

1. PLACE OF DEATH

2. USUAL RESIDENCE (Where deceassd tived., Ii {astitution: residence befors

| Robbin Midkiff

Nancy McKinl

a. COUNTY . STATE . . b. C N tnefon),
Scott . Missouri OUNTY New Madrid -
b. CITY (I oateld, lmlits, write RUBAL and gl ¢. LENGTH OF c. CITY . Resid
ootelds corporte ‘e " r.o::-hlp) AY (in this place’ OR . * d I-':ny of, mu&“‘rl."u’i“é‘:n"f
1oWN  Sikeston Hour Town  Canalou L WY
[ 43 locatian} Fd .
d. FIEIHO-IS-P?TBb;.EOOF (If not in bospltal or a, give streot or . As[;rol‘;& (u:!n—l.—d:o jocatlon} ) 07 ’I/‘/
INSTITUTION Mo, Delta Community Hospital J
3, gz@éi SOEIE 8. (First) b. (Middle) ¢. (Last) 4. DSIE (Month)  (Day) (Year)
mme or Print) Dora — Baughn DEATH 5 21 195
/ l 6. COLOR OR RACE | 7. vhJIADth’IJE% gﬁrggcrélskn% 8. DATE OF BIRTH 5, :.thixb:.n)m i UNDER 1| YEAR |  UNCER u R,
. . [ {8 it ¥, Montha| Days | Houm | Mia.
Female White Widowed 6-6-1888 _ 65 _ ' I
10a. USUAL OCCUPATION (Givekind of wark | 10b. KIND OF BUSINESS OR IN- | 11. BIRTHPLACE i . )
dmdurhttmmtolworkluﬂln‘a:un‘:f :ﬂh:rd) s DUSTRY -(Cl.ty and State or Foreign Onuntry!/ ‘ZCSLI};}%‘%{}I?F WHAT
0 Kentudky U.S.A,
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14, NAME OF HUSBAND'OR WIFE

Reve F. D. Baughn

18. CAUSE OF DEATH
. Enter only onecausapet
line for (a), (b}, and (c)

I. DISEASE OR CONDITION
DIRECTLY LEADING TO DEATH® (5

ANTECEDENT CAUSES

Morbid conditions, if any, giving DUE TO (b)
vize o the abope cause (o) staling
the underlying couse lasl.

*This does nol meen
the mode of dying, such
os heart failure, asthenia,
e, It means the dis-

case, infury, or complica- DUE TO ()

| 9y til .

5. WAS DECEASED EVER IN U.5.ARMED FORCES? | 16. SOCIAL SECURITY | 17. INFORMANT'S SIGNATURE OR NAME ADDRESS

(Yes, no,orunknown)} | (If yea, glve war or dates of service) NO. . .

o No ———— ——— Mildréd Deane Canalou, Mo.
MEDICAL CERTIFICATION INTERVAL BETWEEN

ONSET AND DEATH

It. OTHER SIGNIFICANT CONDITIONS

Conditiona contributing to the death but not
related (o the disease or condition causing death.

tion which-caused death.

Whe . C, Cutzdf,

24a. BURTAL, CREMA- | 24b, DATE

B8P et 234%) o,

24c AME OF CEMETERY OR CREMATCRY
1

1%a. DATE OF OPTE'I%’}G 15b. MAJOR FINDINGS OF OPERATION 20, AUTOPSY?
A FIX| O B
21a. ACCIDENT (Bpacity) 21b. PLACE OF INJURY (ex..lnorabout | 21c. (CITY, TOWN, OR TOWNSHIP) (COUNTY) {STATE) ‘
SUICIDE home, farm, factory, sireet, offios bldg.,&10.)
HOMICIBE
21d. TIME {Mogth) (Day) (Year) (Hour} 21e, INJURY OCCURRED | 21f. HOW DID INJURY OCCUR?
WHILEAT[—] NOT WHILE,
INJURY m- | WORK AT WORK
=27 hercby certify that 1 attended the deceased Srom 5 , 1959, to 2 , 195°%., that T last saw the deceased
alive on , 1804, and that death occurred at Zid.ﬁm from the causes and on the dale stated aboge.
23a, SIGNATUhE (Degres or tif-h)o 23p. ARQDRESS 23c. DATE SIGNED

n.t'm..ﬁ_gné Yhay 33 iy
Z [¢] (u town, orcounty) = (Btate)
/%d‘

zﬁ REC'D BY LOCAL REG:#RAES é:GNW

~2.3 _5F°

2. FUNERAL DIRECTQR' 8, 81 GMATURE ADDRESS

(Livensed Embalmer's Sut:mznf on Reverse Side)




e

C JUN 28 1954 .

" DATE RECEIVED
SCOTT CO. HEALTH. DEFT. "

€0. FILE No, bsdy -IQS .

STATEMENT BY LICENSED EMBALMER

-~

I hereby certify that the body whose name is recorded on the reverse side of this certificate was emb
BY ME, OF BY¥ o iiiiriiiiimcerccemme e temusscsemasam e omm e seasseenansaanan PO . Studelit Embalmer No........__...

working under my personal supervision.. B |

F T S Signed
Signature of Studeat Exbalmer ’

o._-z/ &Q

-Licensed Embalme
P. O. Address i‘m

)-.

Note: The above MUST BE SIGNED BY THE LICENSED. EMBALMERm his OWN HANDWRITING. {Fai
to comply with the above constitutes grounds for revocation of license). - ° .
If embaimed by a STUDENT, he also shall sign in his OWN hnndwnhng

74 this body is not embalmed, fact should be so stated above. W




