No , 300

10.48

0

-

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

s

LU Vel 1ddd THE DIVISION OF HEALTH OF MISSOURI
_ - STANDARD CERTIFICATE OF DEATH state Fite o 3316
BIRTH NO. REG. DISTY. No.g a _(‘ PRIMARY REG. DIST no -5 q ‘l Kegistrar's No / rg
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where decoased lived. If institution: residence befors
a. COUNTY . a. STATE b. COUNTY adrisaion),
T Dunklin 3

b, CITY (It outzide corpurats limits, write RURAL and give c. LENGTH OF [ e CITY a I Resigence it Tmits of

OR township) | STAY (ln this place) OR Y mmrpg‘nhd town?
TOWN Gibson . vra TOWN Gi‘LSOn e Qr (m]

d. FULL NAME OF (It not in hospital or institution, give strect address or locatlon) F, STREET a ru ral, give loestion) - J -
HOSPITAL OR - ADDRESS 3 o
INSTITUTION City Ak, 7]

3, NAME OF 8. (First b. (Middle} c. (Last) v
DECEASED (First) .| 4 '33;5 (Month)  (Dey)}  (Year)
(Tepeor Print)  MADTE . BELT DEATH Sent . 16, 1954
5. SEX 6. COLOR OR RACE | 7. MARRIED, NEVER MARRIED, 8, DATE OF BIRTH 9. AGE (Io years| iF UNDER 1 YEAR [ F UWDER u RS, ©
\ . 'QVIPOWED. DIVORCED (8pec Inat birthday} Mon‘hll Duys | Hours | Min.
Female '| White W1 dow | a1 I alegl 1~
10a. USUAL OCCUPATION (Givekind of work | 10b. KIND OF BUSINESS OR IN. | 11. BIRTHPLACE : R 12, CITIZENO
dm‘f‘fo mmofg‘ot g llfo, .:.nnif :“;:) = DUSTRY {City and State ¢= Foreign Conatrv} / COUNTRY? FWHAT
U SewW Kentucky .3, A,
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NaME OF HUSBAND OR WIFE
 Unknown Unknownn . . | ag
5. WAS DECEASED EVER IN U.S. ARMED FORCE’ 16. SOCIAL SECURITY | 17. INFORMANT' 5 SIGNATURE OR NAME ADDRESS
{Yea, no, or unknown) | (11 yes, xive war or datee of service) NO.
Ko unknown! Qmer Belt Gihson Thcsnn i
18. CAUSE OF DEATH ' MEDICAL CERTIFICATION * . ’ INTERVAL BETWEEN
Enteronly onecaussper | 1. DISEASE OR CONDITION ONSET AND DEATH

tine for {a}, {b), and {¢) DIRECTLY LEADING TO DEATH* (5

ANTECEDENT CAUSES

Lk, _kd.a.?a__

19a. DATE OF OP_l-EFgN 19k, MAJOR FINDINGS OF OPERATICN
| .

*Thit does not mean . :
the mode of dying, such | Aforbld conditiona, if any, giving DUE TO (b) _C&AM_MMW l MO _r -
as heard failure, asthenta, | Tite fo the above cause (o) stating .
cic. It means the dis- the underlying cause last. . , —_ -
ease, injury, or complica- DUE TO (¢} C/ e e ; AT ool din '
tion which caused death. | 1. OTHER SIGNIFICANT CONDITIONS ] .
Conditions contributing to the death but nol )
related to the dizense or condition cauzing death.
20. AUTOPSY?

S2AR

2ia. ACCIDENT {Bpeciiy) 21b. PLACE OF INJURY (o.x..inorebout | 21e. (CITY, TOWN, OR TOWNSHIP) (COUNTY) " {(STATE)
.~ SUICIDE - E honse, farm, tactary, street, offica bldg..eto.)
HOMICIDE )
2id.. TIME (Month} (Day} (Year) (Hour} 21e. INJURY OCCURRED 21f. HOW BID [INJURY OCCUR?
OF WHILE AT [} NOT WHILE
INJURY WORK AT WORK
2. T hereby certify that I attended the deceased from ,1838Y o L, 198 , that I lasl saw the deceased
. aliveon 910 , 195 and that death eccurred al 3B, 40P m., from the causes and on the dale steted above.

23. SIGNATURE (Degroe of title)o

23c. DATE SIGNED

.1 afi18]sy -

23b. ADDRESS

CAM.EMLQIM.AJ

24a. BURIAL, CREMA- | 24b, DATE 4| 24c. NAME OF CEMETER

ToN R R Sept 18,195 Stanfield

Y OR CREMATOHY (5tate)

24d. LOCATION {(City, town, or county)

DATE REC'D BY LOCAL W s:emmz ? ‘/
-

5 {f REG.

~/

n’ln:c'ron 8 SIGNA

Landess Funeral Hoae Caupbell Mo

(Licensed Embalmerl Statenent on Reverse Side)

YED NDIZ’

-




AECEIVED DUNKLIN COUNTY HEA
DEPARTMENT /4»5‘—57

COUNTY FILE NUMBER /254

S'fATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was embal

working under my personal supervision..

Student.-..cocciiciimiiniatiiainarrm i caiomanaceanan
Signature of Student Embslmer

P. O. Address [ 777 WAt

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

If embalmed by a STUDENT, he also shall sign in his OWN handwriting.

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




