. Mo, 300
. 10.48

+

THE DIVISION OF HEALTH QOF MISOURI
STANDARD CERTIFICATE OF DEATH

REG. DIST. NO. |_f|'= PRIMARY REG. DIST. NO. 9_3.9_8._.. Kegistrar's No

FLEDNOV 10 1954

S20t8 File Noonr o rrerresressressessrerens sem

"BIRTH RO.
I. PLACE OF DEATH . 2. USUAL RESIDENCE (Whers J d lived. If L jon: reaid ';dg"
‘a. COUNTY a. STATE b, COUNTY sdunifaion).
. ' McDonald ArkanseS\ Benton
b. CITY Ul outcide corpurata litmits, write RURAL and give c. LENGTH OF . CITY (I outslde corporate limits, write BUFRAL and give township)
R township)| STAY tin this place) OR
TowN Noel, Mo. days TOWN S 5 P3O
d. FULL NAME:OF (If not in hospital or instivution, give strect address or location) d. STREET (1 rural, aive location) 4 -
HOSPITAL OR ADDRESS g
iNsTiTuTioN. _Npoel Clinlie
3 NAME OF = (First) b. (Middle) e {Last) 4. DATE  Ofait)  (Day)  (Yew
(Typeor Primt)  MaTVin L. Austin veaiSept. 27, 1954
5. SEX 0 6. COLOR OR RACE | 7. MARRIED, NEVER MARRIED, / 8. DATE OF BIRTH 9. AGE (b yesrs| F UNDER | YEAR | o pmoERm u e,
WiDOWED, DIVORCED (Bpecity ; Last birthday) Honﬂn' Days | Houm | Min
Male White Married Sept.27, 1878 | 76 |
108, USUAL OCCUPATION (Giveklndof work | 10b, KIND OF BUSINESS OR IN- | 1L BIRTHPLACE (State or forelgn sountaoy} 12, CITIZEN OF WHAT
done during most of working lile, even if ) DUSTRY / COUNTRY?
Railroad Yard Man - Retired Greenwood, Arkensas U, S, A,

13a. FATHER'S NAME

W. B. Austin 4

13b. MOTHER'S MATDEN

Melvina F.

14. NAME OF HUSBAND OR WIFE

; Mollie L. Austin :

NAME

j5. WAS DECEASED EVER IN U.S5.ARMED FORCES? | 16. SOCIAL SECURITY [ 17, INFORMANT'S S{GNATURE OR NAME ADDRESS
(Yos.80_or unknown) | (If yes, give war or dates of servicel NO,
o None M st S r Spgs.Ark
MEDICAL CERTIFICATION INTERYAL BETWEEN
19, CAUSE OF oA 1. DISEASE OR CONDITION ONSET AND DEATH
. Enter only onecauseper { 1. . .
line for (s}, (b), and () | DIRECTLYLEADINGTODEATH'w) __Ceorabhral Hemorrhage d.days
ANTECEDENT CAUSES
*This does not mean z 1
ihe mode of dying, such | Afortid conditions, if any, W"W DUE TO (b) Arteriex:leraosis 7 vesTs
a heart failure, asthenia, | rise f0 the above catse (a) slating | —— . — - .
e, It means the dis- | ¢ underlying couse last. =- = = - - = .- -
cate, injury, or compli DUE TO e} ,
tion which caused death. | 1. OTHER SIGNIFICANT CONDITIONS: - ] B
Conditions contributing to the death bul 1ol
related to the diseare or condition cauzing dcnth
19a. DATE OF OP'FI%APE 19b,. MAJOR: FINDINGS OF OPERATION L. . S e /- 20. AUTOPSY?
Ao ‘. i 'Jj X YESD NO.D
21a. ACCIDENT (Bpecify) 21b. PLACEOF INJURY (o.g.. inorabout | 21c. (CITY, TOWN. OR TOWNSHIP) (COUNTY) (STATE)
SUICIDE bome, farm, Isstory, atrest, offics bldg.. at0.) R . [
HOMICIDE ) -
21d. TIME (Month) (Day) {Year) (Hour) - 21e. INJURY CCCURRED | 21f. HOW DID INJURY OCCUR?
aF s WHILE AT[—] NOTWHILE
INJURY WORK AT WORK

2. T Rereby certify that'I attended the deceased from S3€DL .24
alive of3.-pht . 27.., 19_54 and that death occurred at 33 ZDA ., from the causes and on the date stated above.

1054, to _Sent. 27 1954, that I last saw the deceased

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

y (D or title)*]] 23b. ADDRESS 2%. DATE SIGNED
j M 487 A Hoe, xo. 10-6-54
24a. BURIAL, CREMA- | 24b, DATE 2%, NAME OF CEMETERY OR CREMATORY . | 24d. LOCATION (Clty. town, or county) (Gtate}
TION, REMOVAL (Spwcity)

Burisl 9-29-1954 Hillcrast Cemetery |Gravette, Arkansas
DATE REC'D BY LOCAL | REGISTRAR'S SIGNATURE sm- 3 25. FUNERA DIRECTOR" S 51CGNATURE ACDRESS
TN 2R




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

Student Embalasr No.

working under my persona! snpervision.

Student PO CA AL Signed W;?%
Licensed Embalmer Nota.g‘ l ,' PN

P. O. Address ¢

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

If this body is not embalmed, fact should be 30 stated above.




