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WRITE i’LAIN:IJY—USING UNFADING BLA&CK INK—MAEKE A PERMANENT RECORD

A

FILED APR

THE DIVISION OF HEALTH OF MISSOURI

95 1958 STANDARD CERTIF!

CATE OF DEATH 12791

State Fil¢ No

REG., DIST. NO. ____a PRIMARY REG. DIST. W.M Registrar's No. ._..g_@_,._.........

BIRTH NO.
I. PLACE OF DEATH 2. USUAL. RESIDENCE (Whare decossed lived. If inatitution: reskience before
a. COUNTY . STATE dnisaion).
Pemiscot : Missouri "V . Pemiscot .
b. CITY (1 cutside corpurate Limits, write RURAL and give ¢. LENGTH OF |[ e CITY ’ " & 1 Tresldence within Nmits of
OR townahip) | STAY (in this ) OR ' 3
TOWN Hayti i slace TOWN Haytl e RO

Illsa. FATHER"S NAME

done during moat of working iife, sven if roticed)

10b. KIND OF BUSINESS OR IN-
h DUSTRY

d. FULL NAME OF (If not ia hoapital or institution. give street address or location) +. STREET (If rural, give location) 0 7 f’/
HOSPITAL OR ADDRESS .
INSTITUTION 10 E i 510 E, Madison o
3. NAME oF a. (First) - b. (311ddle) o (Last) ‘ + AT OMonthy O e
{ Type o7 Print) John Henry Fields . | oA . : 1955
5, SEX Z) 6. COLOR OR RACE | 7. mjARR\‘IIEB EE\\{SRCIUEISREIEEI , 8. DATE OF BIRTH v B‘i..A'.t ) e lel ¥ UNDER M WES.
(Bpucify’ a ’ o ays | Hours | Min,
Male White ried / -2= "5"';ﬁ25. | |
102, USUAL OCCUPATION (Give kind of work 11. BIRTHPLACE

(City aad Sntc or Foraign Onunt.ry)

Near Wardell, Missouri

<-4 12, 'CITIZEN OF WHAT
O ppungrY

Eaxming
13b. MOTHER'S MAIDEN

NAME 14. HAME OF HUSBAND 'OR WIFE

Rosie Lee Figlds

Abe Fields Martha Fenner
i5. WAS DECEASED EVER IN U.5. ARMED FORCES? | 16. SOCIAL SECURITY | 17. INFORMANT'S SIGNATURE OR NAME ADDRESS
(Yes, 00, 0f unknown) | {If yes, sive war or dates of service) NO.
No X p. 4 Pe S
18, CAUSE OF DEATH . . i MEDICAL CERTIFICATION . ) . INTERVAL, BETWEEN
| Enter only onemauseper | I DISEASE OR CONDITION" _ y . . T . ONSET AND DEATH
line far (8), (b}, and (¢} DIRECTLY LEADING TO DEATH (a) -
«This does w0t mean | ANTECEDENT CAUSES W
the maode of dying, such | Morbid conditions, if any, giving DUE TO (b)
ar Beart faflure, asthenia, | rise to the above couse (a) stating
cte. It means {he dig. | he underlying cate lost. - Iy
ease, Infury, or complica- DUE TO {¢)
tion which caused death. | . OTHER SIGNIFICANT CONDITIONS ,
: - Conditions contributing to the death but not
related to the disease or condition cousing death.
19a. DATE OF OP'II::I%AI’J 19b. MAJOR FINDINGS OF QPERATION " 7 71 } ZD.IAUTO‘PSY?
' S/78 X ves ] wo i
21a. ACCIDENT (Bpecity) 21b. PLACEOF INJURY (e, inorsboat | 21c. {CITY, TOWN, CR TOWNSHIP) (COUNTY) (STATE)
SUICIDE, : home, tarm, factory, strwet, offios bldg.. et} ¢ "
HOMICIDE e . . .
21d. TIME (Motith}  (Duy) (Year) (Hourn 2le. INJURY OCCURRED 211. HOW DID INJURY OCCUR?
_ B .o WHILE AT NOT WHILE|
INJURY WORK AT WORK

alive on

! , 19

22. ] hereby certify iha! I attended the deceased from JL&ﬂ_, 1 9.%.3:, to ..H'_"LE, 19.53: that I last saw the deceazed
4. 18 - S, and that death oceurred 06_:% m., from the causes and on the date staled above.

{Degres or titls)

Mo,

23b. ADDRESS 2. DATE SIGNED

Woodla

g ' N—u%mw) S = L .
. lec I\A\‘IE OF CEMEI'ERY OR CREMAWRY 24d. LOCATION (Oh'.y. town.oroolmty) . {State)

Havt;i= Mo-

% FUHEﬂAL DIRECTOR' $ S8IGNATURE ADDRESS

Mo,

sburn Funeral Home, Wardell

on Reverse Side)




APR 22 1355

ﬁl : _h"\nr\

) COU Jn/ ”EALTH D n -
LU“JRTHOUS"’ _ PHOE:S TI-T;MT

pPR 26 1958

" STATEMENT BY LICENSED EMBALMER

s
R

I hereby certify that.the body whose name s recorded on the reverse side of this certificate was emb:

byme, or by ...coiiiiiiiiiiinins et e e eeeemmieiesiassessrmeesestasseenesartrenanen . Student Embalmer No,..........

Licensed Embalmer No. 6(/1

4 ‘ . P. O. Addrg_ssM-

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

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

T“ this hody is not embalmed, fact should be so stated above.

working under my personal supervision,.

Student ... i ciiiiisineaaan Signed....
Sighature of Student Enbsloer




