THE DIVISION OF HEALTH OF MISSOUR! e

10.48 I FILEI] AUG 31 1955 STANDARD CERTIFICATE OF DEATH - y SlLa!f Fllc Na.’:’......‘ ........... Diyvfonryrih 9 -
[ SIRTH NO. REG. DIST. NO. JI PRIMARY REG. DFST. 0S5 Registrar's No: 4,3 2
SL) I. PLACE OF DEATH 2. USUAL RESIDENCE (Where decoassd lved. H institution: resideces befors
a. COUNTY . STATE b. COUNTY adiclwion).
j Barry : Missouri- Barry
£y b. CéEY (I outside corpurate limits, write RURAL snd ziuh g:rAl;{ENGTH nl.?F <. ng - ” - d. Is Rexldence within llmits of
township) (In tbis place) a elly op incorporated. town?
g rown(Rural )ghell Knob 3 ToWN Shell Knob TR
8 d. FSS&PP‘II‘P‘:{LEOORF (If not in hospital or institution, give streot address or location} . AsDrfI;IREBS (¥ runal, give location) ‘S"d
5] INSTITUTION el O
3. NAME OF . (First b. (Middle ¢, (Lest
E DECEAseD Y ¢ ) (Last) 4 DATE  (Month) (Day) (Ye)
H (Typeor Print)  DEANNA POE DEATH Augr, 20, 1955
é 5. SEX 6. COLOR OR RACE § 7. MARRIED, NEVER MARRIED, Y. DATE OF BIRTH 9. AGE (Im yonrw| If unpER 1 veam 2] - v, UNCER 1 RS,
= WIDOWED, DIVORCED & cuy) Last birthday) Monlhl[ Days | Hours | Mig,
3 never married Aug,29, 1949 [ B |
2 10s. USUAL OCCUPATION (Givekindof werk | 10b. KIND OF BUSINESS OR IN- | 11, BIRTHPLACE 12. CITIZEN
41 dons dyring most of working lifo.u:mr;heth:d) DUSTRY (City end State or Foreign Country) g COUNTRY?FwHAT
el child Joplin, Migssouri USA
< 13a. FATHER'S NAME 13b. MOTHER'S MAIDEN MAME 14. NAME OF HUSBAND/OR WIFE
James Poe : 4 Cleo Hull [ = __npnong
&)
% 15. WAS DECEASED EVER IN UJ.5. ARMED FORCES? | 16. SOCIAL SECURITY | 17. INFORMANT'S SIGNATURE OR NAME ADDRESS
= (Yee, no, or unknowa) (Il yea, wive war or dates of sorvice) NO.
= no no Mrs. James Pog—Shgll Knob, Missour)
! 8. CAUSE OF DEATH MEDICA ERTIFICATION mgggilig%ﬁg
¥ || Enteronly onecausoper | 1. DISEASE OR CONDITION i - :
Z | tinefor (e, by, and (e | DVRECTLY LEADING TO DEATH @ - Y B Py,
g *This does nol mean ANTECEDENT CAUSE d.
- the mode of dying, such | Morbid conditions, if any, gicing DUE TO (b) .
,.1 a2 heari failure, asthenfn, | rise to the above cause (a) stating
= ete. It means the dig- | the underlying cause lost. DUE 70 (@
care, inpury, or complico- c. —
| S tion which cavaed decth. | 1. OTHER SIGNIFICANT CONDITIONS Vo 4K 74
= : Conditions confributing fo the death bud not Tyr
94 redated Lo the disease or condition causing dealh. .(I 7
s 19a2. DATE OF OPERA- | 19b, MAJOR FINDINGS OF OPERATION ’ . 20. AUTOPSY?
iz TION
= bt 765 D NO D
o ||21a AccIDENT (Bpacity) 21b. PLAGE OF INJURY (e.5.. lnorabost | 21c. . . (cQUNTYT™ (STATE)
h SeSiaE . - homs, larmeyfactory, sireet, office blde..ea.) '
) . HOMIGHEE PR
g 21d. TIME (Month} (Day} (Year) (Houn) 2le. INJURY OCCURRED | 21, HOW DID INJURY OCCUR?
.o OF ‘ . WHILE AT NOT WHILE :
:l INJURY- e | Twork AT WORK
? 22, I hereby certify that I attended the deceased from 2 IQ..LI lo EJ 1939, that I last saw the deceased
= alive on , 1997% and that death oécurbed at 2 P, m., from the ‘causes aud on the dale stated above.
3 [[23. SIGNATURE {Degree or titley”)} 230 ADDRESS 2. DATE SIGNED
N\ 3 - -
&) , M , % 29~y
E BURIAL, CREMA- | 24b, DATE 24c. NAME OF CEMETERY OR CREMATORY 244d. LOdTlON'(Olty. town, or county) (Btate)
= TION REMOVAL (Specity) ; .
5 |_Burial 8-23-1955 | . Oak Hill Cemetemr Casgville, Missour) .
DATE REC'D BY LO%AGL REGISTRAR'S SIGNATUR ADDRESS
0-a7- 55 |fhurs I} - M




BARRY COUNTY HEALTH UNTT _ ) s
" CASSVILLE, Mo, '

NO___ Fss-32 p

DATEREC. & -7 44"

& ’
]

STATEMENT BY LICENSED EMBALMER

I hereby ‘certi.fy that the body whose name is recorded on the reverse side of this certificate was emb

by Me, OF By ..ottt teniraretratreasaetesr et eaanen taaaens » Student Embalmer No...........

working under my personal supervision..

-1 VY- 13 ) S5 SO WP Signed?./
ﬁgnuu of Student E-lnlnr

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

If embalmed by a STUDENT, he alsc shall sign in his OWN handwr:tlng

T* this body is not embalmed, fact should be so stated above. -

L3




