No. 300
10.42

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

b S

P

THE DIVISION OF HEALTH OF MISSOURI
STANDARD CERTIFICATE OF DEATH

iEE. DIST. NO. 8 2‘ PRIMARY REG. DIST. MM Registrar's No 3 g

FILED MAR 26 1956

BIRTH NO.

8551

SR

State File No...

1. PLACE OF DEATH
a. COUNTY Coo per

2. USUAL RESIDENCE (Wbers d
a. STATE  Missourl

d lved, If 1 H

befors
b. COUNTY Cooper aductudon).

b. CI1F’!Y (X! cutelds eorpurste Umits, write RURAL and give c. LENGTH OF
TOWN B 0 OI].V i 1 1 e tawnubip)y STH {in thls place)

c.CBF;{ dhmummu‘
Town Boonville "W e i

d. FULL NAME OF (It nos in hospital or Institution, xive strest sddress or lu-dnn)

o2 0

ROSPITAL OR TR (I ronl, give locatlon)
weriTurion St, Josekn Hospifal ADDRESS 223 East Spring St,
3. NAME OF o, (FIrst) b, (Middlp) o. (Last) 7 DATE Month)
DECEASED y) _(Yeap)
ThoeASED  Jesse Alvin Newkirk, of MaPcH’ 177 5%
5, SEX {] 6. COLOR OR RACE | 7. MARRIED. NEVER MARRIED./ | 8 DATE OF BIRTH 5, AGE (II;:;;N o wooy | T | v oot u
- 3 B; o Da; urs .
Male White MARPEG JVORCED eoeth oy 41 1879 ] BT |Mostia) P [ Toun | 24ls
10a. USUAL OCCUPATION (Ghekiad of work | 10b. KIND OF BUSINESS OR IN- | 11. BIRTHPLACE v (T 12, CITIZEN OF WHAT
8 of el po (City and State or Foreige C:mal.ry}
oo R YR portice s vvea it i Ovm farm °°™ | Missouri, TRY?

138, FATHER'S NAME 13b. MOTHER'S MAIDEN

James David Newkirk

15. WAS DECEASED EVER IN U.S. ARMED FORCES?

Susan Smith

14. NAME OF HUSBAND'OR WIFE

Bessie Crawford Newkilrk,
17. INFORMANT' S SIGNATURE OR NAME ADDRESS

NAME

(Yes. 0o, 07 E?kanwn) (51 yoa, xive war or dates of service}

16. SOCIAL SECURITY
NO.

Mrg, Jegse A, Newkirk Boonyille., Mo

. Enter anly onacause per

18. .CAUSE OF DEATH
Y 1. DISEASE OR CONDITION

. MEDICAL CERTIFICATION

INTERVAL BEI‘WEEH

(}KSEI'ANDEA

lne for {8}, (1), and (&) DIRECTLY LEADING TO DEMH'(F)

“This does mot meen | ANTECEDENT CAUSES

the mode of dying, such | Morbid conditions, if any, gidua DUE TO (b)

ar heart fflure, asthenia, | rise fo the aboee eause (a) stating
de. It means the di. | . the underlying cauae last. R s Iy . i
ease, infury, or complica- BUE TO {c)
tion which caused death. | 1. OTHER SIGNIFICANT CONDITIONS MM - S e (
o | - Conditions contributing to the death but not L‘,Qe_(,\ .
related 10 the disease of condition catzing death, Ylowa
19a. DATE OF OP_F]RA- 19b. MAJOR FINDINGS OF OPERATION - . ﬂ AUTOPSY?
Wt 5220 | ww
2ia. ACCIDENT (Bpeclily} ,° 21b. PLACE OF INJURY (o4-. Inorabout | 21¢. (CITY, TOWN. OR TOWNSHIP) (COUNTY) (STATE)
SUICIDE . - home, Iarm. {actory, sizeet. office bldg., e30.)
HOMICIDE
21d, TIME (Mogth) (Day) (Year) (Houn 2le, INJURY OCCURRED | 21f. HOW DID INJURY OCCUR?
WHILEAT ™) NOT WHILE
* INJURY = | “work AT WORK
rd
2z I hercby cerlify that I attended the deceased from mﬂ to M-_}_L, 19._2@, that I last sow the deceased
" alive oft 19_b_ and that death occurred at ”_.Lb_ﬂ ., Jrom the causes and on the dale slated above.

2, SIGNmé W

{Degres ot mle)c_1 23b. AEDRES

&c. DATE SIGNED

3.20-56

BUER 16\‘}. CREMA- | 24b. DATE
{Bpeclly)
FYRY @ Maprch 20",

ch l\AME OF CEMETERY OR CREMATORY
956 Walnut Grove Church Cem, Cooper County. Mo.

24d. LOCATION {Oity, town, or eonn!.y) (State)

DATE/EC }Y él.%%AGL REGIW

25. FUMERAL DIRECTOR" 8 SIGNATURE

Goodmen & Boller,

ADORESS

Boonville, lo,

jicensed Embalmer’s Staternenit on Reverse Side) '\




v —

STATEMENT BY LICENSED EMBALMER

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

DY IMNE, OF DY it iiaees ettt r ey s ese s e n st s e e , Student Embalmer No..........

working under my personal supervision..

SEUAEN e vnnneenesyeocaeennnear e coaecrsnnnnrans Signed,/.z % g@%’-/ ..................

Signeture of Student Embslmer
Licensed Embalmer No.ﬁ.@.t

P. O. Addresa&-ﬂ.-u.aa

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 also shall sign in his OWN handwriting.

T4 this body is not embalmed, fact should be so stated above, :



