o sympfams wi

nomentlature in item

Doctor, coroner, etc. must use only standar

£

diseases in Part | must be casually related. Coroner cannot certify to o death due to natural causes.

o0
o~d

USE'ONLY BLACK INK OR RiBBON TYPEWRITE IF POSSIBLE

THE DIVISION OF HEALTH OF MISSOURI

Ragistration Distriet Neo, (/l’anmnry Registrotion District Noo oo b Ragistrar's No. ! Mo .
1. PLACE OF DEATH 2. USUAL RESIDENCE (Whers deceased lived, If institution: Residence before
a. COUNTY Bytler a. STATE MiSSOLII'i‘ b, COUNTY Butl“ dmission)
b. CCI‘LY (if cutside corporate limits, give TOWNSHIP only) | Inside Limits <. CITY o /,2‘/ Inside Limits
toww Poplar Bluff YedD MNoD Towm Poplar Bluff s YoE Non
e. FULL NAME OF (If NOT inhospital, givelocation)|Length of stay in 1b . i
HOSPITAL OR d. STREET tside, give lacotion) Reside on Farm
wstiution 2221 N.Grand St{. 10 yrs| aporess 521 No ﬁran s-t . YosO  Nodr
3. NAME OF First Middle Lest 4. DATE Month Day Year
DECEASED o
CType 7 print) BERTRAM. TAYT,OR b 2w10-1957
5. SEX 6. COLOR OR RACE 7. marrieo [ never marrigdD)| 8 OATE oF BIRTH 9. AGE (In years | I UNDER | YEAR |iF UNDER 24 MRS.
. last birthday) [Monthe | Daye | Hours | AMin.
Male White | wipowen { ] A oivorcep [ 8-24-1878 ]

-110a. USUAL OCCUPATION {Give kind of work done

104, KIND OF BUSINESS OR INDUSTRY

H. BIRTHPLACE (City and atate or comiry) 12. CITIZEN OF WHAT COUNTRY?

(Yes, no. or unknown) | {1/ yre. give war or dates of servicr)

o gpe

dur!n_g mott of uT‘qking fife, eoen if retired) . ’
Retired farmer Agriculture DwiWitt Co, Illinois USA
13. FATHER'S NAME i4. MOTHER'S MAIDEN NAME
Unknown Unknown
15. WAS DECEASED EVER IN U, S. ARMED FORCES? 16. SOCIAL SECURITY NO,[17. INFORMANT Address

ma:Zurhorst. Poplar Bluff 1

18. CAUSE OF DEATH |Enler only one cause per ling for (u) (b}, and (c}.]
PART I, DEATH WAS CAUSED BY;
IMMEDIATE CAUSE (a) -

Conditiona, if any,
which gaoe rize to
¢ above couse (00,
" #Hating the under-
Iping cause laal.

DUE TO (b} _

DUE TO (o)

INTERVAL BETWEEMN
ONSET AND PEATH
-

17

F . - : e
O "+ PART II. OTHER SIGNIFICANT CONOITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I{r) T - [, WAS AUTOPSY
= PERFORMED?
< -
© E e it et I / f\)‘% ves{] wofg
£ | %a. AccioEnT SUICIDE HOMICIDE | 20b. #ESCRIBE HOW INJURY OCCURRED. (Enfer nature'of injury in Part for Part 1T of iem’18) " e
+d O 0
& a & 2 |
é 20c, TIME OF: Hour  Month, Day, Year |- . .\
3 JANJURY © a.m. - et e
=) p.m. . . . - i . -
ad
|} = | 20¢. INJURY OCCURRED 20e. FLACE OF INJURY {e. ¢., in or chotd home, | 20f. CITY, TOWN, OR LOCATION COUNTY STATE
‘WHILE AT NOT WHILE ' O Sfarm, factory, street, office bldg., elc.)
WORK AT WORK
- * a—
21. I atrended the deceased from m to Mﬂnd iaat saw :':; alive on
Death occurred at _—3_:_0_0_3_._ m on the date

' 2 " {Degree or title} e

stated above; and to the best of my knowlod"e from the causes stated.
225."ADDRESS : 22, DATE SIGKED
MO - )

]

) -v_ - MD

23b. DATE

23¢. "NAME OF CEMETERY OR CREMATORY

Poplar Bluff, /! 57ehs,
ity, town_ or county)

23d. LOCATION ( (State) [4

Greer Croy & Fitch,, Poplar Bluff), M

B 81 |2-13-1987 ' |City Cemetéry Poplar Pluff, Mo.
24. FUNERAL DIRECTOR * ADDRESS 25, DATE RECD.

e

{Licensed Embalmer’s Statement o:Taner.Io Side)

Gl TR




RECEIVED

FEB 18 1957
BUTLER CO. HEALTH CENTER

ALE No._.. . ————er

7‘- -
RS : ) . STATEMENT BY LICENSED.EMBALMER
Iﬁereby .certif’y that the body whose namé is reco:;ded on the reverse side of this certificate was e
by me, or by .............. et rrerrsrrnrrerraivaannn ceieaeaes e Creereeene, b . Student Embalmer No........

working under my pe rsonal supervision..

SEUAEIE vt eeeeerseeesneeeaeseenenezesesa seneneeeans S:gnedé..d.m\‘* 77 } 4/% ..........

Signature of Studeat Embalmer
Lxcensed Embalrner No?/\’

P. O. Add W-W

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in h:s OWN HANDWRITING. (
- to comply with the above const:tutes grounds for revocation of license).

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

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




