. No. 300
., 10.48

FLED FEB 25 1957

BIRTH NO.

THE DIVISION OF HEALTH OF MISSOURI
STANDARD CERTIFICATE OF DEATH SHate File Noo v -

33 3 PRI;MRY REG. DIST. NO-_M_. Regisirar'y Na..J...d.................-.

REG. DIST. NO.

2/"/5‘4-7 REG.

~D
{\a

REGISTRAR® SglGNA’I’URE

/4

f. PLACE OF DEATH 2. USUAL RESIDENCE (Wbere decoased livad. Il [nsthwtion: residenes befors
a. COUNTY e. STATE . . b. COUNTY adnission).
Scott Missouri Stoddard
b. CITY (I outeide Uimits, write RORAL and . LENGTH OF c. CITY
OR ws . kmm'_;u . rlte ‘ :-:Mp) CSI‘AY {in thia place) OR , 0,}0 me@ﬂ#
TOWN 1Keston Davs TOWN Bell City - o « &
g d. FHOL}.;.P!;I_'{\ME OF (If not in hospltal or institution, glve strect nddress or loea.ﬂon) . 'ASDT[?REEEE.TS (1! rural, glve location)
L f/' 'Ngr'TUT'ON Mo, Delta Communitv Hospital Route #l
ﬁ 3DNECE:E\:S%'B a. (Flrst) b. (Middle) e, (Last) , 4. DATE (Month)  (Dey) (Year)
F { Type or Print} J ames Robert Warfield DEATH 2 12 1957
?} 5. SEX 6. COLOR OR RACE | 7. MAD%%IJEB gﬁggcrgsnmao , 8. DATE OF BIRTH B.I;A.GIEIhg:m;n o bwoce 4 Ok | F Uotn 4 HEs,
{Bpecily t ¥, 1 Hours | Min,
5' Male { Negro 2| Widowed =< 9-18-1888 T2 |
P | A gtz | 9% 0D OF SUNGSS QR | T BIRTIPLICE sy s o s i | o EELSFWHAT
& Farmer Farming Natchez, Mississippi
< 13a. FATHER'S NAME {3b. MOTHER'S MAIDEN NAME 14. NAME OF MUSBAND OR wiFE
a Walter Warfield Mary Liza Weoods Egtella Jove
[ I5. WAS DECEASED EVER IN U.5. ARMED FORCES? | 16. SOCIAL SECURITY | 17. INFORMANT'S SIGNATURE OR NAME ADDRESS
- (YM.N.or unknowo) | (I yeu, xlve '60' dstes of service} N . .
= Q 0 Mary Frederick, Sikeston, Mo,
] 18, CAUSE OF GEATH ‘ MEDICAL CERTIFICATION . ‘gﬁés‘r’m%"
14 || Enteronly onecauseper | £ DISEASE OR CONDITION _ N
Z || 1ine tor (a), (o), and (¢ | PIRECTLY LEADINGTO DEATH® (5 UNWKNow N Be
] *This does nol mean ANTECEDENT CAUSES
° the mode of dying, such | Morbie conditions, if any, giving DUE TO (b}
3 a8 heart failure, asthenia, rize to the above cause (o) stating
e ete. It means the dix the underlying cause last.
i BUE TO (¢) .
case, infury, or -
g tion which caused death. | 1. OTHER SIGNIFICANT CONDITIONS Vi, UDrcm ,"'2; 3. Anamia 54 ayys
= " Conditions contributing to the death but ot or . ‘
a related to the disease or condilion cansing death, R - 9 AUN O.c , HeMengTe? 3dacs
N 19a. DATE OF OP_IEJR(‘JFE 196, MAJOR FINDINGS OF OPERATION ) 20. AUTOPSY?
7 273X | w wl®
21a. ACCIDENT (Bpecity) 21b. PLACEOF INJURY (s.x..lnorabout | 21c. (CITY. TOWN, OR TOWNSHIP) (COUNTY) (STATE) _o_
S a%lﬁ{gFDE . *1 bome, farm, fagtory, strest, offies bldg..at0.} :
g 21d. TIME (Month) (Dar) (Year) (Houre) . 2le. INJURY OCCURRED | 2if. HOW DID INJURY OCCUR?
. WHILEAT[—] NOTWHILE
J‘ INJURY m. WORK AT WORK
. ; 2. I hereby certify that I attended the deceased from 2 g , 18 57, to_ 2 =12 _ 1957 that I last saw the deceased
ﬁ aliveon ~ 2~ ‘2 19 &7 and that death occurred alof (5 /% m., from the couses and on the date stated above.
E 2. SIGNATURE . (Degreo or title) | 23b. ADDRESS , 23c. DATE SIGNED
: L. F g P Sikeston, Mo. Q ~13-57
E %4& ngh;g‘hLCREMA- 24b. DATE 24c. NAME OF CEM?RY OR CREMATORY 24d. I.OC-ATION (City, kown, or county) (Btate)
4 ) __, f ¢ . A ?
DATE REC'D BY LOCAL /4 . FUNERAR DIRECIPR' 8 slléumat ADDRESS C




360TT €0. H

PATE RECEIVED FEB 18 1957 ' | DATE RECEIVED

SCOTT CO. HEALTH DEPT.

0. FILE N, &Z—’_’ll_(_

€0. FILE No. __|

)

' STATEMENT BY LICENSED EMBALMER

.

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

byme, or by ._..civiuaiiinnnnnas ST s eeemraseeeoeeeeeeataeeaaraenears cneran- . Student Embalmer No....eeeeeeene

working under my personal supervision..

Student...cceerersnnn..: TN S Signed. ;/[(/

Signature of Smdnt Embelmer

-Licensed Embalmer No«ﬁ/é

P. O. Address 3 4 /:

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

If embalmed by a STUDENT, he also shall siga in his OWN handwrttmg.

1€ this body is not embalmed, fact should be so stated above, - - S

. ” ‘.
(Y s ] * = . . _‘_‘-‘ S




