alth,
felfare
blie
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Coroner cannat certify 10 o death due te natural causes.

-

oo

USE‘.ONLY BLACK INK OR RIBBON TYPEWRITE iF POSSIBLE

{iscases in Fart | muat be casually reloted,

e

ITAE AYIJIUIN VD TIEAL 11 VI U2 R

STANDARD CERTIFICATE OF DEATH ez

FILED OCT 14 1957

Registration Distriet No. .o.vre. 8 é ........... Primory Registration District No..

34009

STATE FILE NUMBER

3 OLO.. . Regswars Noﬁl)_..k

1. PLACE OF DEATH - 2, USUAL RESIDENCE (Where deceosod lived. If institution: Rgudunj. b
o COUNTY Cape Gjirardeau o STATE  Missouri® ©UNTY  (Gape 'm
b. CITY {If ouiside carporate limits, give TOWNSHIP only}| Inside Limits c. CITY / 6@“1, Limits
0 O | No 1 OR Jackson Mo. R 2
TOWN Cape Girardeau b A TOWN Oe et Nt
c. Egls.’g.rl’::l}:\gofz (H NOT inhospital, givelocation) Lnnglh of stay in 1b 4 STREET {1 outside, give logation) Reside on Farm
INSTITUTION i davy ADDRESS None YorD HNoD
3. NAME OF Firgt ’ Middle Last 4. DATE Month Day Year
DTECEASID‘ OFTH N
(Tvpe or prind Dorthy Helen Davenport AT 0ct 2 1967
5. SEX 6. COLOR OR RACE 7. marriEDE] NEVER MARRIED [ ]] 8- DATE OF BIRTH 9. AGE {In pears | IF UNDER 1 $EXR JIF UNDER 24 HAS,
{ g test Birthday) [afonthe | Dase | Howrs | Min.
FemaJe White winowep [ worcen ()] AUZ l{- 1931 26 1 {»8
-110a. USUAL OCCUPATION {Give kind of work done | 106. KIND OF BUSINESS OR INDUSTRY | 11, BIRTHPLACE (City and state or country) 12, CITIZEN OF WHAT COUNTRY?
during most of working life, even if retired) .
Housewi Nonse %ﬁphtﬂAnk j/ +S.A
13. FATHER'S NAME 14. MoT| MAIDEN NAME
George Glasscock Cora Williams
15. WAS DECEASED EVER IN U, 5. ARMED FORCES? 16, SOCIAL SECURITY NO.|17. INFORMANT Address
(Yes. no. or unknown) } {1 ura. give war or doles of seraiee)
ne no M Mr Lloyd Davenpart .Jackson Mo

i

18. CAUSE OF DEATH [Enter only one cause pér line for {(a), (b). and {c) ]
PART 1, DEATH WAS CAUSED BY:
IMMEDIATE CAUSE (a) -

Conditions, if any,
whick gare rise fo

vk 10 %M%Jm 4?4\41

INTERVAL BETWEEN
ONSET AND DEATH

_‘Cdkjruﬁ_

MEDICAL CERTIFICATION

abore cause (0).
stating he under-
e~ Iping cause lost. DUE TO (€] 2 ?’
PART fl. OTHER SIGHIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TH‘HE r:i(mrul. DiseAE CoNDITIN GIVEN (N PART 1{n) 139, xn:‘SFé\g:‘CEJES:Y
M 0 é / X | vesDO nolT
20a. ACCIDENT SUICIDE HOMICIDE | 206, DESCRIBE HOW INJURY OCCURRED, (Enier nature of injury in Part or Part If of item 18.) N
O O O
20¢. TIME OF  Ilour  Month, Day, Year |
INJURY e m.
p.om.
20d. INJURY OCCURRED 20¢. PLACE OF INJURY (e. 0., in or ahout home, | 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT NOT WHILE O farm, factory, street, office tédg., etc.)
WORK AT WORK
2. J attended the deceased from Z- 2 9 —57 , to lo- 2 —x 2 and last saw Ih'" alive on —~ =3
Death occurred at S_7oa m on the date stated above; and to the hest of my knowledge, from the causes stated.

22a.- ilGNATUIt a {Degree or rmc)

22¢, DATE SIGNED

(9.4 -y

225, AERESS !
Fi

Brinkopf Howell Cape Gir. Mo,

23a. BURIAL, cnsmnon\. 23 OATE 2'5: NAME OF CEMETERY on CREMATORY z]% LOCATION (City, fowrn. or counfy) { State)
REMOVAL ( Specify .
Thinial OCt-' b 1q 7 N\WAJ——‘A—"' ape Girardeau P"O.

24. FUREHAL BIRECTOR ADDRESS 25. DATE RECD, BY LOCAL REG 26. PEGISTRPR'S SIGYATURE

[0~ /FS ) {p.

{Licensed Embalmer’s Statemant on Reverse

Ade)



- Lt e - . ';.;
s STATEMENT BY LICENSED EMBALMER

v v ‘- *

I‘hereb-y certify that the b_ody;whose name is recorded on the reverse side of this certificate was er

by me, or by .....coviiiann. e i iateaereeeaaaaan—.. e veeemeeeeeeaeeaaaaa. ., Student Embalmer No........

working under my personal supervision.. .

44

Student ...l Slgned ..... 40% ...... E‘ .. ‘ ...................

Signature of Student Embalmer

Licensed Embalmer No..éq

o | W e . PO.Address@ ......... b‘*

Note: The above MUST BE.SIGNED BY THE LICENSED EMBALMER in hlS OWN HANDWR TING. |
‘to comply with thé above constitutes grounds for revocation of license), ...~ . .

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

LU this body is not embalmed, fact should'be so stated* above. S o




