;p'_ H‘ullh . THE DIVISION OF HEA.L;’H OF MISSOURI 41826

c., & Weliare HLED NOV 2 1 1951 STANDARD CERTIFICATE OF DEATH STATE FILE NUMBER
. 5, Public
olth Service Reglsiraﬂon_ 9I_!1_|'If| No. . ..uh,H",,~3 I&rumary Roglsrronon Dlsrn:l No. _ 1003 e Raglstmr s No., 9384, —
Y. PLACE OF DEATH S T 2. USUAL RESIDENCE (Where deceased [ived. [f institution: Residence before
.5, 300 o. COUNTY - o STATE Missouri b COUNTY St FrafEsry
ev. 1-57 b. CEJTRY {If cutside gorporate limits, give TOWNSHIP anly) Inside Limits c. C[DTY Inside Limits
R .
T oM &t, Louis Yos [ o (] _TOWN Flat Biver baki ‘flb’& No ]
c. ngS_PLI.FIA{dE OF (LF NOT in hospital, give location) | Length of stay in 1b d. STREE'gs {If sutside, give location) Reside on Farm
Al ADDRE .
¥ Neiution Barnes Hospital 3/ 301 East Main St. Yes (J Ne (3
3. NAME OF DECEASED Firss Middla Last 4. DATE Month Day Year
(Type or print) OF
" . Robert Campbell Jr. DEATH  Qct,.6, 1957
5. SEX €| & COLOROR RACE| 7. MAR‘V@D% NEVER MARRIEDD 8. DATE OF BIRTH 9. AlcE. Lli.:d,;;:;; :ﬂr:}ans::m I:FI::DER 2:1:‘;15.
Male White wibOWED owvorceo[ 1| Jype 1, 1910 h7 l
10e- USUAL OCCUPATION (le- kind of wark dons | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE {Cirty and state or country} 12. CITIZEN OF WHAT COUNTRY?
dyring most of workipg n il ragir STRY . '
Undergrounc Machinys £ oseph Lead Bonne Terre, Mo. U.S.A.
13q. FATHER'S NAME . 13b. MOTHER'S MAIDEN NAME 14. NAME‘ OF H‘Uéﬂmq OR WIFE
Robert Lee S@gmpbell Sr, Dora Elizsbeth Aberle _ Upavailable
15. WAS DECEASED EVER IN U. 5. ARMED FORCES? 16. SOCIAL SECURITY NO.| 17. INFORMANT Address

Yoz, no, or nawn)] (1§ Ive wor or dates of servica)
frel ey o 1,98-03-3339 | Mr, Ralph Campbell, 101 E, Main, Flat River
18. CAUSE OF DEATH {Enter only one cause pegr line for (g}, (b}, and {c}.) T Mo INTERVAL BETWEEN
FART I. DEATH WAS CAUSED BY: . e ONSET AND DEATH
IMMEDIATE CAUSE (cii M, .
DUE TO (HJ;‘JW W&éﬁ g 1N j)
T e 1aer. ] DUE TO (W O_LM z ' /

PART li. QTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH hmﬂl ralated to the terminal dlssase condition given in PART | {g} 19. WAS ALTOPSY

ERFPRMED?

/ codiece M /s Es[¥ No[)
200. ACCI;AI SUICIDE. HOMICIDE Y OCGURRED. { nnluu'%fjﬂ?'r e 1oy Lo ol
j‘ p el ALncih

Conditions, if any,
which gava rise 1o }

above cause f(a),

0 0

20c. TIME OF Hour Month, Day, Yaear Ja a..‘(_. (el n’ pd
R RN e i

1).
d. INJURY OCCURRED 20f. PLACE OF INJURY {s. ,?,muruboulhome, 206, CITY, TOWN, OR TION 0 /
WHILE ATD NOT WHILE D farm, streat, office bldg., etc.)
WORK AT WORK 2 { A tln d

MEDICAL CERTIFICATION

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

21. | ottended the deceased from [ ond lost saw h * alive on

Death occurred ot /é ﬁ 2 t N\ m on the date stated cbove; and to the best of my knowledge, from the causes atated.
22¢. IGNATURE . tirls) . 22b. ADDRESS ) 72¢. DATE SIGNED
- sy % - S Foy W J%:J' J

730, BURIAL, CREMATION, | Z3b. DATE NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town, or county) (5tate}
REMOVAL ify) N . -

Doctor, coronar, etc. must use only standard nomenclature in item 18. No symptoms will be listed,

All diseoses in Part | must be causally related.

Removal 10-7-57 Bonne Terre Cemetery Bonne Terre, Ho.
24. FUNERAL DIRECTOR ADDRESS 25 DATthDgY LQBD7REG. 26.REGISTRAR’S SIGNATURE
Albert H. Hoppe 1700 l‘aashlngton. : ‘ %

{Licenssd Embclmer's Statemant on Reverss Side) / il
I m LT




to com ply with the above constitutes grounds for revocation of license).

STATEMENT BY LICENSED EMBALMER

X -
&

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

., Student Embatmer No. .........oooven....

by me, or by ......... i e s it eere et

working under my personal supervision.

.....

Licensed Embalmer No.....................
P. 0. Addres&%{..mm,«;.m

"Note: The above MUST-BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure

Student coveiivnviiii s Crrererirain e
Signature of Student Embalmer

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.

. . . ‘ .-
et : e




