THE DIVISION OF HEALTH OF MISSOURI

........... 58=006159 . .

{ealth,
Welfare HLED MAR 5 - 1958 STANDARD CER""(AT! OF DEATH STATE FILE NUMBER
*ublic
Service I Rugls#mﬂcn District No. .._..-.._.j S S’_ ...... Primary Reglstmnon Dlsl‘rl:' Na., %.Zy_ . Regis'rdr'”‘_& _______ .3_? ______
. K
~1. PLACE OF DEATH 2. USUAL RESIDENCE {Whers deceased lived. If institution: Residence befores
a. COUNTY Ja B'peI‘ STATE I{i ssouri b. COUNTY J aspﬂg'f.“wﬂ)/
b. CITY (If ouiside corporate limits, give TOWNSHIP only) Inside Limits c. ClOTY Inside Limits
ok Carterville Yos I o [ o Carterville Yerl] wo[]
c. FULL NAME OF (lf NOT in hospital, give location) | Length of stay in 1b d. STREET {If outside, give location) Reside on F
OSPI
HIAR 140 E. Maln St. wotes 140 E. Malh ST | vy b
?ITAME OF DE?EASED First Middle Last 4. DATE Month Day Yeor
t QF
YPe orerin Lillian Edith Stuart peat Feb., 20 1958
SEX 6. COLOR OR RACE I.MARF"EDD NEVER MARRIED] ] 8. DATE OF BIRTH 9, AEE i"n';::;; I::{‘I;{I‘D.ERgLEAR I:‘::DER 2:{::{5.
Female White wIDOWED [ oivorce ]} Sept., 4, 1896 6’1 5 [ 16 I
I 10a. USUAL QCCUPATION (Give kind of wark done | 10b. KIND QF BUSINESS OR 11. BIRTHPLACE (City and state or cauntry) 12. CITIZEN OF WHAT COQUNTRY?
during most of ing lifa, wven if retired) INDUSTRY
Housewite Webb City, Mo USA
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF H,U$EAND OR WIFE
Unknown Unknown Divorced
15. WAS DECEASED EVER IN . §, ARMED FORCES?Y 16. SOCIAL SECURITY NO. . INF RMANT d
{Yes, no, or unknqwﬂ)| (I yas, give war or detes of service) ar‘ Tﬁe Bpaly %3& rE’ au%hert'y St b
No ' rtervilisd, Mo,
186, CAUSE OF DEATH (Enter only one cause per line for {a), {b), end {c}.) INTERYAL BETWEEM

PART I.
IMMEDIATE CAUSE (a)

DEATH WAS CAUSED BY:

AT

bl cadiay Mdm‘wM wﬁf,wfﬁf? ‘g%_,:‘

Canditions, if any, PUE TO‘ (b) d
which gove rise to N "
ko {a), ) w

e e ke } Prvrs pany ebom el

lying couss last. DUE TO {c) £ 4

PART Il."OTHER SIGNIFICANT CONDITIONS CONTRIBUTING &0 DEATH but not refated to the nrn{‘ml disease condition given in PART | {a) 19. WAS AUTOPSY
q‘ 1 ? PERFORMED?

YL | ves{T ngL)

20a. ACCIDENT SUICIDE HOMICIDE

20b. DESCRIBE HOW INJURY QCCURRED. (Enter nature of injury in PART I or PART Il of item 18.)

MEDICAL CERTIFICATION

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE
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O 0O O | lwewmdin eppet g 8 K0 Berpisn WE lrtt 62 Moo

o 2c. TIME OF Hour Month, Day, Yeor ' T

3 INJURY a.m. W <

E p.m.

E 20d. INJURY OCCURRED 20e. PLACE OF INJURY (e.g., inor cbout home,| 20f. CITY, l‘i’QWN, OR LOCATIEN COUNTY STATE
- WHILE AT NOT WHILE O form, factory, street, office bldg., etc.}

g WORK L) AT wORK

E 21. | attended the deceased from M M/f/ WM last saw h " alive on

5 Death occurred ot m on the dute stoted above; ond to the best of my knowledge, from the couses stoted.

® -

- 220. S|GNATURE {Degree or title} b. ADDRESS 22c. DATE SIGNED
= .-XAMJ/)‘.W M.D gt Nat'l Bank Bldﬁ. 8
2 : e Joplin, Mo, 2=22-5

23a. BURIAL, CREMATION,| 23b. DATE 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town, &r county) {5tate)
REMOVAL (Specify)
Burial {2-24-58 Carterville Cemetery | Carterville, Mo.

2. FUNERAL DIRECTOR

John B&O%AE?%V :S&'noson Mortuary

2-24-58

25. DATE RECD. BY LOCAL REG.

26. REGISTRAR'S SIGNATURE

Lo, Ita doliine n
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censed Embalmer’'s Statement on Reverse Side}
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STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed
—
by me, or by

------------------------------------------------------------------------------------------

.» Student Embalmer No. ..._.........c..ee.
working under my personal supervision

Student

Signature of Student Embalmer

Licensed Embalmer No. %)%ﬁ

P. 0. AddresM@/}’«A
Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Faxlure
to comply with the above constitutes grounds for revocation of license).

.If embalmed by a STUDENT, he alsc shall sign in his OWN handwriting
If this body is not embalmed, fact should be so stated above
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