pith,
blic
ice I F“-ED APR 8 ‘R_agisrrntior! District No. 383 Primary Rg?ish‘cﬁon DisrriF! ND'._..,,__..__S_Q_S_E _______ Ragisrmr'-sﬁl’i?_. _____ _‘{ __________
|
1. PLACE OF DEATH 2. USUAL RESIDENRCE (Where deceased lived. If institution: Rujdgm:g hefore
i . N . . b. COUN adp) sl
00 a. COUNTY Lawrence o STATE s esouri OUNTY 1 e Madrlc‘f%,p/
57 b. CITY (If outside corporate limits, give TOWNSHIP only) | Inside Limits . CITY laside Limits 7
OR Yos [} Mo Or . Yes[J Ne(J
0 Town  Mt. Vernon os ke TowN_ New Madrid b °
¢. FULL NAME OF (if NOT in hospital, give lecation) | Length of stey in 1b d. STR%EETSS {If outside, give locotion) Reaside on Farm
HOSPITAL OR . ADD
! INSTITUTION Moa State Sanatorium 303 days Yes[] No[]
3. (NTAME OF DE)CEASED Firs? Middle Last 4, DA;E Month Day Year
ype or print . o] .
Rattie Cole peati  April 2, 1948
5. 3SEX 6. COLOR OR RACE| 7. 8. DATE OF BIRTH 9. AGE (In yeors | F UNDER 1 YEAR| IF UNDER 24 HRS.
MARRIEE@NEVER MARRlEDD 8 last Epin:duy) Manths | Days Hours Min.
Female Negro wooweo[] / oworceo[ 1| June 10, 189k
0. USUAL OCCUPATION (Give kind of work dane | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (City and state or country) 12. CITIZEN OF WHAT COUNTRY?
durlng most of working life, even if retired) INDUSTRY /
Laborer -~ Housewifle Farm home Jackson, T_nnessee USA

All diseases in Part | must be causally related.

THE DIVISION OF HEALTH OF MISSOURI

58-010559

13a. FATHER'S NAME

Sam Brown

12b. MOTHER'S MAIDEN NAME

Sally Jackson

14. NAME OF HUSBAND OR WIFE

16, SOCHAL SECURITY NO.
none

15. WAS DECEASED EVER IR U. S. ARMED FORCES?
{Yes, no, or uskmvm)l {If yus, give wor or dotes of service)

17. INFORMANT

Addrass

San.records,Mo.State San.,Mt.Vernon, Mo,

18. CAUSE OF DEATH (Enter only one cause per tine for (a), (b}, and (c).}
PART L. DEATH WAS CAUSED BY: . .
Peritonitis

INTERVAL BETWEEN
ONSET AND DEATH

IMMEDIATE CAUSE (a)

ruptured asbdominal viscera (unspecified)

21. | attended the deceosed from . to

10:45 peme

Death occurred ot

w
=]
a
73
o
@
v
wr
E
<
;_J Conditions, if any, DUE TO (b)
> which gave rise 1o
[l obove covse (a),
% In?ting the ur;d-r- DUE TO (o)
o z ying couse losh <
E E PART Il. DTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related 1o the terminal dizeose conditlon glven in PART I {o) 19. gégé\ggggw
x B Tuberculosis, 9th dorsal vertebra & secondary paraplegia YES[ ] NO
E4 E Mo. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. {Enter nature of injury in PART | or PART Il of item 18.)
Z R
j ; 2c. TIME OF Hour Month, Day, Year
o s INJURY  am.
i &3 p.m.
o
% 20d. INJURY OCCURRED 20e. PLACE OF INJURY (e.g., inorabouthome,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
w WHILE ATD NOT WHILE | farm, factory, street, office bldg., etc.)
9 WORK AT WORK
6"h"57 h"' 2“58 and last sow her alive on LL—Z—E&

m on the date stated obove; and to the bast of my knowledge, from the couses stated.

22 GNATURE a  {Dagree or title) 22b. ADDRESS 22c. DATE SIGNED
) * Sw Q 0 - -
,( . clo by QU Mt. Vornon, Missouri }j-3-58
234. BURKAL, CREMATION, | 23b. DATE 23c. NAME OF CEMETERY OR CREMATORY 234. LOCATION [City, town, or county) {S1ate)
REMDVAL {Specily) -
Removal }i-3-58 New tadrid, Mo

ADDRESS

g :?AL DIRECT

25. DATE RECD. BY LOCAL REG.

l-3-58

24. REGISTRAR'S SIGNATURE
1

7 o o —

Embaimer’s 5
d 3

on Reverse Sida}

-



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 ..... )/I’LQ ........................................................................... «» Student Embalmer No. ......ccoceoe......

working under my personal supervision.

SEIARNL —vvveerreerresneennens e ssesssssessseesssenes Signed /{/M‘% - Bl e

Signature of Student Embalmer
Licensed Embalmer NOGZG?QI

"P. 0. Address }Kf‘% )

- Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure
to comply with the above constitutes 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.




