THE DIVISION OF HEALTH OF MISSOURI 7239 - ¥

| FLED MAR 2 jo53  STANDARD CERTIFICATE OF DEATH sﬁﬁ, -010'737

BIRTH NO. REG. DIST. NO. _L lL — PRIMARY REG. DIST. NO. i}_ﬁ-‘i Registrar's No...._i..:...é:.j{_,,,_.,_

1. PLACE OF DEATH 2. USUAL RESIDENCE (Where decossed lived. If instltution: reeidence befors
a. COUNTY a. STATE b. COUNTY adinissipn),
Mllier ¥ asouri Miller n¢ 6o
b. CITY (1t outsid limita, writa RURAL »ad gi ¢. LENGTH OF ¢. CITY .
outeids corpumte Homita * l:":h!p) STAY (in this plaes) OR . ?«‘??ﬂ?‘“ inmmﬂ:h e, O
TowN  Tuscumbia hours TOWN Rugene =R W4
d. FULL NAME OF [If nict in hospital or instivution, give sirect address or Jocation) F1 STREET (i rural, give location}
HOSPITAL - ADDRESS
INETI'!TUT]ON ta RFD #1
3. NAME OF a. (Flrst) b. {Middle) c. (Last)
DECEASED

4, Dgl[_'E (Montb} (Day) (Year)

DEATH lhrch ]] 1955

{ Type ot Print) JOY L

22. I hereby cerfify tha auended the deceased from 3- ]J"'SB , 19 to 3"11‘58 , 19 , that I last saw the deceased
FIy {ok
alive on , and thal death occurred al _i:Qle., from the causes and on the date slated above.

23a. SM é { (Degree or title) | 23b. ADDRESS
- Y é D.O. g—J I!!as:”mhia

24a, BURIAL. CREMA- | 24b. DATE 24c. NAME OF CEMETERY OR CREMATORY 24d. LOCATION (City, town, or county) (Etnte)
Tl .

Bfte= | 3-12~58 1| Apesatina
DATE REC'D BY LOCAL REGlSTRAWlGNATURE

3 20-59%«3

23c. DATE SIGNED
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é 5. SEX 6. COLOR OR RACE | 7. MARRIED, NEVER MARRIED, 8. DATE OF BIRTH 9. AGE (In yesrs| ¥ uvDER 1 vEAR | F UnDER I Hmy,
> f / WIDOWED, DIVORCED (8pecity) Laat birthday) Momhl' Days | Hours { Mia,
emale caucasian single Mareh_11, 1958 3_L6
; 10a. USUAL OCCUPATION (Givekindofwork | 10b, KIND OF BUSINESS OR IN- | 11. BIRTHPLACE . 12, CITIZEN OF W
g done during st of workls o wven if cattred) | - DUSTRY . (City and State or Foreign c"“?/""’ couu'my? HAT
& || _newborn infant Tuscumbia, Higewmd Missouri | [SA
< 13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14, NAME OF HUSBAND OR ¥IFE
w f-Johnnie J, Stark _ Jﬁ.‘l.dLM._Hag_e nope
[ 15. WAS DECEASED EVER IN U.S. ARMED FOQRCES? | 16. SOCIAL SECURLOY 17. INFORMANT'S SIGNATURE OR NAME ADDRESS
[% ¢ aruaknown) | {1f yes, xlve war or dates of service) ,
~ ‘Y6 none Hilda M, Stark, Bugene, Missouri
l 18. CAUSE OF DEATH MEDICAL CERTIFICATION Ig:szg}rﬁmm
i || Enteronly onecanseper | 1. DISEASE OR CONDITION hg H
2. {[ e or (), (b, and (@) | PIRECTLY LEADING TO DEATH"(5) Atelectasis 3 hr min
5 *This does not mean | ANTECEDENT CAUSES
- the mode of dying, such | Morbid conditions, if any, giving DUE TO (B)
- as heart faflure, asthenig, | Tise to the above cause (a) stating
=) etc. It means the dis- the underlying cause last.
o eare, infury, or complita- DUE TO ()
P tion which caused death, | 1. OTHER SIGNIFICANT CONDITIONS
— Conditions contributing to the death bul not
'Qti related to the disease or condition causing death.
] 19a. DATE OF OP"II::EJA[‘{. 19h. MAJOR FINDINGS OF OPERATION 20. AUTOPSY?
7
z 1650 | v w0
- 2ia. ACCIDENT (Bpecity) 21b. PLACEOF INJURY (e.x..inorabout | 2lc. (CITY, TOWN, OR TOWNSHIP) (COUNTY) (STATE)
g 'S‘IlgﬁlglEDE bome, {arm, factory, sireel, offios bldg., et0.)
—
g 214. TIME {Month) (Day) (Year) (Hogr) 21e. INJURY QCCURRED | 2¥f. HOW DID INJURY OCCUR?
oF WHILE AT[—] NOT WHILE
J. INJURY WORK AT WORK
h)
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RECETVED

MAR 2158

Bter Counly
Beaith Departracst

STATEMENT BY LICENSED EMBALMER

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

by M, OF DY .ottt iititit it ettt i arasaa e meonamctantess s na- . ' Stude:it Embalmer No.............
working under my personal supervision..
Student...oooo e aaeaie Signed. ..t ts e seeas e
N Signature of Student Embalmer
Licensed Embalmer No.............
P. O, Address ... ......ccoeevuen....

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

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

7 this body is not embalmed, fact should be so stated above.



