No. 300
10.48

WRITE PLAINLY—USING UNFADING BLACK INE—MAKE A PERMANENT RECORD <

FILED APR 3 1958

THE DIVISION OF HEALTH OF MISSOURI
STANDARD CERTIFICATE OF DEATH

REG. DIST. NO. 22 s PRIMARY REG. DIST. NO. M Kegistraor's Na.--...é..zd..m.nd...

58-010991

State File Novuiiiineeeesinsensosseensnns

(Yes. no, or unknown) | (1f yea. eive war or dates of service)

 BIRTH NO.

I. PLACE OF DEATH 2 USUAL RESIDENCE (Whers decoased lived. 17 nstiintion: residedis befors
a. COUNTY Phe lps a. STATE Missouri b. COUNTY Phe 1ps adinisaion),
b T‘Z;‘; u uu'.;;d; :;r;:m limite, write RURAL .udwg'i:.h o cSl' AI%I:E;‘E‘{. pl?r’:'l c. :(I?TEN 2011a ! ©an ;Euﬂwm%m; %ww“?, I8
d. FHOL'IS' N‘lw_Eocl,aF (If not in hospltal or fostitution, girs streat nddr_ or location) ASI;I'[;?REEESTS (1f rural, give location)

INSTITUTION Phelps Co. Memorial Hospital 710 West 13th. st.,

agE’?:thSOE'E 8. (First) b. (Middle) ¢. (Last) 4. DSF (Month} (Da ) éyw)
{ Type or Print) GEORCE DOHIALD EDDY oEatH March 22,

5. 5EX 6. COLOR OR RACE | 7. MARRIED, NEVER MARRIED, B. DATE OF BIRTH 9. AGE (Io years] & UNDER 1 rEAR | & Unoem u nmy,
Male 0 White M IDOWEDdDIVOR}:ED (Bpecify) March 27, 1910 h;;fnhdm Monthal Days lIeunI Min,
ID:Q;JEE;L'.2&(‘:}’1‘11':1’0”:{1&?:::;?::::3 10b, KIND OF BUSINESS %gTINY 1. BIRTHPLACE (City and State or Foreign Country) 12. CITIZERQI"?FWHAT

Truck Driver Truck Line TranspdrtPhelps County, Mo. iry't
13a. FATHER'S NAME 13b. MOTHER™ 5 MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
H. ¥. Eddy | Cora Havens Bulah Eddy
3. WAS DECEASED EVER IN U.S. ARMED FORCES? [ 16. SOCIAL SECURITY | I7. INFORMANT: 5 S1GMATURE OR NAME ADDRESS

. Enter only onecause per

o none 493-07-3226 | Bulmh Bddy 710 W, 13th., Rolla, Mo.
18, CAUSE OF DEATH MEDICAL CERTIFICATION INTERVAL BETWEEN
I. DISEASE OR CONDITION Y ONSET AND DEATH

line for {a}, {b), and (c) DIRECTLY LEADING TO DEATH‘(n)

*This does not mean | ANTECEDENT CAUSES

Morbic conditions, if ang, giring DUE TO (b)
rise to the qbove cause (a) stating
the underlying cause last.

the mode of dying, such
as heart faslure, asthenia,
e, It means the dis-

case, infury, or complica- DUE TO (c)

Ti. OTHER SIGNIFICANT CONDITIONS

Conditions contribuling Lo the death but not
related to the direase or condition causing death.

tion which cawsed death,

19a. DATE OF OF_IE_ng’Icq- i%b. MAJOR FINDINGS OF OPERATION 20, AUTOPSY?
Y222 | . w
2la. ACCIDENT {Bpecify) 21b. PLACE OF INJURY (s.g..inorabout | 2lc. (CITY, TOWN, OR TOWNSHIP) (COUNTY) (STATE)
SUICIDE homa, farm, fastory, street, offios bldg,, ma.)
ROMICIDE ey
21d. TIME {Month) (Day) {(Year} (Heur) 21e. INJURY OCCURRED 21, HOW DID INJURY OCCUR?
F WHILEAT[] NOT WHILE
TNJURY m. WORK AT WORK

2. I hereby cerd

MCZJ_ 1953 ¥that I last saw the deceased

4ify that I altended the deceased from , 19#@ to ,
- alive on 19 and that death’occurred at ¥ z m., from the cauges and on the date slaied above.

DATE SIGNED

23, SIGNATURE (Degma ortitte) | 23b. ADDRESS
/ YIVRGo 19 % r

24a. BURTAL CREMA- | 24b, DATE

! N\'.l};'E:Tg @ | 3-24-1958 Macedonia Cemetery

24c, I\AME OF CEMETERY OR CREMATORY 24d. LOCATION (City, town, or oou.nt; {5tate)

Mo.

Vichy Star Rt., Rells,

DATE REC'D BY LOCAL

4 19%R|

RAR' SI(ENATURE

25. FUMERAL DIRECTOR'S S1GMATURE ADDRESS

J MZMHOO Elm, Rolle, Mo.
(Licensed Embalmer’s ;h(em:nt on Reverse Side)



RECEIVED
Prp'ns Cuonty Health Ofiner,

Seunty e Number__LOO 7
Date Fited ._..._‘/A f_?:ff

STATEMENT BY LICENSED EMBALMER

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

by me, or by ..._........... s e me..... , Student Embalﬁer No . cioveinanns

working under my personal supervision..

Student ..o Signed . WAL L e AR e
Signature of Student Embalmer

Licensed Embalmer No... 4707 .
P. O. Address. . Rolla, Mo.

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Fail
to comply with the above constitutes grounds for revocation of license}.
1If embalmed by a STUDENT, he also shall sign in his OWN handwriting,

1# this body is not embalmed, fact should be so stated above.
1

. o




