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USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

All diseases in Part 1 must be causally related.

3

THE DIYISION OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH

28-020963

STATE FILE NUMBER

tI LED J U N 2 3 ]9585 istration District Neo. 42 Primary Reglsrrutlon Dls?rlcf No.” 1000 ctrrerereemeeme. FOBGISIrar's No, 6 2:4_ _________
fag 1 Distric 9 ~3 Ne.
1. PLACE OF DEATH 2. USUAL R&/IIDENCE (Where deceased lived. If institution: Residence b
a. COUNTY Buchanan staTiMi ssouri b county : wmwyf
b. C(I)TRY (If outside corporate limits, give TOWNSHIP only) inside Limits c. CloTRY & ;) 7 Inside Limits
toww  St. Joseph Yes 3t No L] town St. Joseph Yes[g Mo
<. Egé#]‘?At‘%gF {If NOT in hospital, give location} | Length of stay in 1b d. STREEES {If cutside, give |oculmn) Reside on Form
A o ADDRE
| wmsTituTionotate Hospt. #2 23yrs 1920 Savannah Yos [J No[k
3. HTAME OF DE?:EASED First Middle Last 4. DATE Month Day Year
(Type or print OF
Rose Dodson peatH June 11, 1958
5._SEX 6. COLOR: OR RACE| 7. 8. DATE OF BIRTH 9. AGE 11 FUNDER 1 YEAR| IF UNDER 24 HRS.
Female \ White MARRIEDLJNEVER MARRIEDL ] o+ bitidors [Wonths | Daye T Fowrs T Min:
wooveohg 9 pworceoliffeb, 16, 1877 | 81 |

10a.

USUAL OCCUPATION {Give kind of work done
during most of working life, evan if retired)

housewife

10b. KIND OF BUSINESS OR

11. BIRTHPLACE (City and stqte or country)

12. CITIZEN OF WHAT COUNTRY?

INDUSTRY
own homd

Ka

]
sas

U.S.A.

13a. FATHER*S NAME

13b. MOTHER'S MAIDEN NAME

Hortensius Hultzman

Mary Ann Neville

14. NAME OF HUSBAND OR WIFE

Charles Dodson

15. WAS DECEASED EVER IN U. 5. ARMED FORCES?

16- SOCIAL SECURITY NO.

17. INFORMANT

Address

(Yes, no, or unkmwn)’(lf yes, give war or dates of service)

none

State Hosnital # 2 Berards

MEDICAL CERTIFICATION

18. CAUSE OF PEATH (Enter enly one cause per line for (q), (b), and (c).}

Carcenoma of Lungs

PART 1.
IMMEDIATE CAUSE (a)

Conditians, if any, DUE TO (b}
which gave rise to

above causs (a), }

stating the under-

lying cause laost. DUE TO {c)

DEATH WAS CAUSED BY:

INTERVAL BETWEEN
ONSET AND DEATH

2 years

L9

Carcenoma of richt breast

years

170 X

19. WAS AUTOPSY

T

PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to tha terminal disesse condition glvan in PART | (a) _n\,
. PERFORMED?
YES[] NO &
200, ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART { or PART Il of item 18.}
] O |

20¢. TIME OF Haur  Month, Day, Year

INJURY  am.

B,
20d. INJURY OCCURRED 20e. PLACE OF INJURY (e.g., inor abouthome,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE ATI:] NOT WHILE 0 farm, factory, street, office bldg., etc.)
AT WORK

21, laﬂendedfhedeco - , fo .i]][]e t | 58“"“ last Suwt alive on ||]][|e i I | 958

Death occurred ot

T33Beg——20

m on the dote stated above; and to the best of my knowledgs, from the causes stated.

22b. ADDRESS

St,. Joseph, Mo.

22¢c. DATE SIGNED

£/11/58

/9;2“;;"’/9,,90

State Hospital # 2

{){ 23a.

BURIAL, CREMATION, | 235, DATE 23¢. NAME OF CEMETERY oacdaséu'roav th 234, LOCATION (City, town, o eounty) (State)
REMOVAL (Spesify) eopa
Remgya une 15, 1958 Kirksville {"rﬂ]Ecp Y irksville_ Mo

24.

FU

N& DIRECTOR

lark Funera

Home

RESS

St. Joseph, Mo.

d Embalmer’'s 5

25. DATE RECD. BY LOCAL REG.

14 7/

. (L,

on Reverse Side)

24. REGISTRAR'S SIGN’ATURE

Py, Far

—



-

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, OF BY 1. iiiirioiir e ittt s s re e s e e a st , Student Embalmer No. ...................

working under my personal supervision.

Lo AT =] 1L S PP Signed .. ...
Signature of Student Embalmer

t T I - . Licensed Embalmer No,,.... ... " .84

. K e v i P. 0. Address e e “
Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HAN ITING. (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 embaimed, fact should be so stated above.

: B



