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Docror, coroner, efc. must use only stendord nomencloture in item 18. No symptoms will be listed.
USE ONLY BLACK INK OR RIB-BON TYPEWRITE IF POSSIBLE

All dissases in Part | must be causally related.
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LED AUG : ] EA Nr ' STATE FILE NUMBER 1
Igsggislrmioq D_ish“ict No. L“‘ 3 Primory Rggii ;. Jii .. . _ - Registrar’s Ne., _,_é_j_--_
oL
1. PLACE OF DEATH 2. USUAL RESIDENCE {Whare r{eceﬂsed lived. If institution: Residence bffsre
a. COUNTY B utler a STATE Mo, 5. COUNTY But I‘gfpl?
b. C:JTRY (bf outside corporate limits, give TOWNSHIP only) Inside Limits €. CIOTRY o / lo inside Limits
rom Qulin, Mo, Yos [J N ] toon  Qulin P Yes[J No[]
I c. Eglgé_l.?lAl{d%gF (1§ NOT in hospital, give location) | Length of stay in 1b d. SB%EEEES {If outside, give location) Reside on Farm
A A 4
] INSTITUTION Route #2 : Route #2 Yo [X] Ne[]
3. MAME OF DECEASED First Middle Last 4. DATE Manth Day Year
{Type or print} . . OF
Jacob Oliver Garrison oeat July 17, 1958
5. SEX 6. COLOR OR RACE 7'MARR!ED@ {EVER warrieo[ ]| & DATE OF BIRTH 9. AGE (In years {F UNDER I YEAR| IF UNDER 24 HRS.
0 - . lowiyinthday) [ Menths | Doys Hours Min.
Male white wooweo[]_oworceol]| March 30, 1878 B | |
10a. USUAL CCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE {City and stcte or country} 12. CITIZEN OF WHAT COUNTRY?
during most of working lifs, even if retired) INDUSTRY . .
Farmer Illinois 4 U.S.

13a. FATHER'S NAME
Thomas M., Garrison

13k, MOTHER'S MAIDEN NAME

Unknown

14, NAME OF HUSBAND OR WIFE

Effie Hodge Garrison

15. WAS DECEASED EVER IN U. 5. ARMED FORCES?
{Yeos, no, ar uleam)'(!l yos, give wat or dotes of setvics)

16. SOCIAL SECURITY NO.
k/ﬂ }/\'ﬂ 0 Ui

17. INFORMANT

Address

Effie Garrison,Poplar Bluff ,fMo.

PART |. DEATH WAS CAUSED BY:

IMMEDIATE CAUSE (a}

}

Canditlons, if any,
which gave riss to
above cause (o),
stating the under-

DUE TO (b}

18. CAUSE OF DEATH (Enter only ona cause per line for {a), {b), and (c}.)

INTERVAL BETWEEN

og.ar AND DEATH
— =,
/4

H22. |

2dpyo

z lylng couse last. DUE TO (c)
I~ PART l. OTHER $IGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related 1 the terminal disease condition given in PART | (o) 19. WAS AUTOPSY
b . PERFORMED?
z YES[] NO[]©
% | 200. ACCIDENT SUICIDE HOMICIDE - | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART Il of item 18.}
¥ o O O
S 20c. TIMEOF Hour Month, Day, Year
a INJURY  am.
B p.m.
20d. INJURY OCCURRED Me. PLACE OF INJURY (e.g.,.inor ahouthome,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE ATD NOT WHILE E] farm, factory, street, office bldg., etc.) .
WORK AT WORK o Lot

21. | attended the deceased from
Death occurred at

) .Z..& %&QS?-"’

77 92, 3¥

aend |ns; Saw ::uiiv; on tz- /;/)—‘-\-.. /s 5-—‘:— -

m on the date stofed above; ond to the best of my Imowledqa,(fmm the causes stated.

. l:r lle)%‘:

H°

22b

=g ) AT

Z2¢. DATE SIGNED

._ADDRESS
Oﬁg?‘érw % 2/
230. BURIAL, Cf€uaTION, | 238, oatE 23¢. HAME OF CEMETERY OR CREMATS 23d. LOCATION (cmﬁﬂlm ecounty) State)
REMOYAL (Specify) R ~ N - .
Rurial 7-19-58 Mt. Zion Cem,, Butlen Countv, Mo.

24. FUNERAL DIRECTOR

Frank-Cotrell Poplar

ADDRESS

Bluff, Mo.
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{Licensed Embolmar’s %!u-nl on

wverse Side)




STATEMENT BY-LICENSED EMBALMER

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

., Student Embalmer No. ...................

working under my personal supervision.

Student Signed %&L . .{ Mﬂfu-& f(

Signature of Student Embalmer

_.Licensed Embalmer No..‘.-;{.
P. O. Addresg. ).

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.
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