. Health,
& Welfors
. Public
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THE DIVISION OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH
360

Primary Raglltruuon Dlstrlct No. ..

STATE FILE NUMBER

6225 Reglsrrur s No. No..... 119._..__-.. S

. PLACE OF DEATH h 2. USUAL RESIDENCE (Where ie:eas:éllved I institution: Residence, befora
a. COUNTY - a. STATE g0 admi s spon
Yernmon
b. CiOTY (If outside corporate limits, give TOW‘I*_I_S_HIP only_) Inside Limits ¢ 'CITY & 57 O Inside Limits
R Washington Yes [ Mo Tome Springfield o Yes[X No (]
e. FULL NAME in itgl, giwe logati engbnof stay in 1b d. STREET I ausside, give location) Reside on Farm
I HosFITAL olevada " SEAe Hb%f%i #3 ADORESS Rt., # j(lo Yes ] N T:I
i INSTITUTION L P L es o
3. NAME OF DECEASED First Middle Last 4. DATE Manth Day Yeor
{Type or print} o] -~
| Clare Maude Cobd DEATH 8= 18- iIgsa.
; 5. SEX I 6. COLOR OR RACE| 7. 8. DATE OF BIRTH 9. AGE (In ysars IFUNDER 1 YEAR| i{F UNDER 24 HRS.
. MARRIED[ ] HEVER MARRIED ] n ye
: Feml'e Whj_te wmowgm '9\ DWQRCEDD 9.22-1888 69“ birthday) | Months | Days Hours I Min.
10a. USUAL GCCUPATION (Give kind of work dons | 165, KIRHIRECEMEWEES oR 11. BIRTHPLACE {City and state or country) 1200w ®F WHAT COUNTRY?
INDUSTRY o

during most of working life, cv-nvmm
)

Missouri

13a. FATHER'S NAME

Mas Weber

13b. MOTHER'S MAIDEN NAME

Kate Iittlemerey

14. NAME OF HUSBAND OR WIFE

James B, Cobb

15. WAS DECEASED EVER IN U, §, ARMED FORCES? 16. SOCIAL SECURITY NO.| 17. INFORMANT Address
{Yes, no, or unknawi iaan war or dates of sarvice) Unhlm Adn] Papera ?
18. CMFJ'SE .?l: DEDEII;AEV;\&; EnlésoEnB Ee:sn per line for (a), (b), and {c}.) "i" N I%TERVAL BETWEEN
ART I AS CA H ’ INSE TH
IMMEDIATE CAUSE () Broncho Pneumonia ,
Coronary Vvessel Ulsease . lears
Conditions, if eny, DUE TO (b)
which gave rlse to .-
above couse {a), }
ing the under:
tying caves leat. 7 DUE TO (c) Senil Dementia Yoars
PART I). OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the terminal dissass cendition glvan in PART I (g} 9. WAS AUTOPSY
. PERFORMED?
4201 YES{ ] NO

ACCIDENT SUICIDE HOMICIDE

MEDICAL CERTIFICATION

20a. 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART N of item 18.}
o o O '
2c. TIME OF Hour  Month, Day, Year
INJURY  am.
p.m.

ofc. must use only standard nomencloture in item 18. No symptoms will be listed.

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

20d. INJURY OCCURRED

20e. PLACE OF INJURY (e.g.. inor about home,

20, CITY, TOWN, OR LOCATION

COUNTY STATE

Death eccurred at

WHILE ATD NOT WHILE 0 farm, Ifucmry, steeet, office bldg., erc.)
WORK AT WORK
21. | ottended the deceas 8.18- '58

?w_s_ss__-z-

ond last suwwllv. on B-I I - SB

Lmon the duro stated gbove; and to the best of my knowledge, from the causes stated.

'0Cior, Coroner,

All diseases in Part | myust be cousally reloted.

22?‘\1' E

22b. ADDRESS

(Degree or title)
Nevada

2

22¢. DATE SIGNED

8-18-158

Mo,

pBURIAL, CREMATION,
I MOVAL (Spffify)

723:.’ NAME OF CKETER{N-GM—
Local.

23d. LOCATION (City, town, or county)

{Stare)

J. Mﬂl

¥t

TTT5E

EG.

STRAR'S SIGNATURE

r

{Licansed Embalmer’s Statement on Reverss Side)

Sesbok
7/



» ) . - - . - -

STATEMENT BY LICENSED EMBALMER

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

BY M@, OF DY e e iei et e e e e ba e eas ., Student Embalmer No. ..........ce.o..0s

working under my personal supervision.

Student oo e
Signature of Student Embalmer

Ctae T i

P. O. Address.,gEorsss Losi 7 Z .. ()

- Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his ONN 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.




