THE DIVISION OF HEALTH OF MISS50URY

98-031953

1ealth, -
. W;;I!nu STANDARD cERTIFICAT! OF DEATH STATE FILE NUMBER
Public
Service t‘LEU U CT 1 4 1 &giﬂmﬁon_ District No. 4 7 Primary Reglshohon Dlnru:t New \3.&0__.8_____..-_ Reg:sm:r s Mo '“‘“‘M ________
PLACE OF DEATH 2. USUAL RESIDENCE (Where doceased lived. [f institution: Residence bcfore
300 a. COUNTY CGJ.laWaV STATE Mo N b. COUNT‘callaw ission
1-57 b. CITY (If outside corporate limits, give TOWNSHIP only) Inside Limits e CITY o/ 4. & Insidé Limits
TO\%N F‘ul ton Yes ExN° 1 TgﬁN Ful ton ' o Yes[ ] Noﬂ
€. FgLL NAME OF (If NOT in hospital, give location) | Length of stay in 1b d. STREET {H outside, give location) Reside on Farm
HOSPITAL O ADDRESS
nsnTutiocall away  Hosp. 2wk, Route 5 Yes LY Ne [
3. (NTAME OF DE)CEASED First Middle Last 4, DATE Manth Doy Yeor
ype or print oP
Claudia May Davis oeai  Oct. % 1958
5. SEX 6. COLOR OR RACE| 7. 8. DATE OF BIRTH 9. AGE (in yeors JFUNDER 1 YEAR| IF UNDER 24 HRS.
MARRIED[JNEVER MaRRIED[] ¥ -
_ F. l. w. WIDDWEDm .')\DIVORCEDD June 26 ’ 1880 last birthday) [ Menths | Days Houra | Min,
2 10a. USUAL OCCUPATION (Give kind of work dona | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (City ond state or country) v p) ]Z.ICITIZEN OF WHAT COUNTRY?
4 durin: 11 of working lifg, even if ratired) INDUSTRY MO U S
; Hougewite Housework Monroe Coupty MO- +S. A,
E 13a, FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND QR WIFE
; 8.8. Johnson Sarah - Unknown Herschel Davis
>
3 15. WAS DECEASED EVER IN U, 5, ARMED FORCES? 16. SOCIAL SECURITY NO.| 17. INFORMANT Address
i_ (Yas, noNomkmwn)‘(ll yos, glve wor or dates of servics} None carl Davi a Route 5 Ful ton Mo o
3

SRR 1

-

R

All diseases in Port | must be causally related. .

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

PART I. DE

IMMEDIATE CAUSE (o)

ATH WAS CAUSED BY:

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

- poclisc oo }zk/égi

INTERVAL BETWEEN
ONSET AND DEATH

Dwath occurred ot

WCF’

Gonditions, if any, . DUE TO (b) WM Q ﬂé‘ LM(/_I
which gave riss 1o } d
above caouse (o),
ing the under-
z Lying coune lasr. 7 DUE TO () Haol
= PART . OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not raloted to the terminal disease condition glven in PART 1 {a) 19. WAS AUTOPSY
B PERFORMED?
[ YES[] NO[] @
£l 200. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART Il of item 18.)
8 O O O
Q 220¢. TIME OF .Hour Month, Day, Yeor
] INJURY  am.
"X p.m.
20d. INJURY OCCURRED 206. PLACE OF INJURY {e.q., inor about home,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT NOT WHILE O farm, factory, street, office bldg., etc.)
L] AT work N L
21. | attended the docoased from Lo @ ﬂ/) W itf d fast saw 17 olive o /#) AS 4

m on the dote mn,é EP'\" and to the best of my kn wlndge, from theﬁluus stoted.

I

Qcl-//- /958

22¢. SEHW (Degres or title) ¥ m\? GHED
’ oLl Tt a7 5rs
MY Aoer S /444;:7 7575
- BURIAL, CREMATION, | 72b. Opffe 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (Clty, toun, or county) (state)}
REWQVAL (specidy) A
BUhTaY | 10-6-54 .___Hilldreat Fulto n Miasouri
24. FUNERAL DIRECTOR ADDRESS 25. DATE RECD. BY LOCAL REG.

-

Haupin Funeral Home Fultbn Mo.

d Embol .

on Reverss Side)

26. REGISTRAR'S ; ATURE
m/tﬁj %MJM
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STATEMENT BY LICENSED EMBALMER

|
|
:
|
|
\

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

DY MB, OF DY crieiriiiiiiiiiii it eieteis saea e s e raasar v rsaa st sa e tasnrurerarrern , Student Embalmer No. ...................

working under my personal supervision.

Student oo sa s
Signature of Student Embalmer

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- embalm’éd by a STUDENT, he also shall sign in his OWN handwriting, ..~~~ .1«

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

SooamT oo




