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Uoctar, coroner, elc. must use only standord nomenclature in item 18. No symptoms will be listed.

All diseases in Part | must be cavsally related.
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USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE
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FILED NOV 17 195Busrionvisic o, 2 o 2de ?/D

THE DIVISION OF HEALTH OF MISSOURI

CERTIFICATE OF DEATH

wwePrimory Registration Distric

STATE FILE NUMBER i
Lﬁ‘: \5?0 z" Rogisfrur's_ﬁi._..;.gf 7..’

58-040950

.4

1. PLACE OF DEATH 2. UsuaL RES|DENCE {Where deceused lived. I institution: Residence Ey{
a COUNTY Pemiscot e STATE [ i ggouri b COUNTY Pami gcdsio
b. CITY {If eurside corporote limits, give TOWNSHIP only} Inside Limits c. Cgr‘:( . Inside Limits
TOWN Haytl Yas [3} Ne (3 TOWN Haytl Yes[F2 No [
c. FULL MAME OF {If NOT in hospital, give location) | Length of stay in 1b d. STREET {lf oumde give lacation) Reside on Farm
HOSPITAL : o
NETITUTION. R. 1l Hr, 72’;ADDRESS Re Ko 1 Yes [] Ne
3. F’I_AME OF DE;:EASED Firsy Middie Lost 4. DATE Month Day Year
ype or print ' oF
Ben Stevenson pear Nov. 10, 1958
5. fEX 2 6. COLOR OR RACE{ 7. MARRlED@JEvER MaARRIED[] 8. DATE OF BIRTH 9, AGE (h,‘,. years IZUN’?ER;YEAR |: UNDER z;_HRs.
Ilale I\Ie gI‘O WIDOWEDE] OWORCEDD 6-—-11.—.1898 60 irthdoy) | Manths | ays ovrs in.
160, USUAL OCCUPATION {Give kind of work done | 105. KIND QF BUSINESS OR 11. BIRTHPLACE {Ciry and stotw or country) ’ 12. CITIZEN OF WHAT COUNRTRY?
duri ingJife, aven if retired INDUSTRY .o - s : s 2
T B e e i rerired: T Hing Mississippi U.S.A.

130. FATHER'S NAME

Ben Stevenson

13k, MOTHER'S MAIDEN NAME

Eria Love

14. NAME OF HUSBAND OR WIFE

Ida Stevenson

15. WAS DECEASED EVER IN U. S. ARMED FORCES? 16. SOCIAL SECURITY NO.| 17. INFORMANT Address
(Yes, rq,onr unknqwn)t {If yas, give ivcaa or dotes of service) Ida S t ovenson I-Iayti . MO .
18. CAgSE ‘?ﬁ D[E).EIH”SEereerMﬂscEm aa\:.lse per_line for (o}, (b), and (c}.} 3 — INTERVAL BETWEEN
ART I, 45 CAUSED BY: Q_‘ W"U‘L’ u\k‘%‘%\y“\,{ ONSET AND DEATH
IMMEDIATE CAUSE (a) 20 . P : = b""‘"“—\
Cenditions, if any, DUE TO (b) Q U MM{ &d&% L~
which gove riss to }
above cowvse (o),
stating the under-
g lying cause last, DUE TO (c)
= PART It. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH bur not nlolf 19 the terminel diseose condition given in PART | {a) 9. WAS AUTOPSY
S 420 / FPERFORMEDZ
2 YES[ ] NO E‘Q:L,
2| 20a. ACCIDENT SUICIDE  HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. {Enter nature of injury in PART | or FART M of ifur? 18.)
w A
8 O o 0O
; A0c. TIME OF Hour  Menth, Day, Yeor
[+ INJURY a-m.
£ P
20d. INJURY OCCURRED 200. PLACE OF INJURY {e.qg., inorabouthome,{ 20f. CiTY, TOWN, OR LOCATION COUNTY ' STATE
WHILE AT[:I NOT WHILE 0 farm, factary, street, office bldg,, etc.)
WORK AT WORK i [SHY P |\

21. | gttended the d $from MM A Zg TN S0/ A8

Death occurred ot 6 ‘%O P L.

1 saw t alive on

m on the date stated ubovo, and to the best of my knowledge, from the causes siated.

220. SIGNATURE (Degree or title) o 22b. ADDRESS
L.
%1 , Wi W . S04 B,

O8 o} VTR

23a. BURIAL, CREMATION, | 23b. DATE

BEPLET 1 11/16/5 Iloriestown Cenetery

23¢. NAME OF CEMETERY QR CREMATORY

23d. LOCATION {City, 1own, or county) {Staie)

_Jardell, Mo,

24. FUNERAL DIRECTOR

ADDRE_SS . . TE RECD. Y LO
Osburn Funeral Houe, Hdayti, lio. // *3‘39&

(Licensed Embatral's Stotement on Reverss Side)
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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 embalm
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.» Student Embalmer No. ..........c..u.....

DY M, OF DY iieieiiiiiiiercris s cccseeea et sarassaressassanssasrarssnsssasenssnnsnnersanenrsnn

working under my personal supervision.

Signature of Student Embalmer ' . 85
1
Licensed Embalmer No...........0 e

) P. 0. Address... Jayti, Mo,

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 embalined by a STUDENT, he also shall sign in his OWN handwriting.

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




