Health, -
s;’ w:ll_i.;. STANDARD CERTIFICATE OF DEATH STATE FILE NUME
ublic i ;{
Service l F“_ED D EC 2 2 1358“"“”"", District No, ..o a ...Primary RBG'I"G'ION Dll"lt' Ne. . 5 Q O 7 Ragu'rur 3 No. Na.. é g
c t. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before
. 300 ¢ COUNTY Futler a. STATE Missouri b COUNTY St odda My s
1-57 b. CITY (I sutside corporata limits, give TOWNSHIP only) Inside Limits c. CITY le3 0 Ingide Limirs
TO\\N Poplar Blufs Yes q Ne (] TowNROUt‘“ 1 Es sex, Miss O‘l.lI“l Yes[ ] No
<. zgtg'-l"lr"Al’:lEOROF {lf NOT in haspital, give location) | Length of stay in 1b d. STREET (If outside, give location) Reside on Farm
A R
meriTution. Poplar Bluff Hospital 2 days ADDRESS Yos & No (]
3. NAME OF DECEASED First Middle Last 4. DATE Month Day Yoar
{Type or print) OF
Samey Lee Baker peatH November 30, 1958
- 5. SEX 6. COLOR OR RACE T'MARHIEDDNEVER marRIED[X] £8. DATE OF BIRTH 9. AGE (In ysors BFUNDER 1 YEAR| IF UNDER 24 HRS.
le o cauc 1 r last birthday) [Menths | Doys Hours Win.
. ma . wioowen[ ] oivorceo[)| July 12, 1355 J
‘E Wa. USUAL DCCUPATION {Give kind of work done | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE {City and state or country) 12. CITIZEN OF WHAT CQUNTRY?
E dg}v]\lgimi&il working life, aven if ratired) INDUSTRY q{oute l ESS G}C, Mo ] 0 U . S .
E 13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME Jd. NAME OF HUSBAND OR WIFE
4 Roland Baker Henel Winiger hot applicable
B 15. WAS DECEASED EVER IN Uk, 5. ARMED FORCES? 16. SOCIAL SECURITY HO.| 17, INFORMANT Address
~ {Yas, no, or unknawn)| (I yes, give wor or dates of sarvice)

¥

All diseases in Part | must be causally related.

oD

e, )

¢

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

THE DIVISION OF HEALTH OF MISSOUR|

- 58-043355

isle]

none

Mrs, Helen Eaker, noute 1.

Sgsex. No;

18. CAUSE OF DEATH (Enter only one couse per line for {a), (b} and {c).} INTERVAL BETWEEN
PART |. DEATH WAS CAUSED BY: ONSET AND DEATH
IMMEDIATE CAUSE (a) ,gg:,rﬁptococci pheumonia
Condivions, if sny,  DUE TO (b) St rentnooccﬁ infection of throat
<l ave ¢ 1o -
above chuac ‘.(n), }
atating the under-
é lylng couve last, DUE TO (<)
- PART I1. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH bur not related to the terminal dissase condition glven in PART | {a) 19. WAS AUTOPSY
] 05 PERFORMED?
o N / X YES[] NO[] &
%1 200. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART 1) of item 18.)
w
o O O 0
S[ 20c. TIMEOF Houwr Menth, Gay, Year
o INJURY  a.m.
H ' ..
204. INJURY OCCURRED 20e. PLACE OF INJURY {e.g., inor about hamae,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE ATD NOT WHILE D farm, .ctory, street, office bldg., etc.}
WORK AT WORK
21. ! ortended the deceased from 11"’29"’5 8 , to 11- 0-5 8 and last ww: alive on 11-30-5 8
. L]
Decth occurred at 9 . 30 P m on the date stoted above; and to the best of my knowledge, from the causes stated.
ZZyTURE {Degree or title) 22b. ADDRESS 22¢. DATE SIGNED
1
N ) t,Poplar Bluff ,Mq.
23a. ﬂUR_l’AL, CREMATION, | 23b. DATE 23: NAME OF CE“ETE“V OR CREMATORY 23d. LOCATION {City, town, or county) {S1ats)
REMOVAL {Specify) - . a
urial Dec 2, 1958 Taylor Cemeterv Route 1. FEssex, Mo. Stoddard Co.

2. Flﬁksm. DIRECTOR
Watkins & Son

ADDRESS

Dexter, Missouri

5. DATE R?D 517“. REG.

26 BEGSTRA SIGNATURE

v’

")

{Licensed Embalmer‘s Sml-&m on Reveraw Side)




* RECEIVED

¢ 10 1408
BUTLER CO. HEALTH CENTER
FILE Ho.
STATEMENT BY LICENSED EMBALMER
I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed
T LY T S P , Student Embalmer No. .........coovoiins

working under my personal supervision.

Student .eioiiiiiiiiiiiii e e s e s
Signature of Student Embalmer

- - . ""Licensed Embalmer No.TZEY.....
P. 0. Address... Eriler. Lee...

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.




