ealth,

Wolfare

*ublic

Service

| _57

All diseases in Part | must be causally related.
-

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

F”.E[’ D EC 2 9 lgs-smronon District No.

THE DIYISION OF HEALTH OF MISS0URI|

STANDARD CERTIFICATE OF DEATH

4£7

Primary Registrotion District No.

300 ¢

58-043442

STATE FILE NUMBER

Registrar's Ne. __ GF~

. PLACE OF DEATH 7 2. USUAL RESI CE (Where degeased lived. If institution: Resid, bafore’
COUNTY a. STATE ﬁ'i Sé our b. COUNTY é ééﬁhl)/
Callaway
CETRY {If cutside corporate limits, give TOWNSHIP only) Inside Limits c. CIOTR)’ ot aC Inside Wimits
&
Town Fulton, Mo, Yos [ No [ town  Sturgeon, Mo. Yes[B No [
FgLL NAM%OF (1f NOT in hospitol, give location) } Length of stoy in 1b d. STREET {If outside, give location) Reside on Farm
HOSPITAL OR ADDRESS
msTITUTIONSt., Hospital No.l, 14 yrs, D.X. Yes O Ne [J
3. NAME OF DECEASED First Middle Last 4. DATE Month Day Year
{Type or print} QF
Proctor Winscott DEATH  Dec. 22 1958
5. SEX & COLOR OR RACE ?'MARRIEDDNEVER MARRIED ;‘8. DATE OF BIRTH g A:SE' (;i,:‘:;:;; ISOL:‘T}E:ER;:jAR I::.:DER 2.4‘::!!5.
Male White wooweo[J  owomcro( | 1883 75 ] I
10a. USUAL OCCUPATION (Give kind of work done { 10b. KIND OF BUSINESS OR 1. BIRTHPLACE (Cirty and stote or country) 12. CITIZEN OF WHAT COUNTRY?
during most of working life, even if retired) INDUSTRY ?
none unk., U.S.A,
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF H‘U.SBAND OR WIFE
James Hampton Winscott Fannie Proctor None
15. WAS DECEASED EVER IN U. 5. ARMED FORCES? 14, SOCIAL sscum‘nfﬁo. 17. INFORMANT Address
(Y #s, no, or unkngwn| 1f Ysggive wor or dotes of service)} . .o SD ita l Rec OI'dS Ful ton , MO

MEDICAL CERTIFICATION

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

PART |. DEATH WAS CAUSED BY:

IMMEDIATE CAUSE (o)

Bronchopneumonia

INTERVAL BETWEEN
ONSET AND DEATH

Condltions, if any,

which gave rise ta
above couse (a),
atating the under-
lylng cause lasi.

} DUE TO (b)

DUE TO (c)

PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but nat related to the terminal disecae condition given in PART ! (a)

Mental Deficiency

19. WAS AUTOPSY
PERFPDRMED?
7 yes[¥ no[J

AL X

ACCIDENT  SUICIDE  HOMICIDE
O O O

200,

20b. DESCRIBE HOW INJURY DCCURRED. {Enter noture of injury in PART | o PART I of item 18.)

[

TIME OF Hour Month, Day, Year
INJURY a.m.
p.m.

20c.

20d. INJURY OCCURRED
WHILE ATL—J NOT WHILE
WORK AT WORK

O

e, PLACE OF INJURY {e.g-, in ¢r about homae,
farm, factory, street, office bldg., etc.}

20f- CITY, TOWN, OR LOCATION

COUNTY STATE

21. | attended the decea:ed from Ma reh 20 IQ‘I h . to

her
ond last saw him

" alive on

n the date stoted above; and to the best of my knewledge, from the couses stated.

Death o:cuM af
220. SIGNATURE Degres or W 22b. ADDRESS 22c. DATE SIGNED
Erwin nhardm T State Hospital No. 1, Fulton, Mo. 12/22/58

23a. BURIAL, CREMATION,

23b. DATE

Dec,23-58

Mt, Pis

23c. NAME OF CEMETERY OR CREMATORY

23d. LDCATION {Ciry, town, ar :ounly)

I

ear Sturcpon-

(State)

Mo,

éuvu,(sp. ity)

gah Cemetery
25. DATE RECD. BY LOCAL REG.

Lee. A - /958

:6 REGISTRAR'S E%ATURE{

on Reverss Side}




STATEMENT BY LICENSED EMBALMER

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

by me, or by Ceer Student Embalmer No. ..........ooe.....

working under my personal supervision.

Student
Signature of Student Embalmer

T : . ” Licensed Embalmer No%?(
i’. ‘0. A(i'd.ress...%g..ié .............

TR $tega e T s
Note: The abové MUST BE SIGNED BY THE LICENSED EMBALMER id his OWN HANDWRITING. (Failu
to comply with the above constitutes grounds for revocation of license). )
. If embalmed by a STUDENT, he also shall sign in his OWN handwriting: = .2

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




