THE DIV F HEALTH OF MISSOURI —
1..::1. ISION O 58

H STANDARD CERTIFICATE OF DEATH STATE FILE NUMBER I
*ublic
Service I HLEU JAN 8 19533::@1“ District Ne. 383 Primary ch_isirﬂl_l_)islri:l Na. _. 5 655 ............ Registrar's No. .w_./a ,J_J
y) 1. PLACE OF DEATH 2. USUAL RESIDENCE {Where deceased tived. [f institution: Rasidence faru
300 o COUNTY [ aunence o. STATE Mj g gouri b, COUNTY Bugler admissjgn)
| 57 b. CITY (if outside corporate limits, give TOWNSHIP only) Inside Limits c. CITY /L lf_ Inside Limirs
OR Yes [J N OR © Y
10wiMt s Vernon o1 (0 No [ tom Poplar Bluff o | Y3 n[J
c. FgL;I:_ NA&!%?F {If NOT in hospital, give locatien} | Length of stay in 1b d. SBREETS'S {1 outside, give location) Reside on Farm
HOSPITA ADDRE
| _____INSTITUTIONMo.State Sanatoriuml 707 days 2621 Shady Lane Yes (] No B
3. NAME OF DECEASED First Middle Last 4. DATE Month Day Y ear
{Type or print) . oF
Jacob Ne Richardson peaTH Dece 29, 1958
5. SEX 6. COLOR OR RACE ?'MARRIE EVER MARRIED[ ] 8. DATE OF BIRTH 9. AGE (tn years IF UNDER 1 YEAR| IF UNDER 24 HRS.
Male ) w}lite WIDOWED DIVORCEDD Apr‘ 30’ 1888 ?al birthday) | Months | Doys Hours I Min.

I0a. USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE {City and state or country) 12. CITIZEN OF WHAT COUNTRY?

3 uring most of working Jife, even if retirad) INDUSTRY N
: tockman (ret 'f Indiana { USA
] 13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 4. NAME OF HUSBAND OR WIFE
; Jacob Richardson Sargh A. Cox Alice Richardscn
1 w
?x 2 B 15 WAS DECEASED EVER IN U. 5. ARMED FORCES? 16. SOCIAL SECURITY NO.| 17, INFORMANT Address
X = W (Yes or unkngwn)| (M yes, give wor or dates of servics)
- )b | L156-09-255); |San,records,Mo.State San. Mt.Vernon, Mo.
. o 18. CAUSE OF DEATH (Enter only one cause per {ine for (a), {b), ond {¢).} INTERVAL BETWEEM
: w PART 1. DEATH WAS CAUSED BY: ONSET AND DEATH
- w IMMEDIATE CAUSE («) _Fulmonary tuberculosis : 2 years
? &
E
w Conditians, if any, DUE TO (b)
S which gave rize 10
= above cavas (o),
r stating the under. }
8 g lying ecause last DUE TO (C)
=N = PART il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the terminal dissass condition given in PART ] (a) 19. WAS AUTOPSY
o a PERFORMED?
3 b O 2 X  yespg No [
% = | 20e. ACCIDENT SWICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART Il of item 18.)
—_— w -
< B3| 20c. TIMEOF Hour Menth, Day, Yeor -
o §Oo INJURY a.m.
w
: ‘£ p.m.
% 20d. INJURY OCCURRED 20e. PLACE OF INJURY {e.g., inor about home,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
w WHILE ATD NOT WHILE D form, factary, street, office bldg., etc.) .
% WORK AT WORK
21. | attended the aecmga trgm, _ 1 =21=57 .o 12=29-58 and lost 50w olive on_12=29=50
Death occurred ot : g" A ellie - m on the d_ure stated above; ond to the best of my knowledge, from the couses stoted.
220. SIGNATURE (Dagree or title) P 22b. ADDRESS 22c. DATE SIGRED
<£°| Mt. Vernon, Mo. 12-29-58
Z23o. BURIAL, CREMATION, | 23b. DATE‘7 N 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION {City, 1own, or county) (Srate)

REMOVAL {Spacify)

Remov 12-29-58 Poplar Bluff,"

24. FUNERAL DIRECTCR ADDRESS 25. DATE RECD. BY LOCAL REG. | 25. REGISTRAR'S SIGNATURE
He Do Fossett, Mte Vernon, Mo. 1R ~Fo- ST M QZ—J-_

(i d Embolmaer’s 5 on Reverse Side)




AUG 1 5 1961

STATEMENT BY LICENSED EMBALMER

1 hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed
. by me, or by M ........................................................................... ., Student Embalmer No. .........ccceunenns

working under my personal supervision.

Student .vcviieiiiiini s " Signed /‘/ - COTURTRTR. ; ...... et " .....

Signature of Student Embalmer

T -7 [ Llcensed‘Embalmer No. ,22'0/
P. 0. Address MU@W

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.

- - . . -




