THE DiVISION OF HEALTH OF MISSOURI

59-000444

Health, )
Welfare STANDARD (ER"H(ATE OF DEATH STATE FILE NUMBER
Publie 3
Servics HLED FEB 2 19%.3"5'.9" District No. —._.... 4’ 7 <wrPrimory Registration District No...... .-oqu--m ... Registrar’s No. &2 [ v
1. PLACE OF DEATH 2. USUAL RESIDENCE (Whare deceased lived. If institution: Residence b)afnre
X . COUNTY . STATEWM i b. COUNTY ission
0 X ¢ Callaway ° Missouri Monite B
’ 1-57 b CITY {IF outside corporate limits, give TOWNSHIP onty}) | Inside Limits e cITy ¢ (‘,i/'z Inside Limits
, TOWN Yes bl Mo [ rown Lathem YesK] No [
| ¢. FULL NAME OF (If NOT in hoaspital, give location) | Length of stay in Tb d. STREET If outside, give location) Reside en Form
‘ HOSPITAL OR ADDRESS UnkRéWwn Yos[] N Er:]
INSTITUTION State Hosp, #1 7 days : i °
3 NTAME OF DE)CEASED First Middle Last 4. DATE Manth Day Year
{Type or print QF
Y Asberry Monroe Cox ooty dan. 23 1959
5. SEX 6. COLOR OR RACE 8. DATE OF BIRTH 9. AGE F UNDER 1 YEAR] IF UNDER 24 HRS.
. MARRlEoEEBEVER MaRRIED[] . (In yoors
ast bi Months | D H Min.
Male 0 W}llt& WIDOWED DI\"ORCEDD Aug 1875 83 st birthday) | Mont! s] ays ours l in

100. USUAL OCCUPATION (Giva'kind of work dons | 10b. KIND OF BUSINESS OR

11. BIRTHPLACE {City and state or country)

12. CITIZEN OF WHAT COUNTRY?

during most of working life, even if retired) INFIQT . .
Farmer i Missouri ¢ I-Eﬁ
I3£'FATHER'$ NAME 13b. MOTHER*S MAIDEN NAME 4. NAME QF H.U$BAND OR WIFE
Unknown Martha Johnson = | e=eaaa
15. WAS DECEASED EYER IN U, 5, ARMED FORCES? 16. SOCIAL SECURITY NO.| 17. INFORMANT Address
(Yes, no, or unknown) {16 yes. SLBTYRMOWYL =o~ic) | Unknown State Hospital #1  Fulton, Mo,

18. CAUSE OF DEATH {Enter anly one cuuse per line for {a), {b), and (c).)
PART |. DEATH WAS CAUSED B
Prieumonia

IMMEDIATE CAUSE (a)

INTERVAL BETWEEN
ONSET AND DEATH

Chromic Brain Syndrome

21. | attended the deceased from

to dan.

Tans ]6_, 1959 .
;55 P

Deaath occurred at

23 a 1959 and lost saw E:; alive on

m on the date stated above; and to the best of my knowledge, from the causes stoted.

(Degroe 47 title)

Uocter, coroner, otc., must USe only standard nomenclature in Tem 18 No symploms will Te listed.

22b. ADDRESS

22¢<. PATE SIGNED
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e Conditions, if any, DUE TO (b)
> which gave risa to

- obove couse (a), }

= stating the under-

2 z lying couse last. DUE TO (c}

. DR PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the terminal disecse conditien glven In PART 1 (s} 19. WAS AUTOPSY
T Xy« PERFORMED?
s of= 307 ves[ ] NO[] o
- !-zd % | 20a. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. {Enter nature of injury in PART 1 or PART Il of itam 18.)

— =W

Y 0 u O

g 2|32
G fY| 20c. TIMEOF Hour Month, Day, Year
2 afs NJURY  am.

% e B p.m.

E 5 20d. INJURY OCCURRED 20«. PLACE OF INJURY {e.g., inor abouthome,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
T w WHILE AT NOT WHILE — farm, factary, street, office bldg., atc.)

s 2 AT WORK
£

"

13
8
"

2
<

24 FUNERAL DIRECTOR ADDRESS

IQZQaqomf/q%AhaaA/AQVWE‘ Fu Loy Mo,

DATE RECD, BY LOCAL REG.

Al 2P- /959

AL D° State Hospital #1, Fultorymo [1,23,1959
235 DATE 23c. N E ér Y CREMATORY 23d. LOCATION {City, town, or county} {State)
o )25 ~-59 LR LD M,

{Licensed Embalm

s Statemant on Reverse Side} i

A H A4 /0.




FEB g 1959

STATEMENT BY LICENSED EMBALMER

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

, Student Embalmer No. .......coiiniinn

Signature of Student Embalmer

P. O. Address

Note: The above MUST BE SIGNED BY THE LICE'NSEIS 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.



