Heaith,
Walfare
Public
Kervice

THE DIVISION OF HEALTH

STANDARD CE

Ragistration District No.

OF MISSOURI

IFICATE OF DEATH
Primary Regulrunor\ D.‘mc, No.. 5#23

... Registrar’ 3 Ne. Ne. .

NUMBER

[ 7Y 2. USUAL RESIDENCE {Where deceased lived. If institution: R“édcn:a bfio &
a. STATE b. COUNTY a rmulo'/
30 Dunklin Migsourl Dunklin
- b. CgRY (H outside corporate limirs, give TOWNSHIP only) lnside Limits c. CBTRY ¢ 3.5 Dd Inside Limits
Toww  Arbyrd Ves e L Tow Arbyrd Yoslg *e U
c. FULL NAME OF {H NOT in hospital, give locatien} | Length of stay in 1b d. STREET (If outside, give location) Reside on Farm
HOSPITAL OR ADDRESS Yes [ No [}
INSTITUTION 9I,..S . Yes o
3. NTAHE OF DECEASED First Middle Lasi 4. DATE Month Doy Year
(Type or print) . OF
1 MARY LIZZIE CRITES pEaTH January 26,1959
5. SEX 6. COLOR CR RACE| 7. MAHRIED& PIEVER marrieo[] 8. DATE OF BIRTH 9, AGE (In ysars §F UNDER 1 YEAR] IF UNDER 24 HRS.
birthd nth Hour Min.
Female White wipowep[ ] pivorcen[ ] 8722/1878 80 thier} ’Sé' | °¢' i J
10a. USUAL OCCUPATION {Give kind of wark done | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE {City and stats or country) 12. CITIZEN OF WHAT COUNTRY?
dwing most of working life, even if retired) INDU Y
Nére None Sturgls Kentucky U,S.A.

J3o. FATHER'S NAME

Peter Holdman

13b. MOTHER'S MAIDEN NAME

Georgla Delaney

14. NAME OF HUSSAND OR WIFE

.C.Crites

T Fprp ey

15.

(Yeu, Ndr unknagwn}

14. SOCIAL SECURITY NO.

None

WAS DECEASED EVER IN U. 5. ARMED FORCES?

{If yos, glwgﬂgqua of service}

17. INFORMANT

Address

E.C.Crites,Arbyrd,Mo.Boute

1

INTERVAL BETWEEN
ONSET AND DEATH

18. CAUSE OF DEATH (Enter only one cause per li &J(n), (b}, and {c).} )
PART . DEATH WAS CAUSED BY: %
IMMEDIATE CAUSE (a) ﬂ - /_

TRy STuTaRe
MECICAL CERTIFICATION

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

Conditions, if any, DUE TO (b)
which gave rise to }
abave cause (a),
stating the wnder-
lying cavas last. DUE TO (c)
PART II. GTHER $IGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the terminal disease condition given in PART I (a} 19. WAS AUTOPSY
p PERFORMED?
/992, YES[] NO[])
200. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in PART | or PART Il of item 18.)
| O g
Wc. TIME OF Hour Month, Day, Year
INJURY a.m.
p-m.
20d. INJURY OCCURRED e, PLACE OF INJURY {e.3., inorabout home,| 20f. CITY, TOWN, OR LOCATION COLNTY STATE
WHILE ATD NOT WHILE D farm, uctory, street, office bldg., etc.)
WORK AT WORK

21. | arrended the deceased from . ta

m on the date stu

‘-éé ~ /73 fcnd last saw: olive on

above; and to the I:ut of my knowl-dge, from the cuuul stated,

1la)
¢

e iRy WA

Death occurre

22¢c. DATE SIGNED

[~ 2

Wi TH
~,. All disecses in Port | must be cousally related.

e

23a, BU&I'AL, CR EMATION

b
By ey /% 57 | o1a Bethe)

23c. NAME OF CEMETERY OR CREMATORY

234/ LOCATION (City, tawn, or county)

lzwrence Co. Ark-

{S1are) /

™

24.

eath Funeral Home ,Paragould Ark,

FUNERAL DIRECTOR ADDRESS

? RECD. 7DCAL REG.

26 REGISTRARSS SI AT

Mﬂ—{

{Licensed Embaimer's Statemant on Reverse Side)



I3
L'l

STATEMENT BY LICENSED EMBALMER

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

L o o N O PP ., Student Embalmer No. .............0aeis

working under my personal supervision.

Student .o e
Signature of Student Embalmer

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWR]T]NG (Failure
to comply with the above constitutes grounds for revocation of license).

1f embalined by a STUDENT, he also shall sign in his OWN handwriting.

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