Health,
 Welfare
Public

Service

IH“‘éﬂ FEB - 3 195&is1ruﬁon_ District No.

THE DIYISION OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH

l05

~Primary Registration District Na.,

423

59-000818

STATE FILE NUMBER

—.... Registrar’s No.

2

—57 I
‘ |

. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence befdle
a. COUNTY Dunklin o STATE Miggpuri b COUNTY Dunkl?fﬂ“'?/
b. ClTY (If outside corparate limits, give TOWNSHIP only) Inside Limits c. CITY : 3 =y Inside Limits

TOWN Senath Yes (] NofE] o Senath ¢ ves[] No g
¢. FULL NAME OF {If NOT in hespital, give location) | Length of stay in 1b d. STREET (If outside, give location) Reside on Farm
hetrorion  Resldence A R, 1 Yos [ No [
3. NAME OF DECEASED First Middle Last 4. DATE Manth Day Yeor
{Type or print) OF
Liilliam B, Dildine CEATH Jan, 23, 1959
5. SEX 6'. COLOR OR RACE} 7. MARRIED JNEVER warrien[ ] 8. DATE OF BIRTH 9. AIGE (u'i" :;.,; :oumeng:fm |:°L::«nsn z:‘_uas.
male ‘ | Ghite wooweof] 2 ovorceold| Dec, 2,1897 |62 [= ™ [ ] ™

TN wFraprwormE Srre

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

o ™ Al dis-ec:es in'Part i must be :au'sally ro|oleﬁ'.

10a. USUAL OCCUPATION {Give kind of work dane

during most o king liley, even if ratir i
] 1 IF‘ nf’mlng tirad) N

10b. KIND OF BUSINESS OR

DUSTRY

11. BIRTHPLACE (City and stote or country)

Missisgippl Co. Ark.

U

12. CITIZEN OF WHAT COUNTRY?

8.

132 FATHER'S NAME

13b. MOTHER'S MAIDEN NAME

14. NAME OF HUSBAND OR WIFE

a

INTERYAL BETWEEN
ONSET AND DEATH

FThomas Bhodore Dildine Sarah Hogey ( Decenged)
15. WAS DECEASED EVER IN U, 5. ARMED FORCES? 16. SOCIAL SECURITY NO.| 17. INFORMANT Address
Yas, no; nown)| (I ive wor or dotes of service)
R - sl A doten ot pervied Berbara Dildine R, 1 Sem
18. CAUSE OF DEATH (Enter only one couse per line for {a), (b), and (c).)
PART I. DEATH WAS CAUSED BY: 7 )
IMMEDIATE CAUSE (a) e benld .

M“/M

Condltions, if any, DUE TO (b)
which gave rise to } 7
above couse (a},
stating the under-
é Iying couse last DUE TO (c)
= PART H. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the termingl diseass condition given in PART i (a} 19. WAS AUTOPSY
hi PERFORMED?
£ 4 2e o YES[] No[] €
2| 200. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART 1 or PART 1l of item 18.)
w
v d [ a
S[ 2c. TIMEOF Hour Month, Day, Yeor
o INJURY  a.m.
E] p.m.
20d. INJURY QCCURRED 20e. PLACE OF INJURY (e.g., inor abouthome,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE ATD NOT WHILE - farm, factory, street, office bldg., etc.)
WORK AT WORK

959

21. | attended the deceosed f‘romw i
Po s 2

Death occurred at

5

, to gl&ﬁé ‘ £iz 7 _aond last iuw: alive on Sd-v\- !}L_/ /g—" 7
i on the date stated above; and to the bast of my knowMga, from the :ou{a: stated.

22b. ADDRESS

22c. DATE SIGNED

220. SIGNATURE (Dogres or title) )
%w&— Z//mwfw-w,w d| e d, o Qer 27 8055
30. BURI’AL, CREMATION, | 23b. DATE / V 23c. NAME]DF CEMETERY OR CREMATORY 23d. LOCATION (City, town, or county} U {5tate) 7 v
R acif -
BYFTAY*"™ | 1/25/1959 kt, Zion Steels, liissouri
24. FUNERAL DIRECTOR ADDRESS 25. DATE RECD. BY LOCAL REG. 26. REGISTRAR'S. SIGNATUR. !
McDaniel Senath, lo. /~29- /959 }/{2 Al

{Licensed Embalmer's Statement on Reverse Side)




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. .............oonn

...........................................................................................

by me, or by
working under my personal supervision.
SUENL  cencnrvirvnrrrereerrrcraneasanearramannseramasaseanints SignMﬁ-.....’b...i .................
Signature of Student Embalmer !
Licensed Embal Noé/gi .........

P. O. Addressa..eﬂﬂﬂ -a}m

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,




