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All diseases in Part | must be causally related.

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

THE DIVISION OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH

Primary Registration District ND-.---é_.o__.i

o 59=00R6 47
36

q2:gis'mﬁon_ District Ne. -3/ é

. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before
o. COUNTY o STATEMisso b. COUNTY Iron ission}
b. CIC;I'Y (H eutside corporate limits, give TOWNSHIP only} Inside Limirs <. CgRY . o Lr? Fo) Inside Limits
romSt.Francois Township Yes [ NoXX Towy Annapolis, 0 ik twinl,
c. EgLFI;I':":IiAE OF {IF NOT in hospital, give location) | Length of stoy in 1b d. iTRERE‘gS {If outside, give locotion) Reside on Farm
o OR5tate Hospital #4 |4 Yrs;7 mos|, DDRE | QWL
3. NAME OF DECEASED First Middla Last 4, DATE Month Day Yeor
(Type or print) OF
THEODORE PRESTON SHUMAKE, pEATH February 1, 1959
5. SEX 6. COLOR OR RACE| 7. 8. DATE OF BIRTH 9. AGE (In yeors JFUNDER | YEAR| |F UNDER 24 HRS.
MARRIED[ JNEVER MARRIED[ ] ¥
hda: H Min,
Male ¢ White wiooweoK} 3 oivorcen[]{October 8,1880 YL “3“}" | xRl l "

10a. USUAL OCCUPATION (Give kind of work done

FERTYE A A

10b. KIND OF BUSINESS OR
INDUSTRY

1. BIRTHPLACE (City and stale or country}

St.Francois County, Mo.

12. CITIZEN OF WHAT COUNTRY?

J U.S.A.

13a. FATHER'S NAME

William G. Shumake

13b. MOTHER'S MAIDEN NAME

Sarap Elizabeth Wells

14. NAME OF HUSBAND OR WIFE

Roma A. Richardson

15. WAS DECEASED EVER IN U. 5. ARMED FORCES?

16. SOCIAL SECURITY NO.| 17. INFORMANT

Address

Ye yor unk I yas, give wor or dotes of sarvice
e R O 7er o ver ot deerofaenied | yninown Records ,State Hospital No.4,Farmington !MQ.
18. CAUSE OF DEATH (Enter only one cause per line for {¢), (b), and (c).} INTERYAL BETWEEN
PART |. DEATH WAS CAUSED BY: . . R gNS T AND DEATH
IMMEDIATE CAUSE (o) _ Bronchial pneumonia, bilateral = = w = - - - ag.
Conditions, 1 any, . DUE TO (b Chronic pulmonary fibrosis of unknown etiology - | Unknown.,
which gave rize to }
above cause (o),
stating the wnder-
cz, Iylng couse last. DUE TO (¢}
’E PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but nat reloted to the terminal diseasa condltion given in PART | (a) 19. \;’eg:gg&%‘f
g Psychosis with cerebral arteriosclerosis. 525 ) YES ] 5
% | 200. ACCIDENT SUICIDE HQMICIDE 20%, DESCRIBE HOW INJURY QCCURRED. (Enter nature of injury in PART ) or PART Il of item 18.)
3 [ O O
Ul 20c. TIME OF .Hour Manth, Cay, Year
e INJUR a.m.
% p.m.
20d. INJURY OCCURRED 20s. PLACE OF INJURY (e.g., inor cbouthome,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE ATD NOT WHILE D farm, factory, street, office bldg., ete.)
WORK AT WORK
21. 1 sttendod the deceassd from OULY L, 1954 wFeby 1, 1959  cndies 5ol alivesn_Febe, 1, 1959
Death occurred ot :l-# P. M. m on the date stated above; ond te the best of my knowledge, from the causes stated.
Z2a. SIGNATURE (Degrae or titla) zb. aboRess State Hospital No.k 2¢. PATE SIGNED
, %’J/ Farmington, Missouri Feb.X,1959
23a. BURIMS, CHEMATION, | 23b. DATE 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (Ciry, town, or county) {State)
BridT" |reb.4,1959 |amnapolis Cenmetery annapolis,lio.

24. FUNERAL DIRECTOR

/hi te Funeral

25, DATE RECD. BY LOCAL REG,

.2 k

ADDRESS
Home ,Ironton,llo.

an Haverss Side)
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v omr e . 7

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 et ee e eeteeteeteareseataseteasaaretaaresaant e eastennaeeneabesaaesireesanneane .,'wStudent Embalmer No. ...cccovevuevenenen

’
1

I . N 4 . o~ < Licensed Embalm 0

. . 6. Addvsss (AT Ity

N 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 embalined by a STUDENT, he also shall sign in his OWN handwriting.
If this body is not embalmed, fact should be s stated above.




