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THE DiYISION GF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH

59-006832

STATE FILE NUMBER

I-”£[] MAR 3 1959-g|sh‘oﬂon District Ne. ... 3-/_&2 ______________ Primary chls!ruﬂon Dmru:f No. _é___ ﬂ.._7 3....__. Registrar's No. ._..__..ﬂ_ 3

PLACE OF DEATH 2. USUAL RESIDENCE (Where deceosed lived. 1f institution: Residence before
= COUNTY gt Francols: © SATE Missourd * NSt Fraffc¢dls
b. C(I:;TRY ([f outside corporate limits, give TOWNSHIP only} Inside Limits c. CBT'Y - 9 q_ D Inside Lifits
R .
rom  Bonne Terre _ryral YD %X 1o Bonne Terre e Ne (X
c. Egls-;-l'PA['_“%ROF {lf HOT in hospital, give locatien) | Length of stay in 1b d. STREET {If outside, give locotion) Reside on Farm
Al ADDRESS
insteruTion. RE 1 Lifetime. Rt Yes [ Neo
3. NAME OF DECEASED First Middle Last 4. DATE tonth Day Year
(Type or prin} OF
HASKEL HOWARD PULLEHN peatn Feb 17, 1959
5. SEX 6. COLOR CR RACE| 7. MARRIED[ JNEVER MARRIEDmOB DATE OF BIRTH 9, AGE {In yoars | FUNDER T YEAR| IF UNDER 24 HRS.
& last bisthday) | Months | Days Haurs Min,
Male. White mooweo[] _ oworceol)|” Jan 25, 190k | BT
106, USUAL OCCUPATION (Give kind of work dons | 10b. KIND OF BUSINESS OR 11, BIRTHPLACE (City and stare or country) 12. CITIZEN OF WHAT COUNTRY?
durin 5t of working life, sven if retired) INDUSTRY
Ton& ™ None Borine Terre, Mo. 9| U S A
136. FATHER’S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
George Pullen Jennie Crocker: None
15. WAS DECEASED EVER IN U. 5. ARMED FORCES? 16, S0CIAL SECURITY NO.[ 17, INFORMANT Address
(Yex, rappgmkoa=m 0F yos, sive wor or dates of servics) None Mrs. Florence Farmer Bonne Terre Mo

PART I. DEATH Was CAUSED BY

IMMEDIATE CAUSE {a)

18. CAUSE OF DEATH (Enter only one cause per line for {a), (b), and (c).)
" Cerebral vascular accident

INTERVAL BETWEEN
ONTT D DEATH

Condltions, if gny,

oue 7o iy Arteriosclerosis

meny yrs,

which gave rize 1o
above couss [a),
stating the wnder.

} oue 10 () PDlabetes mellitus

z lying cause last,
g PART Il. OTHER SIGNIFIT‘CIANT commou&co;mmunuc TO DEATH but not related +o the termingl disease condition given in PART | (a) 19. gég:ggggg\’
7
2 entel deficiency. 20 OX ves (] NO LK 2
2| 200. ACCIDENT SUICIDE HQMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART Il of it_er? 18.}
w o .
v O O (]
51 20c. TIMEOF Hawr  Month, Day, Yeor
a INJUR a.m.
£ p.m.
20d. INJURY OCCURRED 200, PLACE OF INJURY (e.g., inorabouthome,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE ATD NOT WHILE 0 farm, foctory, street, olfice bldg., sic.)
WORK AT WORK

21. 1 attended the deceasad from
Death occurred of _/

2/15/59

e
ond last saw him aliva on

2715759

& mon the dale stoted above; ond to the best of my knowledge, from the couses stated.

22a. IGNATURE groe or title 22b. ADDRESS 22¢. DATE IGNED
W 7?2 Bonne Terre, Mo, P /18/59
230. BURIAL, CREMATION, | 23b. DA 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION {City, town, or county) {Srate)
MOV {Spacily) x
13l 2-19-195%9 Bonne Terre Cemetery | Bonne Terre, Mo
24. FUNERAL DIRECTOR ADDRESS 25. DATE RECD. BY LDCAL REG. 24. REGISTRAR'S SIGNATUR
C.Z. BOYER.& SON Bonne Terre Mo Q1 MJ? EMM_M
B Y 7
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L, el Leind

STATEMENT BY LICENSED EMBALMER

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

BY M, OF DY 1riitirivtiieiasencnnisiriniisisesstessssnsasnssensnressrasnssrrrssssassnssacrnsnassassan .. Student Embalmer No. .........covuvvneee

working under my personal supervision.

Signature of Student Embalmer B.. T.. BOYER
Licensed Embalmer No3660\
P. O. Address.pﬁ.s..l.gge: Mo,

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.




