THE DIVISION OF HEALTH OF MISSOURI

59-0412096

Huclth, -
. Welfare STANDARD CERTIFICATE OF DEATH STATE FILE NUMBER
Public
Service I p R 7 1959391"'““"". District No. 360 Primary Registration District NO-.__-622_5 ........... Registror's Ne._ .2l .
1. PLACE OF DEATH 2. USUAI.. RESIDENCE (Where dececsed lived. If institution: Residence P;foro
. COUNTY STATE b, COUNTY issign
300 ° Vernon Missourd Greene
157 2 b. CITY (If outsida corporate limits, give TOWNSHIP onky) | Inside Limits .. CITY 3 Ingjde Limits
OR . Yeos [] NEL[ OR : o 7 ¢ Y"E Ne [}
TowN __ Washington ToOWN Springfield i
c. FgLé. NAME OF {1f NOT in hospital, give location) | Length of stay in 1b d. STREET {If outside, give locotion) Reside on Farm
HOSPITAL OR ADDRE .
iNsTITUTION State Hospital #3 16 mos 5 das 51250 East Atlantif vos () NXE

Uocror, coroner, etc. must use anly- standard nomenclature 1IN 1tem (§. No symploms wiil D& iisTed.

All diseases in Part | must be causally related.

3. NAME OF DECEASED First Middle Last 4. DATE Month Day Year
{Type or print} orP
Robert Franklin Minner DEATH 3 30 59
5. SEX 6. COLOR OR RACE| 7. B. DATE OF BIRTH 9. AGE ¢l FUNDER i YEAR| IF UNDER 24 HRS,
s uarrieo( fever warnicol] s Sivindar) [Wartha T Doy | Fowrs l Win.
Male White winowen{ ] oivorcen[J|  7-26-1882 76
106 USUAL OCCUP ATION (Give kind of wark done | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (City and state or country) ¢ |12 CITIZEN OF WHAT coUNTRY?
during mast of working 1ife, even If retized) INDUSTRY . R
arpenter Hickory County, Misscuri| U,S.A.

13e. FATHER'S NAME

13b, MOTHER'S MAIDEN NAME

14 NAME OF HUSBAND OR WIFE

| Eliza Ann Chapman Rosalie Minner
15. WAS DECEASED EVER IN U, 5, ARMED FORCES? 16. SOCIAL SECURITY NO.| 17. INFORMANT Address -x
{Yes, no, or unknown)| {If yes, give wor or dates of service) .
P or unkoeen) (1 yes, 9 Wo Unknown Records  State Hospital #3, Nevada, Mo,

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

18. CAUSE OF DEATH (
PART 1. DEATH

Enter only one couse per line for (a), {b), ond {c}.}
WAS CAUSED BY:

INTERVAL BETWEEN
ONSET AND DEATH

WMMEDIATE CAUSE (o) ___ Hypostatie Pneumonia

Conditions, If ony,
which gave rigs 1o
gbove ecouse {a),
stating the under-

pue 1o vy . Generalized Arteriosclerosis

!

2 days

Many years

4<00

Z lying couse lase. DUE TO (c)
= PART li. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but nat reloted 1o the terminal dissuse conditian given In PART 1 (1) 19. geg f'-'\(l)JTDPSY
E YES[] % o
| 20a. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART H of item 18.)
8 o o O
S| 20c. TIME OF  Houwr  Month, Day, Year
a INJURY  am.
X p.m. .

20d. INJURY OCCURRED 20e. PLACE OF INJURY (e.g., inor cbouthome,} 20f. CITY, TOWN, OR LOCATION COUNTY STATE

WHILE ATD NOT WHILE O farm, factory, strest, office bldg., e1c))

WORK AT WORK

21. | attended the daceased from __9=25 =58 ,m 3-30-59 and last saw I olive on _3=30-59

Death occurred of 8 20 ' m on the date stated above; ond to the best of my knowledge, from the causes ttated.
22c. SIGNATURE CS {Degrae or t% 8 22b. ADDRESS 22c. PATE SIGNED
[~} . -
A /LEM State Hospital #3, Nevada, Mo, | 3-30-59
BURIAL, CREMATION, | 2b. c. NAME OF CEMETERY OR CHEMATORY 34 LOCATIO cn-,. Yawn, or cou (stete)
{EMOY AL (Soncl }
;/320/5_7 ,E'ree.rl Ausn éjema pring "-‘M -550”/"*
fleras DIRECTER 4 / / 25. DATE RECQ. BY Loéu. REG. | 24. STRAR'S SIGNATURE
/] s NN A AP
£ Tt Y

{Licensed Emhllll! » Stotement 4 Raverss Sldl) [

(P




STATEMENT BY LICENSED EMBALMER

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

BY Me, 0T BY eoceiii et
working under my personal supervision.

3 StUENt eevereeteteeieeee e
Signature of Student Embalmer

- - : . *  Licensed Embalmer No..7 &C/ f
P. O. Address/ (A% /}%"

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.




