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All diseases in Part | must be causally related.

LEU MAY 1 2 1959 Registration Distriet No. ,,5

THE DIVISIOM OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH
...Primary Registration Di'"icﬁ’.‘-ua_g..,[__m_o____

99-012564

STATE FILE NUMBER

1. PLACE OF DEATH 2. USUAL RESIDEMCE (Where deceased lived. [finstitution: Reudmc. b‘fﬁ".
o. COUNTY o. STATE b. COUN admia si
1
. CITY (H ovtside corparate limits, give TOWNSHIP only) Inside Limits <. CITY ‘q o Inside Limits
OR Yes Ne [] aR ¢ q Y N D
TOWN 1 I3 TOWN Catron o | Yesfg] Mo
. FULL NAME OF (lf NOT in hospital, give location} LelPﬂ'ld‘ y m 1b d. STREET {l outside, give locotion) Reside on Farm
HOSPITAL OR 3? ADDRESS Yes [] N
msTITuTioN St. Franeis Hosp. : : Yor [ Ne [
3. NAME OF DECEASED First Middle Los: 4. DATE Month Day Year
(Type or print} OF
Minnie audell DEAT™ May 2 1959
5. SEX 6. COLOR OR RACE| 7. wARRIEDI] NEVER MARRIED[] 8. DATE OF BIRTH 9. AGE (In years JF UNDER ) YEAR] IF UNDER 24 KRS,
last birthday) | Mopths | Daya Hours l Min.
Femala '| White | weoweol]  oivorcesl]| Qat,, 3 1888 &
1Qa. USLIAL OCCUPATION {Give kind of work done | 10b. KIND OF BUSINESS OR }1- BIRTHPLACE {City ond stote 6r country) 12, CITIZEN OF WHAT COUNTRY?
durtng most of working fife, sven if retired) {NDUSTRY
etired School Teacher Senath, Missouri ¢ | U.S.A.

13a. FATHER'S NAME

Ben Bule

13k, MCTHER'S MAIDEN NAME

Marths Walls

14. NAME OF

HUSBAND OR WIFE

{Doyla Caudell

15. WAS DECEASED EVER IN U, 5, ARMED FORCES?
(Yes, nhor unlmown)‘ (f yoa, give war or dores of service)

IMMEDIATE CAUSE {c}

Conditions, if any,

18, CAUSE OF DEATH (Enter only one cause per line for {a), (b) and {c).}
PART |. DEATH WAS CAUSED BY: :?3

16. SOCIAL SECURITY NO.| 17. INFORMAMT
None Doyle Caudell- Catron, Mo.

Address

INTERVAL BETWEEN
& - onng AND DEATH

DUE TO (b}

above causs (a),
stating the wunder.
lying cavws last.

which gave rise ta }

DUE TO (c}

PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but net +elated to the terminal diseoss condltion given in PART | (a) 19. WAS AUTOPSY

PERFORMED?

/7EX YEs[] NO[] ¢

O O Qa

0. ACCIDENT SUICIDE HQMICIDE 20b, DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART (I of item 18.)

Wec. TIME OF  Hour  Month, Day, Year
INJURY g.m.

p.m.

MEDICAL CERTIFICATION

AT WORK

204. INJURY OCCURRED 2e. PLACE OF INJURY {e.g., in or about home,
WHILE ATD NOT WHILE ) farm, w.ctory, street, office bldg., etc.)

20f. CITY, TOWN, OR LOCATION

COUNTY STATE

21. | attended the deceased from 1/1 7/53 . , to 5/?/5

g9 and last saw hl T alive on

Death occurred ot T30 A M.,

25/2/59

m on the date stated above; and to the bast of my knowledge, from the couses stated.

220, smmrugeg M%ﬁ?}ml% ’& d

ADDRESS 22c. QATE SIGHED
Z?f,ﬁ’( /@/wm&m | 5587

a3

23a. BURIAL, CREMATION, | 23b. DATE 23e. NAME OF CEMETERY QR CREMA%R\'
REMDVAL {Specliy)
Burial C=i=59 Mounds Park Cem.
24. FUNERAL DIRECTOR ADDRESS 25 DATE RECD. BY LOCAL REG

Pondar Funeral Home-Iilbourn, Mo,

5- 8-/

23d. LOCATION (City, tawn, or county) {S10te}

959 ,Qg”u_ -(Ta.ai;w—

{Licenied Embalmer’s Statement on Reverss Side)




ge6l o v Adl

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, OF BY Lottt v s r e e e e s s , Student Embalmer No. ..........cc.oveee

working under my personal supervision.

SUEAEME  evneeneineineinneraanaennsrresnaaesoesaeeisasasannres Signed IRATLAL- .. yé M .............
Signature of Student Embalmer
. Licensed Embal
P, 0, Addreﬁf

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.




