Heolth,
Welfare

Public

Service

THE DIVISION OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH

[15

1qm_egistm!ion_ District No.

Primary Registration District No. _m

99-013968

STATE FILE NUMBER

%i75

__________ mgmrrur t Mo > .___.l_'i:._.

1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. |f institution: Rasclldenca befpfe
)
- 300 o COUNTY Lawrence County > STATE M1 sgourl b CONTYy wrence. 7
1-57 b. CITRY {If cutside corporate limits, give TOWNSHIP only) Ingide Limits c. ClC;I'RY 8557 Inside Limits
[} TOWN Marionvilile Yes (o No[] TOWN Marionville = q Ye& ne(]
c. FgLL NAME OF (tf NOT in hospital, give location) | Length of stay in 1b d. STREET (if outside, give location) Reside on Farm
HOSPE . ADDR
HOSTALOR 416 Euclld Ave.|1 yr. DORESS 416 Fuclid Ave, | Yes[J Mo
3. NAME OF DECEASED First Middle Last 4, DATE Month Day Year
i {Type ar print) OF
| William Dans Cooper pearn April 27, 1958
! 5. SEX 4. COLOR OR RACE| 7. 8. DATE OF BIRTH X » years 1€ UNDER 1 YEAR| IF UKDER 24 HRS.
: MARRIEDDNEVER MARRIEDD 9. AGE :.:Iin:duy] Manth Doy, Haurs Min,
) Male nite , wooxe®]  oworceo[)|June 10,1881 | M o) i v, Bl
L 10a. USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (City and state or country} 12. CITIZEN OF WHAT COUNTRY?
= during moxt of working |ifs, aven if retired) INDUSTRY }
s Far mer Farming 2 Tenn. U. S, A.
= 130. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WEFE
x . - ) P
Marion Rathihd¥) Coopep El4zaBeRhWicks, Daisy Ethel Fowler
Ei 15. WAs DECEASED EVER IN U. 5. ARMED FORCES? 16. SOCIAL SECURITY NO_| 17, INFORMANT Address
. Ye or unkngwn]| [If ya iva war or dates of service, -
B o g o e M vee 0 fefsied 500-40-97194 Roy C. Cooper, Sprinefield, Mo,

18. CAUSE OF DEATH (Enter only ona cause per line for (o), (b), and (¢).)

INTERVAL BETWEEN

MEDICAL CERTIFICATION

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

PART |. DEATH WAS CAUSED BY: . ONSET AND DEATE E
IMMEDIATE CAUSE (o) 7 ﬁ-—*—-——wL"“-‘-"
L4 ‘,
Conditians, if any, b’
u::‘ch I:::o rln“:o } DUE TO {b) —
above causs (a},
stating the wnder-
lying covsa last DUE TO {c)
PART Il, OTHER SIGNIFICANT COND § CONTRIBUTING TO DEATH b wase conditlon given in PART | (a} 19. WAS AUTOPSY
W c ) OB
Azer YES[] NOWQ 3=
0. ACCIDENT SUICIDE HOMICIDE | 20b. DESCRIBE HOW INJURY ydsn. (Enter nature of injury in PART I or PART Il of item 18.)
] O O
20c. TIME OF Hour Month, Day, Year
INJURY  o.m.
g.m.
204. INJURY OCCURRED 20e. PLACE QOF INJURY (e.g., inoraobout home,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE ATD NOT WHILE 0 farm, factory, street, office bidg., etc.}
WORK AT WORK

21. | attended the deceased from

11:00 =,

Death occurred at

P27, 775

vz

b Saw ti.m‘?ﬂive on %L a 71 pd E 3 E
m on the date stated gbove; and to the best of my knowlddge, from the causes stated.

voctor, coroner, atc, Must use only standgaro nomenciature in rtem [&. N

All dizeases in Port | must be cousolly reloted.

22a. SIGNATUEE := [Degree or tiyl

£

22c. DATE SIGNED

22b. ADDRESS %; .
) c Z= —A ‘J . ¢ 3 ./’5‘ .’27’/

239 BURIAL, CRE;ATION, 23b. DATE 23c. NAME Q METERY OR CREMATORY 23d. LOCATION {City, town, or county) {5tare}
REMOV AL, {Specily)
14t . Remova April 27, 1959 tonville Cemetepy HBentonville, Ark.,
4 24. FUNERAL DIRRCTOR ADDRESS 25. DATE RECD, BY LOCAL REG.

0 8.

M‘;Lﬁu Marionville . Mn

Y--30-1757

26. REleTRAR'S SIGNATURE M
T

v

{Licensed Embolmer’ o Stctement on Reverss 5-(-)




STATEMENT BY LICENSED EMBALMER

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

DY MG, OF DY it e eer et er et raar e e e r e a et aa e e e rea , Student Embalmer No. ..........c0vuunens

working under my personal supervision.

STUdENt oo Signed Wd@/md 7

Signature of Student Embalmer

Licensed Embalmer No. ;‘ é ;f

P. O, Addres

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 embhalmed, fact should be so stated above.




