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THE DIVISION OF HEALTH OF MISSOURI

. STANDARD CERTIFICATE OF DEATH
q 10mgistraﬁan_ Mc! Ng_r
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STATE FILE NUMBER

R.gislrer's No.,__iﬂ. _____

——

L= Av 4"

Primary Registration DistricyNo. 777

ra

1. PLACE OF DEg% F . 2. USUAL RESIDENCE (Where decaased lived. If institution: Residence )efora
. . . i n
o COUNTY OF. Francois o STATE Missouri “ “Pilliscot 7/
b. CITY {If outside corparate limits, give TOWNSHIP only) Inside Limits o7 ‘f CBTRY Inside Limits
R » . .
town St.francois Township Yes (O e[ |[9749 155y Sraggadocio Yesnkatieizh
c. Fth NAMEOOF {If NOT in hospital, give location) | Length of stay in 1b d. SERDEREE.IS-S (I owrside, give location) Reside on Farm
HOSPITAL . , | A
2 hsrmuriootate Hospital # L 17 ¥,8M, 10 flays Y akneh
3. ‘NTAME OF PE)CEASED First Middle Last 4. Dé;E Month Day Year
ype or print . . -1 .
; WILLIE Ann RUSbﬂJ..L\ DEATH  April 1, 1959
. - R . | o d
5. SEXf 1 6 C;I.gt? OR RACE| 7 MARRIED[ JHEVER MARRIED[ ] 8. DATE OF BIRTH 9, AI(:E gl,:",‘::;; ’I::J“?’:JlERI;LEAR I:al;J‘:DER 2:1:'1‘-»25.
emaie { ite woowen[} X, owvorceo[]| September @, 188§ I l

100. USUAL OCCUPATION (Give kind of work done

during m?fé‘lﬁ'é’ﬁi’fg'" If retired)

10b. KIND OF BUSINESS OR
INDUSTRY

Arkansas

11. BIRTHPLACE (City and state or couniry)

12. CITIZEN OF WHAT COUNTRY?

) U.S.4

130. FATHER'S NAME

Mjtch Mackey

13b. MOTHER®S MAIDEN NAME

Sarah Anders

Id. NAME OF H‘IJ-SBAND OR WIFE

Bob Russell

15. WAS DECEASED EVER IN U. 5. ARMED FORCES?
{Yus, no, ar unknqwn)| {Lf yes, give wor or dates of service}
no

16. SOCIAL SECURITY No.| 17. INFORMANT

Hecords- State Hogni tal #}i-Farmi )

Address

18. CAUSE OF DEATH {Enter only one cause par line for {g), (b), and (c).}

INTERVAL BETWEEN

PART I. DEATH WAS CAUSED BY: . ONSET AND DEATH
IMMEDIATE CAUSE {a) Massive cerebral hemorrhage hour
o] ie
Conditions, 1§ sav, « DUE TO (b) Hypertensive C.V.R disease 10 years
which pave rise 10
Treing e v } Psychosis with arteriosclerosis years
z tying cowse lost. DUE TO (¢}
= PART Il. OTHER SIGNSFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the tarminal disesse condition given in PART | {a) 19. WAS AUTOPSY J\
< Y, L{ 2, PERFORMED?
i none X YES[J] NOPZ
£ | 200. ACCIDENT SUICIDE HOMICIDE | 20b. DESCRIBE HOW INJURY GCCURRED. {(Enter nature of injury in PART I or PART Il of item 18.) :
x i
o
2 = m D none
o1 We. TIME OF .Hour Month, Day, Yeor
D INJURY  a.m.
£ p-m. none
20d. INJURY OCCURRED 20e. PLACE OF INJURY {e.g., inor chouthome,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT NOT WHILE 0 farm, feetory, street, office bldg,, e1c.)
WORK 1 AT WORK none

7. | ottended the decesed from AN Termittently singe 19

3 to

Death occurred at

‘atr 9:30 - P.My ~ L

== and lost saw hﬂﬂ"xolin on_Ji—1-59
m on the dote stated above; ond to the bast of my knowledge, from the causes stoted.

,| 23b. DATE

4=3-59

{Degres or title)

(=]

_22b. ADDRESS

State Hospital 7 L= Yarmington

22<. PATE SIGNED

Z3c. NAME OF C.EMETERY OR CREMATORY

Little Prairie Cemetery

234, LOCATION [City, town, &5 caunty)

Caruthersville, Mo,

(State)

ADDRESS

pbell, Mo.

25. DATE RECD. BY LOCAL REG.

2/4/1439

26. g/c:;?s SIGNATU|
4 L3

LY
(Licanned Embalmer's %m-m on Revefse Side)

Y




Ty

" 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 o r s rre s e ra e sea s ner e s e e n e rrn e nas .. Student Embalmer No. ..........coeveuvse

working under my personal supervision.

N 41T =1 1 T A PP
Signature of Student Embalmer

Licensed mbalmer Ne...
" ° P.O. AddressF 2«5

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITIN 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.

- . . .



