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All diseases in Part | must be cauvsally refated.

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

THE DIVISION OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH

EILED MAY 1 3 1gsa3gisnmioq District No. 35/0

09-016465

STATE FILE NUMBER

—-Primary Registration District NO-.--Z!'S.-.QB,..---- Registﬁrur's No..__

1. PLACE OF DEATH 2. USUAL RESIDENCE {Where deceased lived. |f institution: Resndqncu bafard
. COUNTY . STATE b. COUNTY ° Imi '9"/.
° Stoddard ’ Missouri Stoddard
b. CITY {If outside corporate limits, give TOWNSHIP only) Inside Limits c. CITY ] 30 lnsnfg Limits
tom DBernie Yes K] Mo (] ok Bernie a Yes[X No[]
c. EIEJ)SLFI;I?AI!:A%SF {If NOT in hospital, give location) | Length of stay in 1b 4. STREET (If autside, give location) Reside on Farm
A ADDRESS
insTTuTion iesidence years Yes [] No (R
3. MAME OF DECEASED First Middle Last 4, DATE Month Day Year
{Type or print) OF .
Fleta Faye Glaub pEATH April 22, 1959
5. SEX 6. COLOR OR RACE| 7. MaRRIEO[SNEVER Marmieo[ ]| & DATE OF BIRTH 2. AIGE ui,:’:;:;; ;::IDER;YEAR IﬁnL::DER 2:“1:Rs.
Female | White [t woowen]  wworceod| Oct. 23, 1900] '58 6" 16 l
10a. USUAL OCCUPATION (Give kind of work dene | 105, KIND OF BUSINESS OR 11. BIRTHPL ACE (City and state or country) 12, CITIZEN OF WHAT COUNTRY?
ting most of kln lifs, lvcn if ratired) INDUSTRY
HOUSE-KEepe Rector, Arkansas ! U. S. A.

13a. FATHER'S NAME

0l1lie Hooks

13k. MOTHER'S MAIDEN NAME

Jimmie

J14. NAME OF H_USBAN[? OR WIFE

Robert Glaub

15. WAS DECEASED EVER IN U. §. ARMED FORCES?
{Yeos, Iha unknqwn)l (If yes, give war or dates of service)

16. SOCIAL SECURITY NO.| 17. INFORMANT

Address

Robert Glaub, Bernie, M

(Licensed Embalmuer's Statement on Reverss Side)

=

18. CAUSE OF DEATH (Enter only one cuuse per line for (a), {b), end {c).} INTERVAL BETWEEN
PART I. DEATH WAS CAUSED B ONSET AND DEATH
IMMEDIATE CAUSE (o) Arter 105C lerot 1C Heart DlS ease with 3A davs
o
Congestive Failure
Condltians, if any, DUE TO (b)
which gove rlse to
above cauvse (o), }
stating the wnder-
g tying cavse last DUE TO (c)
= PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related 10 the terminal disease condition given in PART ! (a) 19. WAS AUTOPSY
i PERFORMED?
2 {aec yEs[J NORD D,
% | 200. ACCIDENT SUICIDE HOMICIPE 20h. DESCRIBE HOW INJURY GCCURRED, (Enter nature of injury in PART | or PART |l of item 18.}
[*¥)
o 0 O O
S 20c. TIMEOF Hour -#onth, Day, Yaar
2 INJURY a.m.
x p.m.
20d. INJURY OCCURRED 200. PLACE OF INJURY {e.g., inor aboutheme,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT WILE farm, foctory, street, office bldg., ete.)
WORK
21. | attended the decaased from 3/ ].8/ 59 , to 4/ 17 / 59 and lgst sawt alive on 4/ ]_7/ 59
Death occurred at m on the date stoted above; and to the best of my knewledge, from the couses stated.
220. SIGNATURE |z w/) 22b. ADDRESS 22¢. PATE SIGNED
Sl ‘25 330 N, 2ndSt, -PoplarBluff,Mo.5/1/59
23a. BURLAL, CREMATION, | 235 DATE " "‘Uuél F EEMETERY OR CREMATORY 23d- TION (City, tawn, or county) {Steta)
EMOVAL (Specify) %‘0
Buria A= —8F M/ g}e; b, :
24. FUNERAL DIRECTOR ADDRESS / 25. DATE RECD. BY LOCAL REG. | 26 REGISTRAR'S §IGNATURE
Strickland-Rainey Dexter, Mp. | &S~ ¥-3SF /wj
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STATEMENT BY LICENSED EMBALMER

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

, Student Embalmer No. ...........c...ee.

...........................................................................................

by me, or by

working under my personal supervision,

Y

R0 e 1= 1| S PP PR PPPPP Signed _3441:!’{/ Ztd.... ik _Mfr'.»?. .....

Signature of Student Embalmer
. —
Licensed Embalmer No‘%?/rf

P. 0. Address ,Af/ezzz%// ,(/4/ .

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.




