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STANDARD CERTIFICATE OF DEATH

LEU MAY 2 6 195&egisrmlion_ District No. ...
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o RSET
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STATE FILE NUMBER

- Regisnar's Na....
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1. PLACE OF DEATH

2. USUAL RESIDENCE (Where deceased lived.

|# institution: Residence

300 a. COUNTY Howell X a. STATE Migasouri b COUNTY Homlgmnsm;%"
1-57 b. CITY {IF outside corporate limits, give TOWNSH[Pipaly) [ Inside Timifs < cm N T , inside Cimits  ~
R West Plains ves {8 N (] TR, West Pla:.na , Yok No[]
c. FULL NAME OF {té NOT in hospital, give location) | Length of stay in 1b oy d. (I ovtside, give location) Reside on Farm
o iy e | §8 yre [ R e1r w. Broativay | D
3 Fr?«MpeEgir?rS)CEASED Firat Middle Laost . 4. Da;s Month Day Yeor
WILLIAM SANFORD RHODES peatH MAYe« 13, 1959
5. SEX 6. COLOR OR RACE( 7. 8. DATE OF BIRTH 9. AGE {In yaors JF UNDER | YEAR| IF UNDER 24 HRS.
| male, | “white | ol el APTAL 15, 189" g PO o RS
E 10a. LSUAL OCCUPATIPN (‘Giv- Lind_or m_,ra done | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (City and stare or country] / 12. CITIZEN OF WHAT COUNTRY?
:;' durlngwgnék? lite, evan if retired) ;lgu Ti\'red Wideman . Izard Co.Ark USa
; 13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
Richard Rhodes Rebecca Haggen Bliz Pendergrass Rhode,
Y 15. WAS DECEASED EVER IN U. S. ARMED FORCES? 16. SOCIAL SECURITY NO.| 17. INFORMANT Address
';,:. {Yes, no, or unknown}l (Il yes, give wor or dates of servica) none ma. Earl :MB.tl'OCk . Wea t Plaina . MOO

PART I

IMMEDIATE CAUSE (o}

DEATH WAS CAUSED BY:

18, CAUSE OF DEATH (Enter only one cause per line fur?, (b}, ond (c}.)

/ ¢Yy

&f}' 7¢vf 7 com

INTERVAL BETWEEN
OyET AND DEATH

ST —

Death occurred ot

8 p.m.

m on the Jﬂla stated above; und to the best of my knowledge, from the cavses stated.
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22b. ADDRESS # p /( - /,}

22c. DATE SIGNED
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: & Conditians, if any, DUE TO (b) (ﬂ it 1 Pn C[" < f (é/c.'//l //““‘"‘V
. = which rine fo -
: - chove cause (ol ¢.¢ﬁ (41/' ‘f" /rf v ﬂ f)‘M 3 {frt’
3 z stating the upder- ( f J A
H 8 5 lying cause last. DUE TO (c) Yye d z i 3 "k’
ig Z2NF PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related o the termingl diseass condition given in PART i (=) 19. WAS AUTOPSY
S B )”H . / 7{ Y( . f » — J°F 584 PERFORMED?
is off= L 1 & o Zh &Y L h P Y - / X YES[] no D@
S % % | 200. ACCIDENTY SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART Il of item 18.)
= Zfu
- L O ] M
3 U4
: : QY| 2c. TIMEOF Hour Month, Day, Year
1 £ = Qs INJURY  o.m. ~
; ‘.:,". S H p.m.
! f % 20d. INJURY OCCURRED e. PLACE OF INJURY {e.g., inorabout home,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
W WHILE AT NDT WH[LE farm, .ctory, streef, offl:n bldg., etc.}
nﬂ' I [ [
E 21. | attended the deceased from 3 l 7(——' 3 7 , to 3 "'/ 7~ r’:und last saw ﬂ" alive on J——' / a -5 ?
[3
"
&
2
<

230. BURIAL, CREMA% I3b. DATE
nEMovul(sp.cary)

1

-3
-

15,1959

23c.

24. FUNERAL DIRECTOR

DRESS canTER FUNIRAS HOME
WEST PLAINS, MO»

NAME OF CEMETERY OR

CREMATORY

Bakergfield Cemetery

23d. LOCATION (City, town, or conmy}

Bakersfield, Mis sgauri

{Srare} P

25. DATE RECD. BY LOCAL REG.

$-/9- 59

{Licwensed Embolmaer’s Statement on Revaerss Side)

26. RE RAR'S SIGNATURE
s




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, Gl e re e e e e ea et re ottt e reaa e aaans , Student Embalmer No. ...................

working under my personal supervision.

Student ..oirrii e
Signature of Student Embalmer

Licensed Embalmer NoSA‘Q.&

CARTER FUNERAL H

P. O. Address...;W... MSTPLAINS,M‘

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. |
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