Health, THE DIVISION OF HEALTH OF MISSOURI 59_022455
i Welfare STAN DARD CER"H(AT! OF DEATH ’ STATE FILE NUMBER

Public
ag|strqf|on District No. ____%. ? d__ e Primary R.glsh’uhon Dlsﬂ'lc' No. e Reglstrur 3 No ,__,zz___?_____;é

Service
“T."PLACE OF DEATH- — = .= 2. USUAL RESIDENCE {Where deceased lived. If institution: Residence byfore
. 300 o COUNTY .Pulaski Co o STATE Misggourl b COUNTY Puj-aS?fT"”

1-57 b. CITY (If outside ca limits, give T ide Limi
. rporate limits, give TOWNSHIP only) Inside Limirs c. CITY InsI%lens
OR OR ne f
¥ toww Big Plmey, Mo Yes] No (] SR Big Piney, I:’Lsso
. FULL NAME OF (M NOT in hospital, give location) Lenqjl: of stay in 1b AP STREET (1f outside, give Iocquon) Reside on Form

. 7
HOFITALSR  None. Yre  ||yp7 ‘ADDRESS None. Yos O] No -

3. NAME OF DECEASED First Middla Last 4. DATE Month Day  Yeor
or print
Ype ar prin Carol Sue Cochrane. pears June 13, 1959

5. SEX 6. COLOR OR RACE]} 7. MaRRIED[ JNEVER MARRIEDE GE (In yoars
Foemale !| White. o wooweo[]  owvorceo[ ] May 8,1948 | 1Y
100. USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE {City ond state or country) 12. CITIZEN OF WHAT COUNTRY?
dugiog most of werking life, aven if retired} INDUSTRY =
ONG s —————— Trindddd, Ind. ! UBS

13a. FATHER'S NAME 13k, MOTHER'S MAIDEN NAME 14. NAME OF H'U!'iBAND OR WIFE

Morgan Lewis Cochran Jane Mitten. None.
15. WAS DECEASED EVER l?‘l U. . ARMED FORCES$? 16, SOCIAL SECURITY NO.| 17. INFORMANT Address
(YuNaonr unknqwn)l(lf yes, give war or dates of service) None N Morg an L . COChI‘ an B ig , Piney , }&-O

18. CAUSE OF DEATH (Enter only one couse per line for (a), {b), and (c).) INTERVAL BETWEEN
PART !. DEATH WAS CAUSED BY: ONSET AND DEATH

IMMEDIATE CAUSE ({a) Sﬂpf O a7 Z' /o0 . D i

f - \.
DUE TO (b) . ,
il f
DUE TO"(CT)
PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but net reloted to the terminal disease condition given in PART 1 {a) 9. ‘g.ei;ggggg;!
A 2533 / YESE No[J
20a. ACCIDENY SUICIDE HOMICIDE 20b. DI::SCRIBE HOW INJURY OCCURRED. ({Enter nature of injury in PART 1 or PART Il of item 18.)
X GO0 o Aittle Girt wAs Subjeet Yo Lo, feghe Siezuecs
2e. ;;:TIER?(F .Hour  Month, Day, Year '. ’ ! L .
o.m. . .
oo o b -850 Fell wde pond a/dk'//uq axe of these B7pcks
20d. INJURY OCCURRED ... | 20e. PLACE OF INJURY (e.g., inorabouthome,} 20f. CITY, TD\‘M OR LOCATION COUNTY ags" STATE

%E_KE ATD r‘:?w::(LE 0 fcrm;;sgmﬁys}:oo, Offl.ca bldg., ete.) y’f ﬁ/u'ey - ﬂf/ﬂskl wo

oot VR e decoased emm . ,to m"“ divecn Ikl [B-/95F

Death occurred ot 5 rﬂo - 1 m on the date stated above; and to the besl of my knowledge, from the causes stoted.

= wmm Lo /FaeR = mﬁ;o};;sé sville,Misscurl “8/ i%?g’g

23a. BU /Qsh. DATE AS: NAME QF CEMETERY OR CREMATORY 23d. LOCATION (City, town, or county) {5tate)

B g’ 6/)5[59 9 pewell Cemetery Big Piney, Missourl

PR
n

8. DATE OF BIRTH . AGE (In years JFUNDER 1 YEAR| IF UNDER 24 HRS.
Months | Days Hours l Min,

Conditions, if any,
which gove rise to }

abave couse {a},
atating the wider.
lying couaw last.

MEDICAL CERTIFICATION

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

Doctor,'carener, otc, must use only standard nemenclature in item 18. Ne symptoms will be histed.

All disesses in Part | must be causally related.

ol

5. DATE RECD. BY LOCAL REG.

ag#q ne Hom é..5

- / (Llcunud Embalmas’s Stotement on Reverss Side)

NN
&




- : ' AL

£

STATEMENT BY LICENSED EMBALMER

] S J}
I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed
by Me, OF BY o et e e e et st s as s e e e e nn o Student Embalmer No. ..........oc......
- * . ) e - ‘F" ’ k. ) -

Y . ] T -.7_".'--
working under my personal supervision.- -

, - . . 0

Student .o e e
Signature of Student Embalmer

* . -

P. 0. Address WAMMA LAY, |

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.

[f this body is not embalmed, fact should be so eg_ted above,




