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THE DIVISION OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH
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, COTONar, &Tc. musruse only stondard nomenclature in item 8. MNo symptoms will ba listed.

must be causally reloted,

All diseases in Part |

7

N ]‘V,PLACE OF DEATH _ . 2. USUAL RE NCE (Where.deceased lived. | nslm.mon idence befo
e CcONiY ~ "St, Louis . o STATEiﬁS S0Uri b. COUNTLAIICO rmss»t?nl":e "
b. CgRY {If cutside corporate limits, give TOWNSHIP only) Inside Limits c. CiTY tnsﬁe Limits
TOWN St . I_-Olll s T {Yes HND M TOWN .El SberrY Yes[ ]} No @
c. Engl;nl:lAllidEOOF {1f NOT in hospital, give location} | Length of stay in 1b d. STREET {If outside, give location) Reside on Farm
A . -
4 INS%'ITUTIONR Mo, Baptist Hospital ADDRESS R, Foe D, . Yos (X No [
3. NAME OF pECEASED First Middle Last 4. DATE Month Day Yeaar
(Type or print} George GuY Cochran DEATH June 21 1959
LT
5. SEX 6. COLOR OR RACE| 7. DATE OF BIRT) GE (I rx $F UNDER 1 YEAR| 1F UNDER 24 HRS.
Mal e mi te :IAD':)RV:EI:B NEVER MARRIEDQ & y ig? 9 %@Iul tbir:|z::y; %ﬂu l Dals 3| Howrs I Min,
o DIVCRCED
10o. +USUAL OCCUPATION {Give kind of work dons | 10b. KIND OF BUSINESS OR 1. BlRTHF'LACE {City and state or countr, ] o 12. CITIZEN OF WHAT COUNTRY?
during mﬁmlfa, even if ratired) INDUSTRF arml ng Ll ncol n Coun Y U. g. P R
13a. FATHER'S NAME 13b. MDTHER'§ MAIDEN NAME 14, NAME OF HUSBAND OR WIFE
John Cochran Bettie Knox None
15. WAS DECEASED EVER IN U. 5. ARMED FORCES? 16. SOCIAL SECURITY NO.{ 17. INFORMANT ddress . .
LTI NOVRID (F yos. aive wor or dotes of sarvice) Matred Wilson Elsberry, Missouri

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

agistration District No.

Primary Registration Distriet No. . ...

93-022774

STATE FILE NUMBER

—_ Ragis:m@o.._.sgaﬁm._..

MEDICAL CERTIFICATION

PART I. DEATH WAS CAUSED BY:

IMMEDIATE CAUSE (a)

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

) 4

INTERVAL BETWEEN
ONSET AND

Conditions, if any,
w;rd‘! ':::c rllu.n:o } DUE TO () L

above couas [a), / é
tating th dar-

Iying cavee. lagr. 3 DUE TO (<) [ (o

PART Il. DTHER SIGNIFICANT CONDITIOF@QTRI?}UTING TE H’bul not related 1o the terminal dl:.nu condltion given in PART | (a)

19. WAS AUTOPSY
PERFORMED? 2

YES (] NO O

Death occurred ot

20a. ACCIDENT SUICIDE  HOMICIDE 20b. &gSCRHBE ifOW INJURY OCCURRED. (Enter nature of injury in PART | or PART [} of item 18.)
O O O

20c. TiIME OF Hour .Month, Day, Year

INJURY a.m.

p.m.
20d. INJURY. OCCURRED Me. PLACE OF INJURY (e.g., inor cbouthome, | 20f. CITY, TOWN, OR LOCATION COUNTY STATE
IWHILLE AT WH|LE farm, factory, street, office bldg., eic.)
WORK ORK 1 I
21. | attended the doceased fr /p d and lost Sow m alive on g‘_ﬁ'q
m on the dfite stated above; and to ﬂ’!}m\!of my knowledge,

m the causes stoted.

27 N

: 3

I e

230. BURLAL, CREMATI N, 235- DATE

BT 317

;_‘1{. NAME OF CEMETERY OR CREMATORY .

Auburn Cemetery"

23d.

Si]

Q}ll)
Lex Lincoln Mlssourl

LOCATION {City. town, os coum)l

24. FUNERAL DIRECTOR ADDRESS
'

Clifton Miller Elsberry,

25. DATE RECOD. BY LOCAL REG.

Missodri . JUN 2389 °

_. 7- ;

{Licensed Embolmer's Stotement on Reverse Side)
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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

DY M@, 0T BY ooeiiiiieiiiee e e ittt s e st r e s ., Student Embalmer No. .......cccceeuenen.

working under my personal supervision. -

SEUAENE  ceovrrierririrernertrsreistenraasrennrrreerssasisrans Signed ...)
Signature of Student Embalmer

P. O. Address ... % :

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.




