MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH = 6~ (VE
-PARTMENTY OF PUBLIC HEALTH AND WELFARE _& 007()42

STATE FILE NUMBER
M aty oy tri e 3 . ___Primary Registration District No. ;3___15_?_--_Regmrar s No. _____I_]__ﬁ _______

£ AMENDED
1. PLACE OF DEATH 2, USUAL RESIDENCE (Whera deceased lived. 1f institution: Residence before
; 8 a. COUNTY Srt FI"anG i 8 a. STATE Mi asour r. COUN““Na Shi ngt on admission)
% b. CITY {If cutside corporate limita, give TOWNSHIP anly) Length of stay in 1b €. CéTRY {nside Limits
S owvBonne Terre 2 days own Caledonia Yes X No i)
' ﬁ c. L%SEP?}AATE OF (If NOT in hospital, give location) Inside Limits d.ASI;%iET {If cutside, give location) Reside on Farm
— ESS
'g- netution Bonne Terre Hospital |veX meo General Delivery Yes O Ne R
4
3. NAME OF DECEASED First Middle Last 4. DATE Manth Day Year
(Type or print) OF
] WALTER PULASKT DUCKWORTH DEATH Peabrusry 8 1962
5. SEX 4. COLOR OR RACE 7. Married [ Never Married [ %&AIBOF BIRTH | 9. AGE (tast birthday) | IF UNhDER 1 YEAR _IF UNDER 24 HR
| i i Months Days Hours Min.
Male Whit e Widowed B Divoreed {] 83 I
—| 10a. USUAL OCCUFATION {Give kind of work done | 10k, KIND QF BUSINESS OR INDUSTRY]{ 11. BIRTHFLACE (City and state or country} | 12. CITIZEN OF WHAT COUNTRY
W durj 3, king Jife, eyen if retired)
[z edicat "Poctor Medicine Salem, Missouril UsA
9 138, FATHER'S NAME : 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
-
—® G. S. Duckworth Emily Jane Craw Ella Tillson Duckworth
v 15. WAS DECEASED EVER IN U.5. ARMED FORCES? 16. SOCIAL SECURITY NO. 17. INFORMANT Address
)( L4 {Yes, no, ﬁUknnwn}i {If yes, give war or dates of sarvice) MPS ROsalie Quall g Caledonia s Mo -
w
AN e k 168. CAUSE OF DEATH (Enter only one cause per line far [a), [b), and (c). INTERVAL BETWEEN
< E PART {. DEATH WAS CAUSED BY: OMNSET AND DEATH
—2 s g IMMEDIATE CAUSE {2} Pneumonla i) 5 days
]
O | g
—| | Q e
(=" ¥ Conditions, if any, DUE TO (b)
) » 5 which gave rise to
—(2 |2 sbove cause [a), .
._3_: < stating the wnder- I
! lying causs last, DUE TO (¢}
—Cz)‘ S PART 1. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATIH but not related 1o 'the terminat PART i}, If decessed wasr female was
!! 44 1) = dissase condition given in PART | {s) there a pregnancy in last 90 days.
& i =
= $ Arteriescleretic heart disease [Dvee | 0o [ O vaknown
uw rt- 19. WAS AUTOPSY 20s. ACCIDENY SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED, (Enter nature of injury in PARY | or PART |1 of item 18,)
g o PERFORMED =} =} O
= o YES [ NO
s S| 20 TIME OF  HouF  Month, Day, Year |
g P INJURY a.m. '
w p.am,
=
20d. INJURY OCCURRED 20n. PLACE OF INJURY (e.g., in or sbout home, | 20f, CITY, TOWN, CR LOCATION COUNTY STATE
WHILE AT WORK 3 farm, faciory, street, office bidg., ete.)
NOT WHILE AT WORK [J
(]
]
l é 21. 1 attended the deceased fmm__a._é_ﬁa——-— o 2uBeB2 i ten sow her ative on 2-8-62
Death occurred ot » m on the date stated abave, and to the best of my knowledge, from the causes stated.
[&a] oy
—
=2 u b or pde) 225, ADDRESS 22c. DATE SIGNED
fe] 224 SIGNATURE (Degrea g
s o W\ , Benne Terre, Ms. 2=13-62
- b
5 23a. BUKIAL, CREMATION, - 3 OF CEMETERY OR CREMATORY 73d. LOCATION (City, town, or tounty) (State)
d Ty EMOV? (Sgecify)
3 = Methodist Cemetery Caledonla, Missocurl
3 <| = FUNERiA{.: Dmscron Wi& ¢ " 25. DATE RECD. OY LOCAL REG. | 26, REGISTRAR'S SIGNAT
ut > e Fun rontLen {ite] .eﬁ
= x| wh 2 PO Dok /3, 1942

{Licersad Embalmer’s Statemen) on Roversa Side)



FEB 28 1962

STATEMENT BY LICENSED EMBALMER

| hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me,

or by Student Embalmer No.

working under my personal supervision.

Student Signed Wiz e
Signature of Student Embalmer

Licensed Embalmer No._ 0012 |

P.O. Address_Ironton, Missouri

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.




