MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH

IPAIITMEN‘I’ OF PUBLIC HEALTH AND WELFAR { é STA -
) Registration District No, ﬂmary Regummon Dlmin No. :3 ﬂja@uﬂu s No. ...._/ K. TE FILE NUMBER

DO NOT WRITE - :
ON THIS STUS - a~.""‘""“’ L ED MAY T 1863

1. PLACE OF DEATH 2. USUAL RESIDENCE [thrl deceased lived. If institution: Residence before . -

LV$300 a. COUNTY ‘St. Fran'éi o a. STATE b. € : actmi
s , MO . a mitsion)
Rev. 4/ 59 b. CITY {If outside corporate limits, give TOWNSHIP only} Length of stay in 1b ¢, CITY g’& GQHEVIGV Tnside Limits

0
owy Bonne Terre Mo. Town Coffman YaX) No O

€. f{%;-?ﬁ'w%(:': {1¥-NOT in hospital, give location) Inside Limits d. STREET [If cutside, give location} feside on Farm

mstrution Bonne Terre Hospital [veX wo AR @ Genevieve Star Rt YsO nX

. NAME OF DECEASED First Middle Last 4. DATE Month Day Ywar

(Type ot print) R
Etta ©-  Mary Bloom iam  May 8 1963
5. SEX . COLOR OR RACE 7. Married [T Mever Married [ [8. DATE OF 8irTH | 9 AGE (last birthday} | IF UNDER | YEAR IF UNDER 24 HR
Female - | White wiowd® oweeed O |5 /95/1885 78 Wontba | “Deye [ Hours [ M

10a. USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY| 1i. BIRTHPLACE {City and state or country) | 12, CITIZEN OF WHAT COUNTRY
during most of working life, even jf retired)

Housewife ' Yount Missouri U.S.A,
13a. FATHER'S NAME 13b. MOTHER’S MAIDEN NAME 14. NAME QOF RUSBAND OR WIFE

William Duval_l(_.;."g'-- Margaret Mercer Sidney Bloom

15. WAS DECEASED EVER IN U.5. A RORCES? 118, SOCIAL SECURITY NO. | 17. INFORMANT Address

{Yes, no, or uni Sn) {If yes, pive war or dates of serv] Paul Bloom BlOOll'lSdale MO
1] -
18. CAUSE OFPREA!H {Entet anly one cause per |ine rorta; wpama o INTERVAL BETWEEN

T1. DEATH WAS CAUSED BY: | ONSET AND DEATH
IMMEDIATE CAUSE () CERE Bapl/ ?‘/5'1}10 i 4 /{Q -2 2 @&%
Conditions, lflny.l DUE :i'O (b} OEREBR_PQ'I a 4& éi ZDSC g.-/dsl:s
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DOCUMENT

which gave rise fo
above cause (a},
stating the under-
lying cause last "rDUE TO ()

PART i1, 'OTHER SlGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the terminal PARY tI). If deceased was female was
disease condition given in PART | (e there a pregnancy in last 90 days.

%MVIVSC/QIO 7[)c VE&Q% )l.‘/"ﬁsa DYes | xNo [DUnknwu

“19. WAS AUTOPSY | 20w, ACCIDENT  SUICIDE  HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PARY | or PART il of item 18.)
RNy D 0 9

Z0c. TIME OF "HouF Month, Day, Year |
INJURY a.m. -
p.m.

20d. INJURY OCCURRED 20e. PLACE OF INJURY {e.g., in or about heme, { 20f.-CITY, TOWN, OR LOCATION . COUNTY
WHILE AT WORK [] © 7 farm, factory, street, office bldg., etc.)
NOT WHILE AT WORK [J

21, 1 ttended the deceased-from_2D._ 7-579 o3& & 3 and Iast saw Nalive on ."5_' 7 ¢ 3

_Death occurred at. ? / 3 ﬁ M m on the date stated sbove, and to the best of my knowledge, from the caused itated.

22a. SIGNATURE Degree or title) b, ADDRESS . . 22¢. DATE SIGNEDN,?
W D “&M 2970 &=/0-¢3%

Z3a. BURIAL, CREMATION, | 23b. DATE 23c. NAME OF CEMETERY.OR CREMATORY [ 23LXOCATIDN (City, town, or county) [State)
REMOVAL [Specify) .

Burial May 11/1963 Whitewater ' Yount Missouri

DIRECTCR ADDRESS 25. DATE RECD. 8Y LOCAL REG. | 26. ISTRAR'S SIGNATU)

%‘Cozean Farmington Mo. ey 20, 1?43_

{Licensed Embalmer's Sfafemeﬂ:n Rw{rse Sidle)
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6961 4 oa Avif

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 : Stydent Embaimer No.
working under my personal s_upefu;isio'h.

Student.

Sigrature of Student Embalmer

“P. 0. Addres
Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in h:s OWN HANDWRITING
with the above constitutes grounds for revocatlon of license).
If embalmed by a-STUDENT, he also shall sign in his OWN handwrmng
I this body is !",?f embalmed, fact should be so stated above,
) Ce e LAl T e ..a Yor L prae




