1 . . . 7 oo L e o
'MISSOURI DIVISION 0|= HEAI.TH STANDARD CERTIFICATE -OF DEATH =63=019523<

DEPARTMENT OF PUBLIC HEALTH AND 'ELFARI
STATE FILE NI .
Reglstrahon District No. __hB —Primary Registratlon District No. 3007 AS _2__“__ UMBER

DO NOT.
on IS &7 s_'mn,

1. PLACE OF DEATH - wLo IR . 2. USUAL RESIDENCE (Wh.rje.dq«_md fived. If institution: Residence before

f\ t u. COUNTY . But 1er _. a. STATE Miss ouﬁCOUNTY Butler edmission)
v © b, CITY (If outside corporate Timits, give TOWNSHIP only) Length of stay in 1b ¢ CITY Tnside Limits

rSfm Poplar Bluff 6 wks owv  Hendrickson a1 No X

TFOLL NAME OF (If NOT in hospital, glve Tocatl Tntida Limit ; — :
HOSPIT AL OR { pital, glve location) nside Limits d :[T)RDEEELS (If cunside, pive locstion) Reside on Farm
R . R [ # 1 Ynﬁ Ne O3

[
-

. V5.300
Rev. 4/59

.

INSTITUTION Doctors Hospital Yes (X No 3

3. (l;AME oF II)ECEASEI) Firu Middls - _Last 4, DATE Maonth Day ’an
yos of print) ARCHIE AUSTIN - FZARS otam  May 3, 1963

5. SEX &. COLOR.OR RACE 7. Marrled B Nover Married [J |8. fA'['E 7 °§T" 9. AGE [last birthday) | IF UNDER.]1 YEAR | IF UNDER 24 HR
H s [T

Male A White Widowsd [] Divorcad [] Morfths 1:9 Hours I Min:

105, USUAL OCCUPATION (Give kind of work done | 105. KIND OF BUSINESS OR INDUSTRY] 11. BIRTHPLACE (City and sfate or country}.| 12. CITIZEN OF WHAT COUNTRY

SRR TS e von 1 retined) Farming . Ellington, Mo. ~ U. 5. A.

13a..FATHER'S NAME 13b. MOTHER’S MAIDEN. NAME 14. NAME OF HUSBAND OR WIFE

JAMES C. FEARS ELIZABLTP BRADY = MABLE FIARS.

15. WAS DECEASED EVER IN L.5. ARMED FORCES? 17. INFORMANT Address R
. u n| yei, give wi F t :
(Yes, g uoknownh | (HF yes, give war o detes of s 2‘5 Mrs. Mable Fears, Hendrickson, M

6. CAUSH OF DEATH (Enier ont Tine for (al, (6]; and (d). - TNTERVAL B
ART 1 DEATH WAS CAUSED BV m i el { : Z z . ONSEY AND TOERTA
MMEDIATE CAUSE (a) 2 M
Conditions, if any,]  DUE TO (b), QMM W«‘ Qfd—éd-e.e | /P eearss
which 7

|bova cause ] .

%]

DATE AMENDED

-~ |

L= IS T I ]

|~
Blef

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS

24200
10

DOCUMENT

v
R
[}
]
INSTEAD OF

atating “the. Under-
lying cavse last, DUE YO (c}

FART 1l. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the terminal PART 111. If decassed was female was

: « disease spnidition given, In_PART | [a) / - » - . . thera a pregnancy in last 90 days.
. (%M 79% [0 Yes [ O Ne | O Uninown
19. WAS AUTOPSY 208. ACCIDENT -SUI_CIDE - HDMDICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART ) or FART 11 of item 18.}

PERFORMED? -~ ar. .0 .
YES (O NOK . f o
26G¢. TIME OF Hour Month, Day, Year . . N
INJURY | aum. : ) . s i
. ] ) i
. - COUNTY
B CURRED 308, PLACE OF INJURY (2.g., in or sbout home, | 20f. CITY, TOWN, OR LOCATION
20 wl‘l“iJL%YA‘?ICWORK o~ . hrm factory, street, office bldg., efc.)
NGT WHILE:AT WORK [

. | attended ﬂ;c d sed From. W <1, /f'{? m_%_%__,z&_and tast uwmlllw OME /fé =

rred at (/9 . Oh A 2 M 'y e date siated above, and io fhe but of my knowledgs, from the causes stated.

e ey ‘-

MEDICAL CERTIFICATION

A
'B 725, ADDRESS - —[ . OATE SIGNED

Poplar BLuff, Mo. . 5-7-63

U ' ' ' )
93a. BURIAL, CREMA:I'!ON. 23b. DATE 3. NAME OF CE._P.AETERY ©OR CREMATORY 23d. LOCATION fCiiy, town, of County) (Stars;
| 5/5/ Bernie Bern:l.e., Missouri.

24. FUNERAL DIRECTOR ADDRESS . 25. DATE lECD BY LOC. 26. REGISTRAR'S SIGNATURE

Frank-Cotrell Chapel, Poplar Bluff, Mo.._f/

{Licensed Embalmar's Statement on Reverse s:d-)

EHOULD READ

USE BLACK INK
OR
TYPEWRITER RIBBON

BY AFFIDAVIT OF

ITEM NO.




STATEMENT. BY LICENSED EMBALMER
- s 5 . .'!-

| hereby oemfy that the body whose name is renorded on the reverse side of this cerﬂflcate was embalmed by me,

-

or, by S . : o Sjudent- Embalmer No.

working under ‘my personal supervision,

Student.

Signeture of _S!udem Embalmer

Sy

. Nofe: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRI
with the above constitutes grounds_for revocation of license).

If embalmed by’ a{STUDENT hé also shall sign in his OWN handwrmng

If 1h|s body is not embaimed fact should be so stated above.

PP A T [T S




