MISSOURI DIVISION OF HEALTH ~ STANDARD CERTIFICATE OF DEATH

DEFARTMENT OF PUBLIC HEALTH AND WELFARE ‘bB 3007
Registr

F‘ isteation Distr] o.l TS YT -Primary Registration District No.
w AU WO N - - =
1.  PLACE OF DEATH .

». COUNTY Butler
b. CITY {If outside corparate limits, give TOWNSHI? only)

 TOWN POpla“r Bluff

P FULL NAWE OF (1 NOT In hospial, oive Tocation]
y Lee Hospital

INSTIT
3. NAME OF DECEASED
{Type or print)

STATE FILE NUMBER

eceu.ad li stitution: Residence before’
COUNTY Wbu!t'i

-dmiuion]

DO NOT WRITE

ON.THIS STUB AMENDED

T2 USDAL
. STATE

”3Efgégﬁf‘
¢ CITY )
vowy Poplar Bluff

d. STREET

VS 300
Rev. 4/5i

U

Length of stay in 'It;
Life
Indide Limits

Yas ﬂ Ne [

Lngide Limits
YOIE Ne [

Reside on Farm

Yes 0 No a

{If curside, give location)

DATE AMENDED

"%02 W. Pine St.

Mi&dlc _Last
FOLK  KINKEAD

7. Married [] Nevér Mariied [ qa.
Widowed Ix Divorced [J

First .
MARY  LOU
& COLOR OR RACE

Female White

4. DgFTE “Month D
DEATH May 23 ’
9. AGE (last birthday) |[IFf UNDER 1 YEAR

L/12/1887 = 76 [P]¥

Year

1963

IF UNDER 24 MR
Hours Min.

5. SEX DATE OF BIRTH

%

10a. USUAL OCCUPATION (Give kind of work done

duﬂbrﬁo% oef ﬁmlife, even_if retired)

10b. KIND OF BUSINESS OR INDUSTRY
Home

11. BIRTHPLACE (City and state or country)-
Noble, Arkansas

12, CITIZEN OF WHAT COUNTRY

U - S. E’.o

"13a. FATHER'S NAME

Richard C.Folk

13b. MOTHER'S MAIDEN NAME

Sarah Angeline Reed

14, NAME OF HUSBAND QR WIFE
Deceased.

NQ. |17, INFORMANT Address
L3A5k Wm. C. Kinkeaﬂi Poplar Bluff, Mel
18. CAUSE OF DEATH (Enter only one’causs per line for'(s), {b), and [c).

INTERVAL BEIWEEN
PART i. DEATH WAS CAUSED BY: S

/ ONSET AND DEATH
IMMEDIATE CAUSE (¢ DisSsecting An eurysn 5 days

15. WAS DECEASED EVER IN U.S, ARMED FORCI
(Yes, nnot unknown) | (If yes, give war or dates

DOCUMENT

. n "

Conditlons, if sny, DUE TO (b}, Pneumom,a
which gave rise to =

above cause (a),
stating the-under- .
lying cause [ast. DUE TO (c}

PART (1. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the terminal
P disease_condition given in PART '} (8) .

INSTEAD OF

Arteriosclerotic Cardiovascular Disease Unknown

[ FART TIT. 1 deceased wor fermale  was
there a pregnancy in last 90 days.

JE}Y.;' & No l O Unknown
BicKr-in PART 1 or PART. Hl of item 18.)

19, WAS AUTOPSW| 20a. ACCIDENT  SUICIDE -HOMICIDE
" PERFORMED? 0 O N0
YES[J 'NO !

20c. TIME*QOF
INJURY

" Houwr Month, Day, Year
axn,

P

20d. INJURY.OCCURRED
WHILE AT WORK []
NOT WHILE AT WORK [0

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS

MEDICAL CERTIFICATION

200, PLACE OF INJURY (e.g., in or abnut home, | 20F. CITY, TOWN, OR LOCATION COUNTY

farm, factory, strest; office bldg.,

5-9-63
1015 A, M.

5-23-63 and lost sow [ alive on 5-23=-63
m on tha date stated abnve. and o the boal of my knowledge, from the causes stated.
22c. DATE SIGNED
Poplar Bluff Mo. | 5-29-63
23d.. 1OCATION {Cliy, town, or :ounh[) {State)

Poplar Bluff, Mjissouri.

ZGIzRAR'S SIGNATUR! 2 ; :

OR
TYPEWRITER RIBBON

d from

"lr_l'h. .

Death: occurred &t

225, ADDRESS

USE BLACK INK

SHOULD READ

M, D,

23c. NAME OF CEMETERY OR CREMATORY

City Cemetery

T3b, DATE

ﬁ?m“‘mfw’- May 26, 194

FUNERAL DIRECTCR ADDRESS 25, DATE RE Y LOCAL REG.
ﬁ%ANK COVRRLL CHAPEL . Poplar BLULf, Mo.&/ /%63 |

{Licensed Embalmer's Statesment on Reverse Side)

23a. BUR

ITEM NO.

BY AFFIDAVIT QF




~ o
-

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 . : _ _ i -~ . Student Embalmer No.
.~ working under hw"bers;o;lal supervision.

Student.

Signature of Student Embalmer

'ni-r

]f thls body is not embalmed fact should be so stated above
L1 gL vigdorr:  vdnl




