Tra
MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH 263026439
DEPARTMENT OF PUBLIC HEALTH AND WELFA
Registration District No, ..-_-_m_}rimlry Registratian District llo_o_a_____.._ﬂegia!rar‘l No. _____6_816 STATE FILE NUMBER
DO NOT WRITE AMENDED -
ON THIS STUB ' E3 :
1. PLACE QOF DEATH 2. UsUAL RESIDENCE (Where deceased lived. If institution: Residence before
a. COUNTY a -STATE Miss i b. COUNTY . admission)
b. CCI)TRY (If ovtside corporate limits, give TOWNSHIP only) Length af stay in b ~¢. CITY Inside Limirs

TOWN St.Louls,Mo . TOWN St.Louls YuX) No D)

<. FULL NAME OF (If NOT in howpital, give lo<ation] Tnside Limits "d. STREET If cutsida, give tocati C
HOSPITAL OR ADDRESS ( ide, give tocation) Retide on Farm

INSTITUTION Peg]gg s Hospital Yes (X Ne D Laysl Ieexinztmm_m Yo [0 NoB)

3. NAME OF DECEASED First Last 4, DATE month Day Yaar

(Type ot print} ng
Winnie ot Stuman 6 28 196
5. SEX & COLOR OR RACE 7. Married [ Never Married [] [6. DATE OF BIRTH | ¥- AGE {law birthday} | IF UNDER 1 YEAR | IF UNDER 24 HR
Widowed K - Divorced [J 3_2.1880 Months | Days [ Houm [ Min,

V5 300
Rev. 4/59

DATE AMENDED

10a. USUAL OCCUPATION [Give kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY| 11, BIRTHPLACE {City and state or country) | 12, CITIZEN OF WHAT COUNTRY

during most of warking life, even if retired) H .
; ome Batesville,Ark. - U,5,A
13a. FATHER'S NAME 13b. MOTHER’S MAIDEN NAME 14, NAME COF HUSBAND OR WIFE

?  Henderson Louvenia Sherril | dead
15. WAS DECEASED EVER IN US. ARMED FORCES? 16. SOCIAL SECURITY NO. Addrens
{Yes, no, or unknown) |(If yetr, @ive war or datey of serv

nona ye o
10. ?A?.ISE QOF DEATH (Enter only one cause per line INTERVAL BETWEEN
PART ). DEATH WAS CAUSED BY; ﬂ A @ ONSET AND DEJJH
{MMEDIATE CAUSE (a) @ “cH 7, .

Conditions, if any, DUE TO (b}

which gave rise to

above cause |a),

stating the under-

lying cause lasl. DUE TQ (<)

PART 11. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH bul not releisd 1o the ermins! PART (11, W decested Wt femsle we
dissase conditien given in PART | [a) there & pregnancy in last 90 dayn

] O Yas ] KNO I O Unknown
19. WAS AUTOPW{ACC“)ENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injuty in PART | or PART 11 of item 18.)
=} m] O

DOCUMENT

~J
~

PERFORMED?
YESO NO[;

20c. THME OF Izlour Month, Day, Year
INJURY am. - W
p.m. )

20d. INJURY QCCURRED 20e. PLACE OF INJURY {e.g.. in or abaut home, | 20f. CITY, TOWN, OR LOCATION ] COUNTY

WHILE AT WORK farm, factory, strewt, office bldg., atc.}

NOT WHILE AT gﬂm .

[

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
INSTEAD OF

1

USE BLACK INK
OR
TYPEWRITER RIBBON

MEDICAL CERTIFICATION

Mnﬂ last saw :::, alive on 6 ?de-?‘.a

I
21. 1 attended fhe deglased ffo t
Death occuyred /ot \3 f/g _?- m on the date stzted above, and to :hﬁ of my knowledge, from the causes stated.

a. SIGNATLH [Degree or ftit . ADDE/SS \7_; N %25 DATE SIGNED

SHOULD READ

. L .
. DATE 23c. N OF #eETERY OR CREMATORY 23d.” LOCATION (City, tawn, or county) (Smel_

23s. BURIAL,
REMOQV. peci

Hem LittleRock, Arkansas

24. Flﬁd‘:s\L DIIEE-CBOR 6/30/63 ADDRESS 25. DATE RECD. BY LOCAL REG. 126, L BEGISTRAR'S SIGNATUR)

- s 7 7 .
“CO'lq' £ D : JUN 29 1] | NGl 1 , - '_,

BY AFFIDAVIT OF

ITEM NOQ.




.
~u -

b e T L

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 : Siudent Embalmer No.

working under my personal supervision.

Student.

Signature of Student Embalmer

Nofe: The above MUST BE SIGNED BY THE LICENSED EMBALMER in
— — with. the above_constitutes grounds for revocation of license).

If embalmed by a STUDENT, he alse shall sign in his OWN handwrmng

If this body is not embalmed, fact should be so stated abave.




