MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH B63=047216

DEPARTMENT OF P’_UBLIC HEALTH ANDC WELFARE % /

DO NOT WRITE AMENDED Ppis'r'riotDHd[l‘lﬁ.p_T_ﬂ_{%_qﬁIrnnry Registration Disirict No. ___J_QQZ.__Regish'ar'a No. / -
/ Yoo 1O 1

STATE FILE NUMBER

ON THIS STUB

7 1. PLACE OF DEATH 2. USUAL RESIDENCE {Where decessed lived. If institution: Residence before

a. COUNTY Butler a STATE M4 ssourd coowmButler sdmission)

b. c{l}'g {if autside corporate limits, give TOWNSHIP only) Length of s1ay in Ib <. CCI)TR\’ Inside Limitg
own  Poplar Bluff L5 Yrs. TOWN Poplar Bluff Yo B Nopy

<. FULL NAME OF {If NOT in hospital, give location) Ingide Limirs d. STREET {If cutside, give location) Reside on Farm

WSTIUTIoN. Ponlar Bluff Hospital vesX] No[d ADDRESS 1823 Alice 3St. Y O Nedh

3. NAME OF DECEASED First Middle Lasr 4. DATE Manth Day Year

T [t A
(Tvpe or prini) CORDELIA ROMINE oam . December 3, 1963
5. SEX 6. COLOR OR RACE 7. Mm'ledh Mever Married [J |B. DATE OF BIRTH 9. AGE (last birthday) | IF UNDER | YEAR | IF UNDER 24 HR
Female White Widowed [] Divorced [] / Mdjrh- D}_v? Hours | Min.
104, USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS COR INDUSTRY BIRIHPI.ACE (Clry and state or country) | 12. CITIZEN OF WHAT COUNTRY

during most c}&worklsg lite e eif retired) Home Ca iro , Ill ln01 3 U . S N A -
13s. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14, NAME OF HUSBAND OR WIFE

Snowden Unknown Lincoln Romine
15, wWaAS DECEASED EVER IN U.S. ARMED FORC NO. 17. INFORMANT Address

{Tes, no, or unknown)le yes, give war or dates LinCOln Romine , PO'__Olal" Bluff , MO .

18. CAUSE OF DEATH (Enter only ¢ne causa per line for {a), (b), and {¢). INTERVAL BETWEEN
PART 1. DEATH WAS CAUSED . ONSET AND DEATH

mmeDlATE causE (f  Congestive. .Heart: Failure 124 ays

Vs 300
Rev. 4/ 59

|DATE AMENDED(

DOCUMENT

which gave rize to
above ceuse ({a),
stating the under-
lying causs last.

.

Conditions, if any, ] DUE TO {b) ’p‘;rt,eriog-clé rdti-c EHB-a'.‘rt Pi geagse

DUE TQ ()

PART 11. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related ro the terminal PART MI. i deceased war femate was
disease condition given in PART I (a) | there a pregnancy in last 90 days.

"'\_ ] O Yes I O Ne l 0 Unknown

19. WAS AUTOPSY | 20a. ACCIDENT  SUICIDE HDMDICIDE 20b, DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART Il of item 18.}
) O : w

PERFORMED?
YES ] NO[OJ

20c. TIME OF Hour Month, Day, Yesr
[NJURY a.m.
p.m.

20d. INJURY QCCURRED 20e. PLACE OF INJURY (e.g., in or about home, | 20f. CITY, TOWN, OR LOCATION COUNTY
WHILE AT WORK [ farm, factory, stroet, office bidg., etc.}

NOT WHILE AT wWORK (]
. 1 arended the d d from i-2z- 03 to. lz-q-63 and last ““xh% stive on—1 ?=§-—63

T 2 5 AL M. _m on the date 1tsted above, and to the best of my knowledge, from the causer stated.

{Deogree or title) 22b. ADDRESS Oa k S -'G . 22¢, DATE SIGNED
Foplar luff Mo. 12-9-673
23c. NAMEOF CEMETERY OR CREMATORY 23d. I.OCA'I’ION ley Iuwn, or county) {S1ate)

IC_J‘\';.-AESpec-fyl' '1D2 5/19€3 City Popla uff Misscouri.

24. FUNERAL DIRECTOR _ | ADDRESS - 25, DATE RECD. BY LOCAL REG. 26. REGISIRAR’S SIGNATURE
Frank-Cotrell Chapel, Poplar Bluff], MOZ.? és Z%ﬂ 444 é ! é
[4

Licensed Embalmer's Statemant on Revarse Sida)

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
INSTEAD OF

MEDICAL CERTIFICATION

Death occurred ar.

" USE BLACK INK

SHOULD READ

TYPEWRITER RIBBON

BY AFFIDAVIT OF

ITEM NO.
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. .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

Signature of Student Embalmer

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. -

. .
L] 4 -




