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Reglstrat:nn District No..

Primary Registration District No.. 5007

STATE BOARD OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH

State File No.

20922

Regisirar’s No

£LLo

{a) County
(&) City or town....

{e) Name of‘hospltal'm_' institution® '

PLACE OF DEATH: !
Butler

...2oplar -BIuff

(lfouulde city or town limita, wril.e

HAL" and ¢ :.{;']L}'Z.};"J.';iii;i""'

PAN
hospit.al

- (lr sotin huwlul or lnun.ul.mn write sireet number or location)

2. USUAL RESIDENCE OF DECFASED:
State. Mo -
City or town.......... Bloomf 18].{1 Moo

(a}
(¢}

®) County.. St 0d dgrgl/o -

(If outside city or lnwnhmlu write “RURAL"}

{d} Street No.......

ey

(IC rueal, give location)

{d) Lcngth of stay: In hospital or institution davs . ,
d_. {Specily whather (¢} Citizen of foreign country?. (Yes“or No)
In this community ays l
years, months or daya) 1f yes, name country #
3. (@) PRINT MEDICAL CERTIFICATION
FULL NAME PEARL SUSAN EDWARDS Bth
. : 20. DATE OF DEATH: Month.......JJ 1@ day.
3. (b) If veteran, 3. (¢) Social Security year 1943 hour 9 :30 _— P.. M
name war. - - Non:on.e
5. Color or 6. (a) Single, widowed, married, 19#3

. sex Female I

. {») Name of husband es wifs... Clint’ 0115 {c) Age of husband or wife if

e White arried

divore

. w#

21. T hereby certify that I attended the deceased from
é«n& ..... -5; e 19842 10 M e
t I last saw hw alive on........M d
n

and that death occurred on the dat d hour stated a’bove.

Duration

Bdwards ative. &7 years || Tmmediate cause of death
7. Birth date of deceased_.. MBF e ... 4. ~AB89. - 1"""#!—
{Mont! (Duy) (Year) N
8. AGE: |, Years Months Days If less than one day Dye too e MA/
44 3 1 hr. min
f') Due to
9. Birthplace Stoddard ¢o. Hoi. .
(City, town, ur connty) (Bmu or I'nnuxu cuunl.ry)
her conditions 1
10, Usual cecupation Houa ew 1 fe : cztl-n:If:do ma;mnmr within 3 manths of death) I
11, Industry or busin R Foi FHYSICIAN
= . ajor findings:
B 12 Nameoooooo. Mack Sciam Of operations L_Q  Undes
ey ol rline
S 15, Birthptace St oddard eo. Mo, <} the cause o
- Ci eonnt (Slm.aar foreign country) Of hould b
E 14. Maiden natne... o & Ke ll e autopsy E_ha:{g;ﬁ !lae-
)3 is y.
E 15. Birthplace ((:Rn}‘?'}i{“'go bd (s‘ni{f:o:eiz:wnm) 22, If death was due to external causes, fill in the following:
16. (s) Informant Glinton Edwards (8) Accident, suicide, or homicide (specify)
) Address Bloomfield, Mo, (b} Date of occurrence.
17, (a) Burial () Date thereof. 6'7'43 6) Where did injury occar? {City or town} {County) (State)
(Burial, crematior, or removal) (Month) (Day) (Year) (&) Did injury occtr in or about home, on farm, in industria! place, in public place?
RGN Place burial or cremation.... Bloomf 16 ld MQ ”~_ . %
18. (a) Slgnature of funeral director. Chi les Und CO -
® édrm Bloomfield, Mo, ., .~
9. ) 2.2 20 ~ 4T et t, :

{Date received local registrar} (llegi:l.rar-': tig“na‘t-;;;)m T

/'7{’5

(Licensed Embalmer’s Statement on Reverse Side}



RECEIVED
District Health Offlce No 2,
a ‘ District File Number--.%_-:lfﬂ
' é:._Z._.._...

" STATEMENT BY LICENSED) EMBALMER

1 hereby certify that the body whose name is recorded on the reverse side of thts certificate was embalmed by me, or by. e

By *

PR . ..., Registered Apprentlce No -

F . f
" working under my personal supervision,

- ¢ P 0. Address Bloomfield, Mo, ...

Note: The above MUST BE SIGNEP BY THE LICENSED EMBALMER in hls OWN HANDWR[TING {Failure to comply with
the above constitutes grounds for revocation of license.) : :

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



