in

i

NLY—USING .UNfAD]NG BLACK INE—MAKE A PERMANENT RECORD

1

TiRTH .uo”'/‘g,iﬁé

ALED JAN 13“1950’

. THE DIVISION OF HEALTH OF MiSSOUR!
STANDARD CERTIFICATE OF DEATH

REG. DIST. NO. 3[_42__ PRIMARY REG. DIST. W.Mhﬁ:ﬁar';m 9\

211

State File No...

——p
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where d d lived, M inatituti idetos before
- & COUN:Y St.Francois . a. STATEMiSSOUI‘i . b. COUNTY Dunklln adinjalon).
b. CITY (Y outcide porpurpte limits, write RURAL sad give €. LENGTI:G OF ¢. CITY (f outelde oorporate limits, write RURAL acd give township)
rSin SORAEIET 5| SV intiety) Sh dalden 0335/
St.Francois Y,

d. FULL NAME OF (If eot in hoaplual o instisution, give streat address or location)

d. STREET (If raral, sive location)
ADDRESS Unknown ™ =™ et

Nstiorion Missouri State Hospital No. b
3. NAME OF 8. {First) b. (Mlddle) ¢. {Last) . DATE Month D
(Topt o iy - HERMAN HENRY HODGES (HODGE) o fan. 2, Tosg ™
5. SEX 6. COLOR OR RACE { 7. MARRIED, NEVER MARRIED, 8. DATE OF‘B#IRTH 9. AGE (In years| ¥ UNoER | YEAR | O WitR u HES.
Male @ White e R i T | July 5,1893 GE* e || By | Houm |
m:; Usgfn&ggfﬂ?;lgfﬁtz:ﬂn::;ﬂ; 10b. KIND OF BUSINESSD?"%TIRN\; 11. BIRTHPLACE (Btats or foreian mn:m 7 12, ClIJT"II'EN ?OFWHAT
one Shady Grove, Kentucky aOeh's
138, FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
Lee H odges Phrecnia Sigler .
IS. WAS DECEASED EVER IN U. 5. ARMED FORCES? | 16. SOCIAL SECURITY | 17. INFORMANT'S SIGNATURE OR NAME ADDRESS

alive on , and that death occurred at

Yo gy uetoem™? | e st s o st semiod | poe Records State Hospital No.kL,Farmington,Mo.
18, CAUSE OF DEATH MEDICAL CERTIFICATION INTERVAL BETWEEN
_Enter only oneesuse per | . DISEASE GR CONDITION NSET DEATH
tine for (a), (b), and () | CIRECTLY LEADING TO DEATH*(,y Lobar Pneumonia, bilateral dag.
“This does not mean | ANTECEDENT CAUSES
the mode of dying, such | Aorbld conditions, if any, gicing PUE TO (b)
o fheart follure, astheni, | . ride (o the aboge cause () stating, . . ... .. e e e e ol i - PYEEYE
e It mecns the dis ¢ underlying cause last: L-WO X
ease, infury, or complica- . S DUE TO (c) -
tion which eoused death. | 11. OTHER SIGNIFICANT CONDITIONS -& AR . 7
e w Conditions contributing to the death bus not - MeMtal deficiency with psychosis. Unlmowm.,
related to the disease or condition causing death, .
19a.. DATE or‘opig%nﬁ' 196 MAJOR FINDINGS OF OPERATION - - = =~ .1 ... o7 r 077 e b, AUTOPSY?
e ves [ wo X]
21a. ACCIDENT {Bpacify) 216, PLACEOF INJURY (o.5..tnorabeut | 2lc. (CITY, TOWN, OR TOWNSHIF) . {COUNTY) (STATE) .
SUICIDE . homs, iarm. tastory, streat, ofBos bldy,, eto.) . N . e Y- L
HOMICIDE ]
21d. TIME (Month) (Day)’ (Year) (Hour) | 2le. INJURY OCCURRED | 2if. HOW DID INJURY OCGUR?
WHILE AT NOT WHILE| - e e . - Lot
INJURY WORK AT WORX T D, . i
22, I hereby certify that I ailended the deceased from Dec. '%'! , 18 1*9_ lo _i&n._z.,_, 1950__, that I last saw the deceased

m., from the causes and on the dale slated above.

v

WRITE PLAI

e

, 13

e 3’. t!?)

bzab ADDRESS

2¢. DATE SIGNED
tate Hospital No.h,Farmington,Mo.i-3-50,

. DATE

ian 4, 1950‘

Z4c. NAME OF CEMETERY OR CREMATORY :

Mt.Gilliad Cemetery

24d. LOCATION (Oity, town, or county) : - (Btate)”
-Malden, --I‘EO,. A

REGLSI'%S SIGNATHEE %_’i z

25 FUNERAL DIRECTOR'S 81GNATURE " ADDRERS

, Knight Funeral Home,Parma,Mo.

(tmderE&lmnSﬁmnan&de) -




ey

RECEIVED (-7-50

District Health Officer Ro._ t..ooooous
Distriet File Nu.mber 1.SY =-S5

STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me, febtsm e iarncac. |

Student Embalimer No.

working under my persona! supervision.

StUdEnt coensscavaccnanscnencomsosnronannis
Student Embaimer

Tarr7

Licenzed Embalmer No

. P 0. Add;s%«ﬁ/ )?70

Note: The above MUST BE-SIGNED BY THE LICENSED EMBALMER in his OWN I-g( WRITING (Faxlm to :omply with |
- the sbowe constitutes grounds for revocation of ficense.)
I this body is not embalmed, fact should be s0 stated above.

t




