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W'RITE‘.:PPAI_NLY—US]NG UNFADING BLACK INE—MAKE A PERMANENT RECORD

FILED MAY 25 1350

THE DIVISION OF HEALTH OF MISSOURI
- STANDARD CERTIFICATE OF DEATH

REG. DIST. NO. _,/ﬁz PRIMARY REG. DIST. NO. dO = R.g;mqr-,.vn’ 2

46017

TTRPEPRER -

State File No...

, Enter only onecause per

BIRTH NC.
1. PLACE OF DEATH 2. USUAL RESIDENCE (Wbere deceased lived. If Institution: r—idlnen befors
a. COUNTY a. STATE b. coupn'y adsaimiog).
. Butler Migsouri Butl ar
b. CITY (11 cutalde corpurste limits, writae RURAL and give ¢. LEENGTH OF c. CITY (If outaide oarporate limits, write BURAL a5 give townahip)
i townabip)| STAY (iz this place) } O
ToWN  Poplar Bluff TOWR O / .
d. FHOL%PN_#AT_EOOF (I not 1o hospital or insthution, give street addram or loeation) d. Eggrss (I rursl, give location) - / o [3
INSTITUTICN D.Q.C.tlﬂ.nﬂ A 1 i .. i i»_.‘s
. NAME . {F . 5 : =x?
3 DEACEA&'E a. {Firat) b, (Mlddle) ¢, {Last) 4 Ds';a (Month) (Day) (Year)
{ Twpe or Print) Frank Suder DEATH
5. SEX 6. COLOR OR RACE | 7. MARRIED, NEVER MARRIED, /} 8. DATE OQF BIRTH 9. AGE Un years| o osm 1 YEAN | F teogn 8 M,
- WIDOWED, DIVORCED (Bplcl.[r) : last birthday) Mw&hl Days | Hours | Min
Jdiale | white 4 Oct., 2, 1903 | 44 |
102, USUAL QCCUPATION (Givekind of work | 10b. KIND OF BUSINESS OR IN- | 11. BIRTHPLACE (Btate or
done during most of working life, sven If ndr:) DUSTRY fata or torslen ooustar) lzc(‘):ll.m%gr‘:’?]: WHAT
Farmar farm Tboma_s_._w inia U.S.e
13a. FATHER'S NAME 13b. MOTHER' S MAIDEN NAME 14, WAME OF HUSBAND OR W|FE
Anton Suder Francis - none
15. WAS DECEASED EVER IN U.S.ARMED FORCES? | 16. SOCIAL SECURITY { 17. INFORMANT'S SIGNATURE OR NAME ADDRESS
{Yes.no, or unknown) | (If yem, xive war or dates of sarvice) NO.
No B MNesl 11 .
alyv i a Mo .
18. CAUSE OF DEATH CERTIFICATIPN INTERVAL
s ONSET AND DEATH

line for (»), (b), and (c}

*Thix does not meon
the mode of dying, ruch
as heart fallure, asthenia,
de. It means the dis-
ease, fnjury, or compl

1. DISEASE OR CONDITION
DIRECTLY LEADING TO DEATH® (5

ANTECEDENT CAUSES

Morbid conditions, if any, DUE TO (b)
riae to the above a:ua’e {a) si'fim

the underlping cause laal.

/s

&

/&f/ ) i '

DUE TO () /Mé &dﬁﬁo Mw’

tion which equred death.

I1. OTHER SIGNIFICANT CONDITIONS

Conditions comtributing to the dealh bul not
related to the disease or condition euudug death.

Yy,

O/
/

19a. DATE OF OPERA. | 190. MAJOR FINDINGS OF OPERATION / j 20. AUTOPSY?
. ves [ wo [J
21a. ACCIDENT (Bpmeily) 21b. PLACE OF INJURY (e... lnorabout | 2fc. (CITY, TOWN, OR TOWNSHIP) {COUNTY) (STATE)
SUICIDE home, iarm, fagtory, street, offios bidy., ste.)
HOMICIDE
214. TIME {Month) (Day) (Year} (Hour) 2le. INJURY OCCURRED | 211. HOW DID INJURY OCCUR?
OF WHILEAT{~] NOT WHILE
INJURY WORK AT WORK
22, I hereby cert fy tha! I auend ¢ deceased from A! ZF0 - 194 U lo & -7 19-*’ L4 . that I last saw the deceased
alive on &, and thatsdeath oceurred at _7,00F 4}’ m., from the causes and on thc date staled above.

- %“a(/‘ =

-/ (Deme or uua)

23c, DATE SIGNED

J///—Ja

W—é’&z/?ﬁl

Zia BURIAL. CREMA. | 325, DATE 2%, I\A'VIE oF csmmnv OR CREMATORY | 249 LOCATION (Glty, town, or count State
Tl'g«.RETovT. (et (Glty, town, or county) (State)
urial v | 5/3/50 Poplar Bluff B}
DATE REC'D BY L%%%L REGISTRAR'S SIGNATURE 25. FU"ERAL DIRECTOR'S BIGNATURE ADDRESS
2Lg5p | G X 7 Gish Funeral Home __ Naylar Mo,
4 i ¢~  (Licensed Embalmet’s Statement on Reverse Side)




RECEIVED

BUTLER CO. HEALTH CENTER _ -

: < DAY 24
FILE No. b0 et s B

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, of by e

I , Student Embaimer No.
working under my personal supervision.

7ann— 227 2 (loa
Licensed Embalmer No é[ é »7 7

P. 0. Address /.é/:_%ﬁn

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'tbin body is not embalmed, fact should be so stated above.

Student seveevennnrrcrnnes srrrerensserinees Signed..
Student Embalmer

{



