No . 300

P

ot

» WAL il e
WRITE PLAINLY-—USING UNFADING BLACK INK-——MAKE A PERMANENT RECORD <

N

ALED SEP 26 1950

- BIRTH NO.

THE DIVISION OF HEALTH OF MISSOURI
STANDARD CERTIFICATE OF DEATH

43

Statr File No.......

PRIMARY REG. DIST. WM Registrar'y No..

REG. DIST. NO. SO
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where ducessed livad. If inatitution: residence bafors
. UN . . ndaimton
a. COUNTY Butler' a. STATE MO . b. COUNTY Rlpley denision).
b. CITY {If outedde eorpurate Limita, write RURAL and give , %A‘VENGTH ,!?F ¢. CITY (It ourdde corporate Limits, writs RURAL azd give townabin) o9 f-‘/
- townahip! iln this place)
Town  Boplar Bluff %N Rural Currentview Township./
d. F:{JOL‘IS-PFFABI{.E QF (If not (n hoepital or institution. cive strest address or locatlon) d.ASJDRREEESTs (I rural, glve cation)
INSTHTOTISN  Brandon Hospltal 3 miles South of Purman
3. NAME OF 8. (First) b. (Mlddle) ¢. (Laat) 4. DATE (Month) (D
DECEASED 8y)
{ Type or Print) Stanlay . Rfgburn Hudson- oean Sept. 13, 1559
5, SEX 6, COLOR OR RACE | 7. MARRIED, N’E‘\;'ER MARRIED, 8. DATE OF BIRTH \ 9. AGE (In years| ¥ toeR 1 YEAR | tr uncER M ES.
Male ) | Whnite "HEFRAVHEPRPIEa)) March 6, 1944 g Mgﬂ-] o | e |

10a. USUAL OCCUPATION (Ciive kind of work
done during moat of working life, wven if retired)

10b. KIND OF BUSINESS OR _IN- | 11. BIRTHPLACE (8tats or 1,
U DUSTRY or ofdn oouatry)

St. Louls, Mo.

12, CITIZEI‘}?F WHAT

e

{Yes. 00, or unknown)

(If oo, mive war or dates of servios)

none Mary R. Hudson

|3l.1 FATHER'5 NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
Robert Hudson Marcells Russell. nons
15. WAS DECEASED EVER IN U.S5. ARMED FORCES? | 16. SOCIAL SECURITY | 17. INFORMANT" S SIGNATURE OR NAME ADDRESS

Purman, Mo.

| Enter only onecauw per

18. CAUSE OF DEATH

line for (a), {b), and ()

*This does nol mean
{he mode of dying, such
ob heart fallure, asthenia,
ele. It means the dis-

1. DISEASE OR COND TION

MEDICAL CERTIFICATION

DIRECTLY LEADING TO DEATH® () AQ]]te nenh r I bi S

INTERVAL BETWEEN
ONSET AND DEATH

1l week

ANTECEDENT CAUSES
Morbid conditions, if any, ,,,,,M DUE TO (b) _Measles

6 weeks

rise to the above cause (a) slati .- . s
the underlying cause last. .

DUE TO (¢}

cane, fnjury, or complica-
tion which coused death,

1l. OTHER SIGNIFICANT CONDITIONS

Conditions contributing o the death but not
related to the disease or condition eausing death,

OESD

19a. DATE OF OPERA- | 19b. MAJOR FINDINGS OF OPERATION 2. AUTQPSY?
TION
B ves (] wo O
21a. ACCIDENT (Bpacity) 2ib. PLACEOF INJURY (eq..tnorabout | 21c. (CITY, TOWN, OR TOWNSHIP) (COUNTY) - (STATE)
« SUICIDE home, farm, factory, sirest. offios bldg., e1a.) T ‘ '
HOMICIDE .
21d. TIME (Month) |Day} (Year) (Hcar) 2le. INJURY OCCURRED | 21f. HOW DID INJURY OCCUR?
WHILEAT[—] NOT WHILE
INJURY o | “work AT WORK

alive on

2. I hereby cértifyéhat 1 attended the deceased fi

Sept 13 1p
ccurred al e

to_Sept 173 1950Q" "that T last saw the deceased

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

and th

23a. SIGNATURE It 23b. ADDRESS 23¢c. DATE SIGNED
W, L. . l Poplar Bluff, Mo Sept 15,5

24a. BURIAL, CREMA-
TION, REMOVAL (Spaatty}

RBuriasl ¢/

z4c NAME OF CBMETERY OR CREMATORY _
Amlty Cemetery.

24b, DATE
9-15-50

.Ripley Co. Mo.

244. LOCATION (Qity, town, or county)

(B1ats)

DATEREC'DBYLDRCAL

EG. ¢

‘f-;lg 25. FUNERAL DIRECTOR'S $1GNATURE

/ Gish Funeral Home

REGISTR}? S SIGHAKRE
WS

ADDRE SRS

Naylor, Mo.

“(licensed Embalmer's Statement on Reverse Side)




J

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, or by ...

working under my persona! shpervision. | Student Embalmer Nou.icesesanensacascansmen
Signeﬂ*éw //5/.@» M ﬁ—;—j
algned..........s.t;;;'.\.t..z;n;“;.'.'....._....-- Licensed Embalmer No. 'L’[ﬁ 7/7
l " P..O. Address %ﬂr %'

‘Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRIT]NG (Failure to comply ?
the sbove constitutes grounds for revocation of license.) v

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




