No. 300 THE DIVISION OF HEALTH OF MISSOURI AR .
o l FILED SEP 26 1950  STANDARD CERTIFICATE OF DEATH ssare Fite Noad L. 2.90)

. 10.48
:,.gl.g_Z%ﬁ. DIST. NO, iz_(a_ PRIMARY REG. DIST. NO. é’ 0’7,3-},”-,,",,,“:, 9\4 ¢

1. PLACE OF DEATH ' 2. USUAL RESIDENCE {Whare decsssed lived. If inethution: residence befors
. COUNTY A s yie o wletln
. St .Francois . ® STATE yigsourd 7 r MCOUNTY. roppgpgofieate
b. CITYm toide eo umn. writs RURAL and give ¢. LENGTH OF ¢, CITY (U oatedds corparste lirdts, wiite RURAL and give towmbin) [
Mﬂ townabiip)| STAY tin this place) OR - - -
8t .Francois| 1 month Town Festus °>~ | ~ . HORAL /
q F#ésLP#ME OF (If net in bospdtal or institution, give streot address or looation) dA%rl;tEEr " ruml, ghve loostion}
INetiToTion. Missouri State Hoapital Wo. 4 RESS Route“l.-. - (Rush Tower)
3 NAME OF a (Fiosl) . b. (Middle) S o (Lam) = e e 4__93}5 Y L (Moth)  (Day) (Yee)
(Typeor Prine) ° ARCHTE - . - ARTHDR - - JACKSON - oeaTH  August 29, 1950
5. SEX O 6. COLOR OR RACE | 7. #&%EB NEVER MARRIE 8. DATE OF BIRTH 5. AGE Un e 7 P0G T Yoad | 7 oen s
- ) Houms | Min.
Yale White e SOt ke | "ot 24,1900 | I i 25 1"
102. USUAL OCCUPATION (Gtvekind of wovk- | tOb, KIND OF BUSINESS OR IN- | 11. BIRTHPLACE {8tste or forslen sountrs) - 12 CITIZEN OF WHAT
na during most of king lif, if retired) DUSTRY - y COu
‘fpam"ﬁﬁ e e Plattin, Missourt ¢/ g
ll3a._FATHER S NAME T 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
Stave Jackgon . | Josephine Billy | Stella Noce
15, WAS DECEASED EVER IN Y U.S. ARMED FORCES? | 6. SOCIAL SECURITY | 17, INFORMANT' S SIGNATURE OR NAME ADDRESS
.orunkno' you, WAr or tan sorvioy
Wo™" | ' - 89-03-4578 "* |Records State Hospital No.4,Farmington,Mo.

18. CAUSE OF DEATH MEDICAL CERTIFICATION INTERVAL

EETWEEN
| Enter only anscauseper | 1. DISEASE OR CONDITION ONSET AND DEATH
Jine for (s}, (b}, and (¢) | PIRECTLY LEADING TODEATH*() _ Bronchial Pneumonia, terminal Abt. 3 das.

<
P =
[

«S.4,

A PERMANENT RECORD

*This does not men ANTECEDENT CAUSES
the mode of dying, such | Adordid conditions, if any, giving DUE TO (b)

rise to the above caud sat
ar heart fellure, esthenia, M-: o m) ing

dé. It Ae dis- - . N
e nfurs, o comptios DUETO ¢y Paychosis Abt.3 mos .

tion tohich caused death. | 11, OTHER SIGNIFICANT CONDITIONS
" Condifions eontributing (o the death but not 3CC}X
related to the disease or condition causing death. )

19a. DATE OF OP_F[F‘!:;?‘ 19b. MAJOR FINDINGS OF OPERATION . ' o 20, AUTOPSY?

ves [] w0 K]

2ia. ACCIDENT (Bowcity) 216. PLACEOF INJURY te.x.. toorabout | 21c. (CITY, TOWN, OR TOWNSHIP) | (COUNTY) (STATE)
HolggglEDE - . bome, farm. tm strost.offios bidg., e10) oo ‘

21d. TIME . (Month) (D) (Ywwr) (Eogr) 2lo.-INJURY OCCURRED | 21f, HOW DID INJURY OCCUR?

. - - "WHILEAT[™3 NOT WHILE
INJURY - : m. WORK AT WORK

22. 1 hereby certify that I attended the deceased from _JULY 29, 19 50 1o _August 294y 50 yroi 1 last saw the deceased
‘ alive on _August 519_5_ and that death occurred al _&m Lefrom the causes and on the date stated above.

= (Dt 23b, ADDRESS ] 23c. DATE SIGNED
N (L _ _FZXL) | State Hospital No.4,Parmingbon,Mo.8-29-50
24b. DT 24c. NAME OF CEMETERY OR CREMATORY. °_|.24d. LOCATION (Olty, town, or county) ' - (State)

Aug. 31, 1950 Methodist Cem. . | Festus, Mo.

REGISTRAR'S SIGNATU ol BN | 2. FUNERAL DIRECTOR' S SIGNATURE nbonh .
a ) Vinyagd Funeral Home, Festus,Mo.
(Licensed Embaliner®s Statement on Reverse Side) .

Inanition 1 month

L

WRITE ﬁLAINLYu;USING TUNFADING BLACK INE—MAKE




50N 301340 HIWAH 1011 |
0861 9T d3S

EINEREL

STATEMENT BY LICENSED EMBALBMER

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

working under my persona! supervision. a Student Emdalmer Hﬂ ...... sreae reenssans
Slg-nn{
5ignedescscassinsssnnssnnncnas sessressaras M;O \
Student Embalmer . Licensed Embalmer No

P. . Address M_/ %

Note: The sbove MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Fnlu.re to comply with
the above constitutes grounds for revocation of licenss.)

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




