THE DIVISION OF HEALTH OF MISSOURI

.5. No.300 '
e FLED APR 18 1957  STANDARD CERTIFICATE OF DEATH state Fite N b O3B0
BIRTH MO REG. DIST. wg, ____Qi_ PRIMARY REG. DIST. M-M Registrar's No / /3" rq
4 I. PLACE OF DEATH 2. USUAL RESIDENCE (Wbery decssasd livad. If institotion: resideocs befors
a. COUNTY a. STATE b. CQUNTY . sdatmion},
Olb Cape Girardean Missourdi Cipe Girardeau
. C e £0! . . . (R I TN
. b TCIIEY (I vatold rpunh_ll'm-lh. write RURAL and give o g_ul?Eufm 'Ef" ¢ Clc;ra( (I ousside corporate limits, write BURAL snd glve township) e
oW Cap __ToWNCape Girardean NA2Y
. NA o o or . glve rees or looa . 5TR N 3
d FHO“S'PIT;F_EO%F (It not in hospital or Insthation, give street add location) aADDREEETSS (11 rursl, give location) Q
INSTITUTION 302 South Benton Street 302 South Be
3 I:I'GE%ME %l;': a. (First) b. (Mlddle) ¢. (Last) A 4. DATE (Month) (Day) (Yean)
(Typeor Print) - JESS TR H. RENARD DEATH April 11,1951
5. SEX / | 6 COLOR OR RACE | 7. MARRIED, NEVER MARRIED, | 8. DATE OF BIRTH 9. AGE (In years| ¥ tGER | THAR [ I7 vunER 30 ss,
WIDOWED, DIVORCED (8pecity) :

last birthday) HOME, D.".-. Ha:nl Mia,

Female | White Widowed 2~ [Septemher 28,1885 &

10a. USUAL OCCUPATION (G - 10b. KIND OF BUSIN R IN- | 11. BIRTHPLACE . -
doudurlnxggt of worﬂ?lc l;!?..::-h:ng :&l:dt b ! BUS EﬁDcl.,lsrRY s {Btate or farslen eowntey) / lzcgm%"‘(?o’: WHAT:
Housewife Quwn Home North City, Tllinois U, S.
13a. FATHER'S NAME 136. MOTHER'S MAIDEN NAME I4. NAME OF HUSBAND OR WIFE
Wm Rommel : i+ __Rebecca Acopn |
I5. WAS DECEASED EVER IN U.S.ARMED FORCES? | 16. SOCIAL SECURITY | 17. INFORMANT' 5 SIGNATURE OR NAME ADDRESS
(Yow. no. or unknown) | (If yes, xive war or dates of servics) NO. .
No No Mrs, Roscoe Lamb Bivtheville, Ark.
[ -INTERVAL BETWEEN

18, CAUSE OF DEATH MEDICAL CERTIFICATION —
Enter only cnecauseper | 1. DISEASE OR CONDITION ' L ONSET AND DEATH

Hne for (a), (b}, and (o) | DPRECTLY LEADING TO DEATHY () _@M W _g_ﬂ&‘g
ANTECEDENT CAUSES / . ﬂ

*This doer not mean
1he mode of dying, such | Aforbid conditions, if any, cia!ﬁr:'g DUE TC (b)

a8 heart fallure, asthenia, | rise Lo the abore cause () sal
e, ean fm: the ’;:_ the underlying cause last,

caze, infury, or comptica- __DUE TO (o) Newlda ﬁa Lia ://, N =
tion which canaed death, | 11, OTHER SIGNIFICANT CONDITIONS ~ ——t LA L
Conditions contributing to the death but not - .
related Lo the disease or condition causing death.

18a. DATE OF OP_F.%?‘ 19b. MAJOR FINDINGS OF OPERATION : 2. AUTOPSY?

| 2040 v O o O
21a. ACCIDENT (Bpeelty) 21b. PLACE OF INJURY (eg..inorabou | 2lc. (CITY, TOWN, OR TOWNSHIP) (COUNTY) STATR !
ICIDE + | bhome,farm, tastory, strest, offios bidg., wto.)
HOMICIDE -
21d. TIME .| (Month) .(Dwy) (Year) (Hoon | 2le. INJURY OCCURRED | 21f. HOW DID INJURY OCCURT
Lo . . WHILE AT [“] NOT WHILE
INJURY e o | "work L) AT woRK

, 19_Y" Jand that death occurred at the causes and on the date siated above.
v (Degres or title " | 23%. DATE SIGNED

- ltn | ¥ 5.5
24a. BURIAL, CREMA- 24d. LOCATION (Oity, town, or county) (State)

hurdal™ April 14,0091 1,0,0.F Ceméfery | MeLearisboro,Illinois

DATE REC'D BY LOCAL | REGISTRAR'S SIGNATURE 9{;{. yﬂ.a DIRECTQR'S SIGNATURS ABDRESS
REG. - o _
L3 /F5] é&’mﬂﬂ“ 9] M{ Y 4 : . A

ri
2. I'hereby cert ';.'[":that attended the deceased from W, to %[L/, 1.9_-!_/, that I last eqw the deceased
! 4 m., Jr
23b, v

DRESS

WRITE PLAINLY—USING UNFADING BLACK INE—MAKE A PERMANEI\.T'I‘ RECORD —

(Licermed Embaimer's Statement on Reverse Side) .-
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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 urnder my persona! supervision.
| s.m?/,,,/;/zé/,é

No_’f_//gé‘ S

Licensed Embal

Signed,,
Student Embalmer
P. 0. Add . 5 5
RITING. (Failure to comply with

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN

the above constitutes grounds for revocation of license.)
If this body is not embalmed, fact should be so stated above.

%




