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FILED JUL 31 1951

THE DIVISIPN OF HEALTH OF MISSOURI
STANDARD CERTiFICATE OF DEATH

State File No..,

.-,..233'?
5__3 PRIMARY REG. DIST. NO. B_O_LQ. Regutmr.tNa..?—é! b...

Al ox heart fallure, esthenta,.

ete. It meana the dis-

. rise to the abooe cause (a) dating

the underlying catse lasf,

IRTH NO. REG. DIST. NO.

I. PLACE OF DEATH 2. USUAL RESIDENCE {Whaere d d lived. I ingti before
» . COUNTY STATE b. Ci dicimion).
: Capne Girardeau " Missourl OUNTY Cape ,Za“iv

b. CITY (It outside corpurate Uimita, wHte RURAL and give ¢. LENGTH OF ¢, CITY (I outelde oorporate limits, write RURAL and give township)
OR townahip)| STAY (n this place) J 5/
TOWN Care Givardean YTrs. TOWN Cane Giravdesu o/
d. FULL NAME OF (If not in hospital or lastitution, giva strect address or location) d. STREET {If mu), give location) /
HOSPITAL OR ADDRESS . .
INSTITUTION 71015 Williom Street 1015 William Street
3. NAME OF 8. (Firsi) b. (Middie) c. (Last) *DATE (Mot (Dey) (Yem
{ Tupe or Print) ri Sides pEatTH July 24,1851
5. SEX 6. COCLOR CR RACE | 7. MARF\!F‘I{EB ISIE\YOERCBES ) 8. DATE OF BIRTH 9. AGE (In w;m ;‘r UNDER | YEAR | I UapER 4 wes,
ol ontha | Days | H Min,
Maled? | White PRI DR )’E ? | pug. 20,1280 AVl ] = |
10a. USUAL OCCUPATION (Give kind of work 10b. KIND OF BUSINESS OR_IN- | 11. BIRTHPLACE (Btate or forelgn oountry) 12, CITIZEN OF WHAT
done during most of working life, wven if retired) BUSTRY . . 6 COUNTRY?
Qeryice Station Ga Leemon, Misscuri S
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
James Sides Lou Ella Necland Jeffie Sides
I5. WAS DES‘EASED EVER IN U.S. ARMED FORCES? 16. SOCIAL SECURITY ‘17. INFORMANT'S SIGNATURE OR NAME ADDRESS
(Yeq, no. 3 | yew. dates of -
1o, or unknown! | (I s, ctvo war or dates of servies) N.c}ne NITS- ;‘Eeffle Sides Cape Gir., Iﬁo.
18. CAUSE OF DEATH MEDICAL CERT FICATION - INTERVAL BETWEEN
, Enter only onacanssper 1. DISEASE OR CONDITION . / _ / ONSET AND DEATH
Jine for (a), (b, and () | DIRECTLY LEADING TO DEATH® (g . y g Ltlrs /
ANTECEDENT CAUSES /
*This does not mean :
the mode of dying, such | Mortid conditions, if any, gising DUE TO (b) ll J.M ‘.4 __5_&_2__

case, infury, or complica-
tion which caued death,

nuaro_(ca Ma Méy)?m

11, OTHER SIGNIFICANT CONDITIONS =~ ~

Conditions contributing to the death but not
related Lo the disease or condition eauting deglh,

SHefr,
V4

1. DATE-OF’OPFE)&N “13u. MAJOR FINDINGS OF OPERATION ~ . 20. AUTOPSY?
- . . 3 32 X ves L] wo [
2a. ACCIDENT .. . (Speclty) 21b. PLACEOF INJURY (e...tn orabout | 2le. (CITY, TOWN, OR TOWNSHIP) .., (COUNTY) (STATE)
" SUICIDE ) homa, farm, {astory, street, office bidg. e10.)
HOMICIDE -~ gl
21d. TIME (Month) (Day) (Yewr} (Houn | 2le. INJURY OCCURRED | 21f. HOW DID INJURY OCCUR?
INJURY - ' N <UL % ALl -
2z I hereby cert y at I attended the decegsed from/Qngda.L__, 1942 lo ., Iﬁl'-L,' that I last saw the deceased
alive on __QI_L 1957 and that denth/ ccurred at 1+ P .. N o the causes and on the dale sleted above,
zsa SIGNAfu é / / ar title) b@:;z;; Q /’rzsrsnzn
g/ _@Jﬁ 24 15@ /é IAM 7/ - -

WRITE
Y

24a. BURIAL, CREMA-

/24, NAME OF CEMETERY OR/CREMATORY 24d. LOCATIOR (Oity, town, or count;

ub/DATE

¥’ (5tate)

JF![

71%41;5::0;.\{ ) Tulv 26, 15/ Memorial Pagh Cape Girardeau, _Mg-
DATE REC'D BY LOCAL Vﬁ/}'?nss NATURE 25. FUNERAL DIRECTOR'S S GNATURE ADDRESS
7'7-14—/?3_1' MW - .

on Reverse Side)
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RECE

JUL 9§ 18351

STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed brpr.utby

4
t'-'Ol‘kiﬁg urder my mm! mmm Student Embalmer HOcovosssnnnsnssonnssansasney
SlmLXM@%’%)

31gNEdeesenansssnscssssatncescnscanassesen

Student Embalmer Licensed Embalmer No._.._‘_%.{’ﬂ;?

) P. O. Address@ﬁm.‘

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 this body is not embalmed, fact should be so stated above,




