THE DIVISION OF HEALTH OF MISSOURI
cvewo ) FILEDSEP 7 1951 STANDARD CERTIFICATE OF DEATH 26252
. 10.48 D Shm chNc
' BIRTH NO. REG. DIST. NO. _,ﬁ/L_Pmumr REG. DIST. no.ia_o_,i. Registrar’s No 36
I. PLACE OF DEATH . o PR 2. USUAL RESIDENCE (Where deceased lived. 1If fnstitution: residence befors
2. COUNTY ; 8. STATE b. COUNTY v adabon).
Butler s Ark Clay- -
0. CITY (I outsids corpurate Umite, write RURAL and give c. LENGTH OF . CITY (If outside corporate lmits, write RURAL and give township) |
OR rownetip)| STAY iin this place) OR Mg |
TOWN TOWN 3 ,
d. FH(%SLP#AT_EOOF (If not in hoepital or lnstitution, give street sddres or loeatlon) d.ASDTlgiF?EETSS (If raral, cive location) y
wsttution Tucy Lee Hospital none
3. NAME OF 8. (First) b. (Mlddie) . (Last) 4. DATE (Momh, Dey) )
DECEASED
(Treor ) - CHARLES WEBSTER OVERBY DEATH 23 19%’1
5. SEX 2 6. COLOR OR RACE | 7. #&%EB‘ rgﬁsg&gamzn. 8. DATE OF BIRTH 5, .:.?E dn v l: emen ID' ¥ e s o,
. . t . cily) , birthday! o ays | Hours | Mo,
male white ed / Tan 20, 1866 85 , |
102. USUAL OCCUPATION (Give kind of work mb KIND or BUSINESS OR IN- { 11. BIRTHPLACE (Btate or [prelen scuntry) 12, CITIZEN OF WHAT
d-nn-dIIn. ofworﬂu 1, wven If retired) RY COUNTRY?
laborer Arkansas
13a. FATHER™S NAME 13b. MOTHER"S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
William Overby unknown Elizabeth Yancey Qverby
IS. WAS DECEASED EVER tN U.S.ARMED FORCES? | 16. SOCIAL SECURITY | 17, INFORMANT' 5 SIGNATURE OR NAME “ "  ADDRESS

(¥es. no, or unknown) | ({If yes, xive war or dates of servies) ’

NO.
no = none 11izabeth Yancey Overby ngnig%gerk
18. CAUSE OF DEATH MERICAL CERTIFICATION Igrmvm;‘

. Enteronly anscauseper | J. DISEASE OR CONDITION

lina for {s), (b}, and (¢} DIRECTLY LEADING TO DEATH'(Q)

*This doet not mean | PNVECEDENT CAUSES

the mode of dying, such | Morbld conditions, if any, giring DUE TO (b)
az heart faflure, asthenia, | -rise to the above cause (o) stoting .
de. It meana the dis- | he underlying couse last.

euze, infjury, or compiien- DUE TO ()
tion which coused death. | 11. OTHER SIGNIFICANT CONDITIONS

Conditions contribtiting to the death but not
related to the dirense or condition causing death.

‘PLAINLY—USING UNFADING BLACK INE—MAKE A PERMANENT RECORD

192. DATE OF OPERA. | 19b. MAJOR FINDINGS OF OPERATION p / - . AUTOPSY?
65X | wl w0
21a. ACCIDENT . (Specity) 21b, PLACEOF INJURY {e.t..inarabout | 21c. (CITY, TOWN, OR TOWNSHIP) {COUNTY) (STATE)
SUICIDE homa, tarm, {astory, street, aBice bidg., eve.) :
HOMICIDE
21d. TIME (Month) (Dwy) (Yew) (Hoon | 2le. INJURY OCCURRED | 2)f. HOW DID INJURY OCCUR?
INJURY o | Mok L] T aLE
27 heﬂ:lm certify that I attended the deceased from _BLZL 195..1_ {o _8L25,L__ 19.5.1 that I last eaw the deceased
v} on % 195;_ andy thal death occurred al }n., Sfrom the causes and on the dale stated above,
W) il e
aunw. CREMA- 24b. DATE 7 24c. NAME OF csmeremr OR CREMATORY ol (cm-. town, o county) '(5tate)
57 Aug 28/51 Corning ,Qorning, Ark
DATE REC‘D BY I.OCAL REGISTRAR'S SIGNATURE 2% %a’ J& ‘ABDRESS
EJ’ _5 REG. E/, 7. 4 l{' O — Cormibg, Ark.




RECEIVED

. SEP & 1981
BUTLER CO. HEALTH CENTER

e v 5 (-39 b

_ﬁ

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, o!l'b_',- M
. —

.............. T. T Studant Embalmer No.

working under my persona! supervision. / ;
\___,.—!-—’__—‘ ﬂ
Student Signed

-----------------------------------

Student Embalmer

Licensed Embaimer No
P. O Addrl’:‘/é"h B H’q, /‘-.; ‘-\/f—

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply wit
the above constitutes grounds for revocation of license.)

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




