No. 300 A o -M/ THE DIVISION OF HEALTH OF MISSOURI
eae l SEP 10 195  STANDARD CERTIFICATE OF DEATH St Fie Mo
: BLRTH KO. REG. DIST. NO. Lz—%mumv REG. DIST. WO. R“;,,-;r;,,, Now.

I. PLACE OF DEATH ﬁ?f& 2, USUAL RESIDENEE fWhere deccased lived. If L

Itutifa: aldens
a. COUNTY 2 STATE, 2 . b coumv@ -d-rtlona.
b. CITY (I outaide mprourate limita, write RURAL and give c. LENGTH OF || c. CITY (if cutatgbiorrite ligits, write RURAL and clve mh.lp]
OR wownshifl | STAY (in this place) OR , 0
TOWN 2 ‘?d TOWN _ e,

d. FULL NAME OF (If not in hospital or inatitution, give strest address of location)} d. STREET (U rural, glve loeation)

HOSPITAL OR ADDRESS
INSTITUTION N M &/
3. NAME OF () ®. (Mlddle) e, (Last)
DECEASED ¢ 4. DATE  (Month) ‘D“”’ ‘Y“”
{ T¥pe or Prini) - DEATH
5. SEX 8. DATE OF BIR . QI:KEE(lnyun;umnm o UNCER U HES,
o Min.
M Z - 34739 2) 'Y %sf"";
108, USUAL OCCUPATION (Give kind ot work | 10b. KIND OF BUSINESS O IN. | 11. BIRTHPLACE. (Btate"Sr forslam sountry) 12_CITIZEN OF WHAT

1 ER'S MAJDEN NAME

-

dona d] of worl Life, evan if retired) Y
_W . ¢ c?JﬁZg&ﬂé— Vi
3 )’I%— 14, NAME OF HUSBAND OR WIFE 7(3’

ES? | i6. SOCIAL SECURITY GNATURE OR NAME
{Yes. 0o. or unknown) i NO. -
Jol Y 2 d-_

18. ¢AUSE OF DEATH MEDICAL CERTIFICATION 4 INTERVAL BETWEEN
. Entbronly onecauseper | I DISEASE OR CONDITION . ONSET AND TH
e for (), (by, and (¢) | DVRECTLY LEADING TO DEATH®(,) RMOR —_— 5

. ANTECEDENT CAUSE=S

*This does not mean
the mode of dping, such | Mortid conditions, if any, giving DUE TO (b) ﬁi&._AR TQ 0 Sc f-P/.LD.h < BRI+
as heart fatitre, asthenia, | Tise to the above cause (o) elating o 7E - P-Q RTRArs g~ - - /
de. It means the dig. | Uhe underlping couse last. '
cose, injury, or complica- DUE TO (‘-')
tion which coused death. | 1. OTHER SIGNIFICANT CONDITIONS
Conditiont contributing to the death but not
related Lo the disease or condition cousing deofh.
19a. DATE OF OP'IEEJAIG 182, MAJOR FINDINGS OF OPERATION ' 20, AUTOPSY?
3'3 X YES D NOE

21a. ACCIDENT . (Bpacify) 21b. PLACEOF INJURY (e.g..tnorabont | 21c. (CITY, TOWN. OR TOWNSHIF} (COUNTY) . {(STATE)

SUICIDE ’ homa, farm, luctory, street, office bldy.. ata.) . .

HOMICIDE
21d. TIME (Month}  {Day} . (Year} (Hour) 2le. INJURY OCCURRED | 2)f. HOW DID INJURY OCCUR?

3 . WHILEAT[—] NOT WHILE

INJURY WORK AT WORK

2. I hereby certify that I aliended the deceased from _d.d_AL_Qz__.._ IBﬂ, to _E.:.]_A-J&_, 13_'5_'_/, that I last saw the de;:eased
aliveon 27 Avt., 19_\5_[. and that death occurred at ﬁ.i?ﬁ m., from the causes and on the date siated above.

23a. SIGNATURE {Degroe or title) b ADD 3. DATE SIGNED
a Z. AL —
£ Rrrard a..,éoy V17, " 28 OAsap < /
248, RIAL. CR] A- 24b. TE 24:. KEAME OF CE ERY QF CREMATORY - 248.- . town, of county) ¢ - %ta) .
TIO! MOVA.L(
-

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

WRIT
Q\

DATE REC'D BY LOCAL | R . I Tay EraL DIRECTOR'S SIGNATUR ) READ
- REG. P { 22
Zféz "!_{/ : P4
rd

. (Ticented Embalmer’s Statement on Reverse Side)




g.5/- 211
fec.SEP 61951

. S. B. Beecher, M. D,,
Pemiscot County Health Department.
Garuthersville, Missouri

ra

STATEMENT BY LICENSED EMBALMER

T 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 personal supervision.

3ignediceiecninccnnnans serenrssasnna
Student Embalmer

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRE G. (Failure to comply with
the above constitutes grounds for revocation of license.) .
L 4

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




