No. 300 THE DIVISION OF HEALTH OF MISSOURI I,
e l FILED SEP 10 1851  STANDARD CERTIFICATE OF DEATH st e e 2L OC
" BIRTH NO. REG. DIST. NO. ~é 2 PRIMARY REG. DIST. m._ﬁﬂ_ R,;,-;,,,,,.-,N., ‘ ’g%
1. PLACE OF DEATH . 2 USUAL RESIDENCE (Where decoased lived, If 1 idence before
»couw " Pemigoot & JFS »SWE Mizsourd . * oMY Panisgdbm

b. CITY (I octride corpurats Limits, write RURAL nod give ¢. LENGTH OF ¢. CITY (If outside corporate liméts, write BURAL and give township)

OR i OR
TOWN Wardell ovet® | SEE P& 1o Wardell V7 7/ 7]
d. FULL KAME OF (If not in bospita! or instisution, give streot address or loestion) d. STREET (If rural, give location}
HOSPITAL OR ADDRESS
INSTITUTION 0
3. gs%ﬁs%% a. (Flrst) b. (Miadle) ¢. (Last) 4. Dg'!_'E {Month) (Dayi (Year)
{ Type or Print) JOhn E. HOlland DEATH Allg L]
5. SEX 6. COLOR OR RACE | 7. MAR!HEB NEVOER rgsamzo ) B. DATE OF BIRTH 9, AGE (o yeums|  uoeh 1 YR |3 rocn 1 k.
(Bpaciiy] nf sys | Hours | Min.
Male -2/ | Negro od "/ Unknown I About | |
10a. USUAL OCCUPATION (Givekindof work | 10b. KIND or-' BUSINESS OR IN- | 11. BIRTHPLACE "(8tats ot fofelgn country) 12, CITIZENOF WHAT
doteduriag most of -r:hlu Lifa, even if ratired} DUSTRY 0 CO§NTRY?
Reitred “aborer x Wardell, Mo, ¢ U, S. A,
138. FATHER'S NAME 13b. MOTHER"S MAIDEN NAME 14, NAME OF HUSBAND OR WIFE
Unknown | Unknown Georgla Holland
|§. WAS DECEASED EVI[ER IN U.S.ARMED FORCES? ’ 16. SOCIAL su-:cunth 17. INFORMANT"' S SIGNATURE OR NAME -. . - ADDRESS
8. 00, prunknown) | (If yes, give war or dates of sarvice) . -
N Georgia Hollapnd  Wardell, Mo,

18, CAUSE OF DEATH MEDICAL CERTIFICATION TWTERVAL BETWEER
E caumeper | 1. DISEASE OR CONDITION 2 é / AND DEATH
- wnter culy enecsu®ePet | "DIRECTLY LEADING TO DEATH® () .

line for (a), (b), and (¢)

«Thir does not mean | ANTECEDENT CAUSES (7/

the mode of dfing, Fuck | AMorbid conditiona, if any, glving PUE TO (b)
o# heart fallure, axthendo, || rise to the above cauae (o) stating .o

ete. It means the dis- | the underlying cause lazi.
¢~ DUE TO (c) ~

NLY—USING UNFADING BLACK INE—MAKE A PERMANENT RECORD

'

cane, fnfury, or compiica- -
tion which caused death. | 11. OTHER SIGNIFICANT CONDITIONS
Conditions contributing to the death but not
- related to the dizease or condition causing deafh. . - .
‘19a. DATE or-"opﬁgn 195. MAJOR FINDINGS OF OPERATION ) o 20. AUTOPSY?
- 4’ i - - -4/120/ \'r:sl:l Ncl..__l
2fa, ACCIDENT {Bpecity) 21b. PLACEOF INJURY tex..Inorabout | 21¢. (CITY, TOWN, OR TOWNSHIF . (COUNTY) (STATE)
SUICIDE horae, {arm, tagtory. streat. office bldg., p10.)
HOMICIDE
219. TIME (Montk) * {Day) (Year) (Hour) [ 2le. INJURY OCCURRED | 211. HOW DID INJURY OCCUR?
oF AEEEERE WHILE AT[—] NOTWHILE
INJURY L . | woRK AT WORK
22, [ hereby certify that I altended the deceased from g 18 , that I last saw the deceased
= aliveon _________19____, and ihat death occurred at A'm from the causes and on !he dale stated above.
= 't SIGNATUR le) | 23b. ADDRESS 23c. DATE SIGNED
2 T /é%//j/ CAZE D | Faxde11, Mo 8-8-51
I:: TIONBUERMIC?L CREMA- | 24b. DATE 24:. NAME OF CEMETERY OR CREMATORY + | 24d.’LOCATION (City, town, or county) {State)
peelty)
£0| " Burta ¥ 8-12-51 St. Paul ._Wardell, Mo,
REC'D BY LOCAL RAR'S’SIGNATURE MERAL RIRECTOR'S SJ GNATURE ‘ADDRESS o
OATE [y %/% 206 |7"3I§'fmnv bSburn’ Mileral Home - .
G- 7-57 » Wardell. Mao.”

7 (licensed Embalmer’s Statement on Reverse Side) - . T




G5 AR/ G e
/0, SEP 71951

S. B. Beecher, M. D.
pemiscot County Health Depariment,

Caruthersville, Missouri

STATEMENT BY LICENSED EMBALMER

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

.............. - remnenany Student Embalasr No.

Signed___, A Jt%'b.d

working under my personal supervision,

Student Embaimer

Signed...ccencenrsncarressssrssanancnnansisccas . Licensed Embalmer No..____ 4/[5

P. O. AddressﬁM M o

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

If this body is not embalmed, fact should be so stated abové. _ -




