THE DIVISION OF HEALTH OF MISSOURI

No. 300 F"E“ .
- 0 C T 17 195 _STANDARD CERTIFICATE OF DEATH state Fite No AL LO...
- | |memxo. /327G =57 wee. mist. wo. JO Y erimsy rec. oisT. wo. Y T wesisirars Na.....;)l.j ....... -
)J T PIESUCE QF DEATH 2. USUAEL RESIDENCE (Where decoased lived. If fostitution: resklence befors
. a. NTY N a. STATI b. COUNT dinlssion).
| Dunklin Missouri "punklin "
b. CITY (If outalds corpurate limits, writs RURAL and dive ¢. LENGTH OF ¢. CITY (If outside sorporate limits, write RURAL and give township)
OR township) | STAY (In this place) P
5 TowNn Malden ife TOWN Malden A5 0 /
g d. Fll'{(!.-)SLP?'IBAMEOOF {If not in hospital or fostitution, cive streot addrees or locstion) d‘AsSFDRREgS (If rural, give location} ¢4
O INSTITUTION  S§0outh DOU.P;laBS aas
E 3. DNECE,Es%Fb 8. (First) b. (Middle) ¢, (Last) 4. DATE (Month) (Day) (YW)
= (Tyeor Print) g1} Jackson veati Octbber 2 51
& 5. SEX 6. COLOR OR RACE | 7. MARRIED, NEVER MARRIED, 8. DATE OF BIRTH 9. AGE (In yesrs| IF UNDER | YEAR | & UNDER 1 HRs,
E . WIDOWED, DIVORCED (Specily) last birthday) Mont.'hl , Days | Bours | Min.
S |Eemale | black Infant 4. |Merch 13-51 0 I
* 1Ga. USUAL OCCUPATION (Givekindof work | 10b, KIND OF BUSINESS OR_IN- | 11. BIRTHPLACE (8; 1 .
[+ don-duri? most gf working life, -:lnnil :;th:;d} ) DUSTRY fata or forclgo eountry) 0 ucgmﬁr\‘f?!: WHAT
B Infant Malden, Mo. UsSede
< 13a. FATHER'S NAME " |13b. MOTHER'S MAIDEN NAME 14, NAME OF HUSBAND OR WIFE ’
” Unkn own {Pearline Jagkgon . None
% 15. WAS DECEASED EVER IN U.S ARMED FORCES? | 16. SQCIAL SECURITY | 7. INFORMANT S SIGMATURE OR NAME ADDRESS
o {Yeos,bo, ot unknown) | (If yes, xivs war or dates of sarvice) NO. -
= no no naone Pearline Jackson Mealden, MO.
| 18. CAUSE OF DEATH | . c ME LC CATION N gEDI‘WE_I%N
=] . Enter cnly onecause per . DISEASE OR CONDITION ’
Z | tine for (8), (b, and () | DIRECTLY LEAGING TO DEATH* (5
5 *Thia dpes not mean ANTECEDENT CAUSES
< the wode of dying, such | Morbid conditions, if any, glsing PUE TO (b}
B a8 beert falltire, asthenia, | rise to the above cauze (a) stating . . -
- cte. It wneans the diy. | the underlying couse lost. 3 ) o ) i ) '
o ease, infury, or complica- DU_E TO (e)
7z fion which caused death. | 11. OTHER SIGNIFICANT CONDITIONS
b Conditions contributing to tAe death dud a0t
91 related to the disease or condition causing dealh.
tx || 19a. DATE OF 0P1I;ZIF3; 19b. MAJOR FINDINGS OF OPERATION . : ’ R Lo ’f .| 20. AUTOPSY?
z . sy/e wrs 1 o I
o 21a. ACCIDENT (Bpecity) 21b. PLACECF INJURY (e.z..toorsbout { 216, (CITY, TOWN, OR TOWNSHIP) v (COUNTY) (STATE)
h SUICIDE home, furm, factory, strest, office bldg..ete.) R ¢ " '
é HOMICIDE
g 214. TIME {Month) {(Day) (Year) (Hour) 210, INJURY OCCURRED | 211, HOW DID INJURY OCCUR? .
o ST WHILEAT— NDTWHILE |
| . INJURY @ | “woak * . |
o .
= 22, I hereby c I auendcd the deceased fro 19\2,[ that I last saw the deceazed |
E alive on , and that death curred al 3_Aa  m., fromAhe cauges and on the date stated above.
ﬁ 2. SIG Y4 23b. ADDRESS / | 2%. DATE SIGNED
/ Lo
= %Aa.NBgERMIS‘;.. CREMA- | 24b. DATE 24¢. NAME OF CEMETERY COR CREMATORY --| 244. LOCATION '(Oity. town, or county) ' . (Btate) ,
. Bpecify)
& I TBLEIRY ™A | 10-3-51 Stanf ield Cemetery Clarkton = Mo,
" DATE REC'D BY LOCAL | REQIST 'S SIGNA 2( 7 5. FUNERAL ECTOR'S 5 GNATURE ADDRES
T : -
‘O - - S . . 3 . p
{Licensed Embalmet's Statement on L4



RECEIVED DUNKLIN COUNTY HEALTH

DEPARTMENT ... NI 2 £ m——— )
SUNTY FILE NUMBER 1p51-.268..

-

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, 0f by oo

Student Embaimer No.

working under my personat supervision.

Student sueseeans cevesenens eetusenennrnane Signed...... ...S!(:.MMM

Student Embalmer
A3 Licensed Embalmer No..... L" 08_6 ......................

P. O. Address Mw; Aty

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

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




