THE DIVISION OF HEALTH OF MISSOURI 4 01}4
§ i 959 ST ANDARD CERTIFICATE OF DEATH State Filc No.
R 1.RE:G "Dllff';' ﬂm.‘ Q‘_-t PRIMARY REG. DIST. W-M Registrar's No ?

No. 300 HLED MAR

10.48
& S

BIRTH NO. ALY dd
| I 1. PLACE OF DEATH ] ) 2. USUAL RESIDENCE (Where decossed lived. If institution: residence befors
| a. COUNTY T, . " - a. STATE b, COUNTY admission).
,‘?‘,{ nunkl_’m . . Mlissouril Bunkiin
- 7} b, CITY " (I outeide corpurats lisgita, writs RURAL asd give ¢. LENGTH OF || c. CITY (If outaide corporata limits, write RURAL and glve townahis)
TOWN - - . T w-mhm) FI'A\BE :?. placel T g“F;’.N d 5 - /
- M ‘et -
a Ma_ld_en 5o R Malden -
[~ d¢. FULL" NJ\ME QOF (I nct in boapital or institution, give streqt address or location) d. STREET (If rursl, glve [ocation) &
(=] HOSPITAL OR ADDRESS
0 INSHTOTION Ballev Hospitgl Malden
ﬁ 3. ISJE%“&E Scl);‘FD 8. (First) b. (Middle) ¢ (Last) 4. DATE (Month)  (Day)  (Year)
| E { Type or Print) Narr DEATH
g 5, SEX 6. COLOR OR RACE { 7. MARRIED, NEVER MARRIED, 8. DATE OF BIRTH 9, AGE (In years| IF UNDER | YEAR | OF UNDER B4 His.
g i WIDOWED, DIVORCED (Bpecify) last birthday) Momh, Days | Hours | Min.
: ale Wnite Infant 7 PEbrusry 18- 0 I
= 10a. USU{\L OCCUPATION (Givekindof work | 10b. KIND OF BUSINESS OR_IN- | 11, BIRTHPLACE (suu or foralgn mnt.ry) 12. CITIZEN OF WHAT
5 dons during most of working Life, sven if retired) DUSTRY Mald M o L ./ La])mg’R\R
& alden, . s Do the
< 13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME "[1a. NAME OF HUSBAND OR WiFE
" Bobbie Allen | Betty J. RoOshm J
@ I5. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAE SECURITY | 17. INFORMANT' S SIGNATURE OR NAME ADDRESS
- (Yes. no, or tnknown) (If you, wive war or dates of cervice) NO. B 111 R 0 h M ld M
= NOe Q1M a an, Ce N
[ il 1. cause oF oEATH 0 INTERZAPE
% || Enteronty cnecausoper | |. DISEASE OR CONDITION 7046, o N
E line far (a), (b), and {¢) DIRECTLY LEADING TC DEATH'(a) >
14
E *This does not tiean ANTECEDENT CAUSES ”
= | the moge of aying, such | Morbid conditions, if any, gicing DUE TO (b) '
-3 o8 heart faflure, asthenia, | Tiee o the above cause (o) stating . R . |- .
= ele. 1t means ihe dis- the underlying cause iast, s - - -
o ease, infury, or complica- Dl_JE TO (c) 7 _
= tion which eaused death. | 10. OTHER SIGNIFICANT CONDRITIONS * - N
= * | Conditions contributing to the death but 2ot
a reloted to the dizense or condition causing death.
= 19a; DATE OF op%ﬂﬁi 195, MAJOR FINDINGS OF OPERATION B i .- é . - | 2. auTOPSY?
z rig
= - . . 7 ee YES D NO
21a. ACCIDENT (Bpecify) 21b, PLACE OF INJURY (sg..inorabout | 2tc. (CITY, TOWN, OR TOWNSHIP) (COUNTY) (STATE)
g a%lﬁlglEDE bome, farm, faotory, srest, offics hidg., ma.) ' hete-E B v o= e
4
| d
g 214. TIME (Moath} (Day} (¥Year} (Hour) 2te. INJURY QCCURRED | 21f. HOW DID INJURY QCCUR?
. I ey WHILEAT[™} NOT WHILE . .
o IR, m. | work AT WORK
; 22. [ hereby cerhf t af I ’ ttended the deceased from /ZM é‘Z {o M 19[4 that I last saw the deceaced
i gljveqn LY, L I8 , and thal death occurred at Qn , Jrom the causes and on the date slaled above
é / iR (Begree or title) WQS /% fg—
E 24n. BURIAL, CREMA-| 24b. DATE 24, NAME OF CEMETERY OR CREMATORY 24d. LOCATION (Oity, town, or county) (Btate)
Tlog. REM%V (Bmd.lr) i
§ Feb. 20 Bernlie Bernlie, Mo.
DATE REC'D BY LDCAL ISTRAR'S SIGNATU 5’ 7- C 25. FUMERAL DIRECTOR"S SIGNATURE ADORESS
J-28- -sq" ﬁ . Dav Funeral Hope Malden, Mo,

Vo (Licensed Embalmer’s Entm Reverse Side)




* RECEIVED DUNKLIN COUNTY HEALTH
DEPARTMENT .. ' 3~-3-%52,

............................

WUNTY FILE NUMBER . 382-67

L O i 4

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, 0o by——oceeees

Student Embatmer No,

working under my personal supervision,

Student ..o.cesssssecennnnsnns rensesonn waua
Student Embalmar

Licensed Embalmer No.....L_t o 8 Q
P. O. Address W—Aw

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 émbalméd, fact should be so stated above. -




