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.WRI‘I% PLAINLY—USING UNFADING BLAGK INE—MAXKE A PERMANENT RECORD S~

THE DIVISION OF HEALTH OF MISSOURI

rp
LGAPR 7 19y STANDARD CERTIFICATE OF DEATH vt Fite oo SO
'BIRTH NO. REG. DIST. NO. _L"a—_ PRIMARY REG. DIST. NO. 1000 Repistror's No 3’-'-0
1. PLACE OF DEATH j 2, USUAL RES|DENCE (Where decossed lived. If iostitution: residence befars
a. COUNTY Buchanan 2. STATE  Mjssouri b. COUNTY pychanan ™=
b. CILY (If outaide corpurate limits, write RURAL and give E.ST &NG‘LI;H pl?F c. Cg';( (If outaide corporate limita, write RURAL and give township}
woahip) {ln this ] .
TOWN St. Joseph TP GaysT)  Town St. Joseph AL T
d. FH!..SLP#;{EOOF (If got in hospital or Institution, give strect addres or locatlon) d.A%T[I)?ﬁEgS (I roral, give location) ’ d
INSTITUTION St. Josephs [lospital 612 Yocust S¢&
3. NAME OF a. (First) _ b. (Middle) e (Last) a, DATE (Month)  (Day) (Year)
(Typeor Print)  JOSeph Green Cooper oeArH March 26, 1952
5. SEX O 6. COLOR OR RACE | 7. m&ﬂ?. rle\\:'chEBRglEg.) || 8. DATE OF BIRTH 9. l:?a s yeun] v veex rbnu v
. s (Bpacity, onths ays ours { Min.
nale white Sdowe " Adanuary 12, 1884 | “"68 | I
10a. USUAL OCCUPATION (Qivekindef werk | 10b. KIND OF BUSINESS OR IN- | 11, BIRTHPLACE (State or forelen sounsry} 12, CITIZEN OF WHAT
done doring most of working life, sven if retired) D . RY?
iarmer farm Coffeyville, Kansas
138. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
William P. Cooper | Margaret Svope Julia Cooper
I5. WAS DECEASED EVER IN U.S.ARMED FORCES? | 16. SOCIAL SECURITY | 17. INFORMANT'S SIGNATURE OR NAME ADDRESS
{Yes.no,0runkoowa) | (If yes. xive war or dates of service) NO. , R
_— —_— Mr. W. D. Covover, Faucettt, Missouri
18. CAUSE OF DEATH MEDICAL CERTIFICATION INTERVAL BETWEEN
Enteronlyonecoussper | I, DISEASE OR CONDITION _ Cerebral Hemorrhace ORSET AND DEATH
line for (a), {b), end (&) | DPRECTLY LEADING TO DEATH® (5) € a 0 g Unknown

«This docs mot mean | ANTECEDENT CAUSES
the mode of dying, such |  Morbid conditions, if any, gieing DUE TO (b}

a3 heart fallure, asthenia, | rite to the above cause (o) sating , ) N ..
dc. It micans the dis- the underlying cause last. - - .- - - .
eare, infury, or complica- - DUE TO‘&:) _ — _
tion which coused death. 1f, OTHER SIGNIFICANT CONDITIONS T ’ . LA
Conditions contributing to the death but not
related Lo the disease or condition causing death.
19a. DATE OF °P1E’IROAN- 15b. MAJOR FINDINGS OF OPERATION - R . . . oot 20, AUTOPSY?
_ 331X ves (1 wo O

21a. ACCIDENT {Bpecify) 21b. PLACEOF INJURY (s.c..lnorabout { 21c. (ClT‘(.TOWN.bR TOWNSHIP) {COUNTY) {STATE)

SUICIDE homa, farm, fastory, sireat. offics bidg..eta.) . V- - R

HOMICIDE
21d. TIME {Month} {(Day} (Year) {Hoar 2te. INJURY OCCURRED | 21, HOW DID INJURY OCCUR?

WHILEAT ] NOT WHILE |
INJURY WORK" AT WORK"

22. I hereby certify that I attended the deceased from _3_25_ to__3=2C 19_52._ that I last saw the deceased

alive on _3_26—_ 9_52, and that death occurred at 11 O-—’a-m , from the causes and on the date stated above.
233, SIGNA (Degree or title} | 23b. ADDRESS Tooﬂe Bulld:.ng 23¢, DATE SIGNED

4//4/@9 7’”@ . St. Joseph, Missouri 3"28"5.2
¥ NBUF}H‘(;‘I;\LCREMA- ?4b. DATE 24, NAME OF CEMETERY OR CREMATORY 24¢, LOCATION (an, town, or county) - (Biate) -
I < - . :
ON. PRSP | 3/28/1952 Agency Cemetery Agency, 'issowi
DATE REC'D BY LOCAL | REGISTRAR'S s:gm\'rugg ;c% 25. FUNERAL DIRECTOR'S 31 GNATURE ADDRESS
REG.

trnmed EmBaImtrl Statemnent on Reverse Side)

—



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, or by—....

........ . Student Embalmer No.

Licensed Embalmer No s 3£

P. 0. Address 3/4‘46:-1/ /Ogg_ﬁ{(ﬁﬁ-u

‘Note: 'I‘he above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING, (Failure to comply wndl
the sbove constitutes grounds for revocation of license.)

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

A

working under my personal supervision,

StUdRAL wecevarcevnsanooas enetrasmarasansas Slgnedéi,____ Rt

Studmt Embaimer




