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WRITE PLAINLY—USING UNFADING BLACK INE—MARKE A PERMANENT RECORD

| Enter only oneceumper | [ DISEASE OR CONDITION

DIRECTLY LEADING TO DEATH*(,) _ Coronary Occlusion

-XC ol 61 29 YHE DIVISION OF HEALTH OF MISSOURI 3‘5871
QNU%‘??]_ STANDARD CERTIFICATE OF DEATH 5640 File Nowwcrmssmssssosssirsmsin
"BIRTH NO. 0 2 REG. DIST. NO. _AL PRIMARY REG. D)1ST. W.Mktgulmr:h‘h 4/.5 Z.
1. PLACE OF DEATH 4 2. USUAL RESIDENCE (Where d d lived. §f lostitutdon: resid before
a. COUNTY a, STATE b, COUNTY adinimion),
Butler Missouri Butler ”
b, CITY (If outcide corpurate limits, write RURAL and give ¢. LENGTH OF c. Clw (If cutalde corporste liits, write RURAL sz give township)
OR township) | STAY (Iﬁh place)
TOWN  Poplar Bluff ajl _TOW  poplar Bluff 4/ 2%
d. FULL NAME OF (If not in haspital or institution, give streot sddres or lotation) d. STREET (If rursl, give location) ﬂ'
HOSPITAL OR ADDRESS )
INSTITUTION 2115 N. Main Street
3 NAME OF a. (Flrst) b. (Middle) c. (Last) CDATE | (Mouth)  (Dey) (Y
{Type or Print) OLLIE *Be GOMER DEATH 10-3=52
5. SEX 6 6. COLOR OR RACE | 7. #IARRIED NEVEECHEISRRIED 8. DATE OF BIRTH 9.:.Gslrg&:re;n ;; uu;m:u P YEAN | Of UNDER U HRS.
{8pactfy) it ¥, on Days | Hours [ Mia.
M W / 7=30-73 L 79 l |
10a. USUAL QCCUPATION (Giveklndof mork | 10b, KIND OF BUSINESS OR IN- | 11. BIRTHPLACE (8 i 12, CI
dobs during most of working life, o:mu:adr-d) i DUSTRY fate or forslgn eountey) / CSI};}%’E{:'?OF WHAT -
_ Farmer Farm Jackson, Tennessee
13a. FATHER'S NAME 13b. MOTHER S MAIDEN NAME 14. NAME OF HUSBAMD OR WIFE
Jobhn D, Gomer Jani
5. WAS DECEASED EVER IN U, S, ARMED FORCBT 16, SOCIAL SECURITY | 17. INFORMANT® .5 SIGNATURE OR NAME ADDRESS
(Yes. 0o, or unkoowo) | (Ii yea, wive war or dates of service) NO.
Yes : Unknown VA Hospital Records: :
18, CAUSE OF DEATH MEDICAL CERTIFICATION INTERVAL BETWEEN

ONSET AND DEATH

iipe for (a), {b), and (c}

ANTECEDENT CAUSES

*Thisr does not mean
the mode of dying, such | Morbid cxmditwm if any, giving DUE TO (b) oscle Si R

at beart fallure, asthenta, rise fo the abore cause {a) siating
de. It means the dise the underlping cauvae last.

caze, fnfury, or complica- DUE TO (c)
tion which caused death. | 11. OTHER SIGNIFICANT CONDITIONS !
Cynditions contribuling to the death but not
related to the disease or condition crusing death. Prostate Hype rtrophy

19a. DATE OF OPERA- | 15b. MAJOR FINDINGS OF OPERATION -

20. AUTOPSY?

9=25-52 __ Transuretheral resection 20/ ves [B wo [
21a. ACCIDENT (Epacify)} 21b. PLACEOF INJURY (sx..Inorabout | 2Ic. (CITY, TOWN, OR TOWNSHIP) (COUNTY) {STATE)
SUICIDE boma, farm, factory. street, office bidg.. ete.) - - !
HOMICIDE '
2id. TIME - (Month) (Day) (Year) (Hour) 2le. INJURY OCCURRED 21t. HOW DID INJURY OCCUR?
oF : " "WHILEAT[ ] NOT WHILE, . .
'NJURY WORK AT WORK

21 hereby cert:fy lha! /vdglendcd the deceased from iep_t_12_ 19_5_2 lo _O_t._l_ 19_52.

, ang that death occurred al :

23a, SIGNZA

k1

m., from the causes and on the date sla!cd above.
. (Degroe or title) | 23b. ADDRESS -

rdeon YA Ho

s BUR hgoA‘hLCREMA; < ‘ 28, NAME OF CEMETERY OR CREMATORY
. (Bpacity)
MLU }k /?5.;? C,“'V EHG’*'SK’V

23¢. DATE SIGNED

Wr RInff, Ma M
ﬁ (State)

TION (Cit. towh, orco
ﬁﬁ Missou e

DATE, REC'D BY LOCAL REG:ST&AR S SIGNATUR

oL - ‘5,;55.

DIRECTOR'S § SNAJURE MIDRE
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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 DY s menesarameens

Ciey Student Embsimer Mo.

working under my persona! supervision.

SEUTENE veenerarsrnaonscnsarnranannsnsransas . Signed. WM 2 J_

Student Embalmer
™ R R 3 Licensed Embalmer. No;/- ...... ; ...............................
P. O. Addre@/ﬂk %

i
3

v Note: The abO\e MUST BE SIGNED BY THE LICENSED EMBALMER in’ his;:OWN HA v RITIING. (leu:;e to comply with
the above consmutes grounds for revacation of license.) '

If this body is not embalmed, fact should be so stated al;ov'e.- T ey




