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THE DIVISION OF HEALTH OF MISSOURI
STANDARD CERTIFICATE OF DEATH

FILED SEP 16 1953
1.3

REG. DIST. NOA

31128

Statr File No,........ ; K -
PRIMARY REG. DIST. mm Regittsar's No, ”l “‘a

'BIRTH NO.
1. PLACE OF DEATH Z. USUAL RESIDENCE (Whers decoaséd Hved. 1f lnetitotion: residence befors
a. COUNTY a. STATE b. COUNTY pdinimion),
Butler County Missouri New:Madrid
b. CITY (I outeide corpurate limits, write RURAL snd give ¢. LENGTH OF'|| c¢. CITY (If cuuide sorporate timits, write RURAL and give township) '
OR township) | STAY {in this place OR
TOWN Poplar Bluff | 'l Week TOWN _G3deon, Man 0 7 2Y
d. FULL NAME OF (If oot in bospital or | wive streot nddress or locath d. STREET (If raral, sive locton)
HOSPITAL OR ADDRESS
INSTITUTION Poplar B Boe 1
3 NAME oF 5. (First) b. (Middie) ¢ (Lest) 4. DATE (Month)  (Day)  (Year)
(Typeor Print)  Roy Fletcher Henson DEATH 8 27 1953
5. SEX 6. COLOR OR RACE | 7. MARRIED, NEVER MARRIED, 8. DATE OF BIRTH 9. AGE o years| w theew 1 YEAR | & tntEn u nmy,
WIDOWED. DIVORCED (Bpecifxd - A Inst birthday) Momh, Dars | Hours | Mis.
Male Wnite | ¥idowed 11-19-1873 79 l
10a. USUAL OCCUPATION (Gheklodof work | 10b, KIND OF BUSINESS OR IN- | 11. BIRTHPLACE (Btats or forelan eountry) i/ 12_ CITIZEN OF WHAT
dgna during most of working life, aven if retired) DUSTRY COUNTRY?T
armer None- Unknown e
138. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF MUSBAND OR WIFE
Unknown | Jennv Forr | Katie Henson(Deceased
I15. WAS DECEASED EVER [N U.S. ARMED FORCES? 16. 1AL  SECURITY | 17, INFORMANT'S SIGNATURE OR NAME ADDRESS
(Yaa, 80,07 upknown) | (If yes, give war or dates of e NO. . .
No i Charkes Hepson , Gideon, Missouri

. Enter only onecatse per

18. CAUSE OF DEATH
1, DISEASE OR CONDITION
DIRECTLY LEADING TO DEATH" (5 s

Hne for (8}, (b), and (¢)

*This docs mol mean ANTECEDENT CAUSES

MEDICAL CERTIFICATIO

INTERVAL BETWEEN
ONSET AND DEATH

'pw_;

Morlbid conditions, if any, giting DUE TO (b}
rize to the above cause (a) atathw
the underlying couze last.

the mode of dying, such
at heart fallure, asthenia,
ec. It means the dis-
eate, infury, or complice-

DUE TO (o)

v

11. OTHER SIGNIFICANT CONDITIONS

Conditions contributing to the death bt zot
related L0 the dizease or condition causing death.

tion which caused death.

19a: DATE OF.OP'FE)’N‘ 190, MAJOR FINDINGS OF OPERATION '~ .mu™n /5t 1 Paimsnsy P R ot | 20, -AUTOPSY?
. P —}/ ot .z.g YES D NO
2ia. ACCIDENT (Bpecify) 21b. PLACEOF INJURY (o.g.Inorabout | 2lc. (CITY, TOWN, OR TOWNSHIP) (COUNTY) (STATE)
SUICIDE homae, farm, agtoty. sireet, offica bldg._,e30.) AT R T LA
HOMICIDE
21d. TIME (Month) (Day) (Year) .(Hour} | 2le. INJURY OCCURRED | 21f. HOW DID INJURY OCCUR?
T ST - ' " | WHILEAT [} NOT WHILE e
INJURY - WORK AT WORK . . B L &

- alive on _.M_‘_g_g_ 19_:;.‘3, and that death oceurred at L0000

21 hereby cerufy that I attended the deceased from _.AJ..u:u....t._lQ 1943. to Aug 27

,- i9 g3 ‘, th:z} I last saw the deceased
m., from the cauaes and on the date slated above.

23, SIGNATURE " o (Deg:meonbltln

e I < Ne

23b. ADDR 23c. DATE SIGNED
- Poplar Bruff,- Missouri: 9-9-53

ga.Nle‘J R M| AJKLCREMA- 24b. DATE 24 NAME OF CEMETERY OR CREMATORY. | 24d. LOCATION (Olty; town, or egunty) , »; -~ (State)
, B
IoN. K ci e | 8-20-1953 Stanfieyfl Gemetery _ Near. Clarkion, Mo, .
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STATEMENT BY LICENSED EMBALMER

l
|
I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me, or b;-_,&l.L‘

JE— , Student Eadalmer No.

working under my persona! supervision,

Student coceicsansnras ......;.; ........... s Signed..... gﬁ 7N 2/
Student Embalmer
Licensed Embafr{er No. G Z %

P. 0. Addresso Zﬁj# ,
Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HAND G. (Failure to comply with
the shove constitutes grounds for revocation of license.)

Ifthia_body’ixnotemba!med.factuhoddbemmdnbove. )




