No. 300
10.48

PERMAi\*ENT RECORD

WRITE PLAINLY—USING UNFADING BLACK INKE—MAKE A

THE DIVISION OF HEALTH OF MISSOURI

@®STANDARD CERTIFI

CATE OF DEATH 34881

State File No

REG. DIST. NO. _ | PRIMARY REG. DIST. NO. 3000 Regx.nrar.rNo.3?3....................

1. PLACE OF DEATH 3 USUAL RESIDENCE (Where dacessed lived. If § idsnce before
a. COUNTY a. STATE . b. COUNTY sdinimton).
Adeir Miggouri Sullivan
b, CITY (¥ outside corpurate limita, welte RURAL nnd giva c. LENGTH OF ¢. CITY (If outaide eorporate limits, write RURAL and give township) d,5"0
townstip) | STAY iin this place) OR ] /
TOWN  Kirkgyille " TowN Rurgl--Union Twp.
d. FULL NAME OF (I not ia hoapital or inatftution, give streot address or location) d. STREET {1f rurs!, give location)
HOSPITAL OR ADDRESS
INSTITUTION Grim-8Smith Memorisl Hogp Route 2
3. NAME OF Py (FIrst)-é b. (diddle) <. (Last) | 4. DATE (Month)  (Dag)  (Year)
(Typeor Printy  ~LBLY Tohn Rav CroozEs7 pEAtH Oct, 23, 1953
5. SEX 6. COLOR OR RACE | 7. MARRIED, NEVER MARRIED, " DATE OF BIRTH 9, AGE (Ia ywars| ¥ CNOR | YEAR | IF ONOER u nms.
& WIDOWED, DIVORGED (Specijy laat birthday) Hours | Mis,

7

Moatha , Days

10/2i/53

102. USUAL OCCUPATION (Ciwekind of work | 10b. KIND OF BUSINESS OR IN- | 11 BIRTHPLACE (State or forelgn sountry) 12 CITIZEN OF WHAT
done during moat of working life, sven if retired) DUSTRY Q COUNTRY?
——— pAT A VE
e ——— Missouri 4 USA
1[13a. FATHER' S NAME 13b, MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
Dale Coonper Viola Rebe YWalker S
I5. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY | {7. INFORMANT'S S|IGNATURE OR NAME ADDRESS

(Y-.nn‘{rnnknown) (1f yes, eive war or dates of cervice) ® NO.
NO ——— e —— None Dale Cooper, Route 2 ,Green Clty, Mo,
18, CAUSE OF DEATH MEDICAL CERTIFICATION Imgrv:l.nrnrwﬂm
. Enter only cnscauseper | |, DISEASE OR CONDITION TH
line for (a), (b), and (&) DIRECTLY LEADING TO DEATH“(a) ,‘ |
A7 575 A -
*This dots nel mean ANTECEDENT CAUSES 4 Y 5/& e .
the mode of dging, such | Morbid conditions, if any, gicing DUE TO (b}
o heart fotlure, asthenia, | Tise fo the abore cause (o) stating . .
ele. It means the dig. | the underlying cause lost. - - -
eaae, infury, or - DUE TO (e)
tiom which causred dtatﬂ I1. OTHER SIGNIFICANT ‘CONDITIONS-
Conditions coniribuding {o the death but not P
reloted to the di or condition cauring dcath -
fa. DATE OF-OP.F%?G -18b. MAJOR FINDINGS OF OPERATION - et . . 2. AUTOPSY?
) T . 77 71 X ves (] wo [

21a. ACCIDENT {Speclly) 21b. PLACEOF INJURY te.g.. fnorabeus | 21a. (CITY, TOWN, OR TOWNSHIP) (COUNTY) " (STATE)

SUICIDE home, farm, factory, street, office bldy., ete.) . - ..

HOMICIDE -
21d. TIME (Month) (Day) (Year} (Hour) 21e. INJURY OCCURRED | 21f. HOW DID INJURY QCCUR?

) WHILEAT NOT WHILE
INJURY WORK AT WORK . : : ; .

22. T hereby certify that I altended the deceased from _%éé_, 19232, 1o @L_, 19-Z 3 that I last saw the deceased

alive on , 1952, and that death occirred at _é_'ﬂ m., from the causes and on the dale stated above.
232, SIGNATU o »  (Degreo or title) 23b. ADDR! . 23¢. DATE SIGN

. 7 2253

24b. DATE

Oct.3%,1953]

-—

DATE REC'D BY LOCAL ISTRAR'S SIGNMRURE

10-1¥ -83 2

24c. NAME OF CEMETERY OR CREMATOBY_
Winigan -Gemeter Wini .

24d. LOCATION (City, town, or county) 7 | _féme)

ADDRESS

,ém.w&z} b2,

(Licensed Embalmer’s Statement an Reverse Side)
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STATEMENT BY LICENSED EMBALMER
0
I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me, or by S

B , Student Embaimer No.
working under my personal supervision.

- )
Student ..... tressseanenes Certasdnsaresanas Signed 7?7%4/ W ;-]1.147"-"74.
Student Embalmer .
’ Licensed Embalmer No 5/4 ? ?

P. O. Address. ,éwit/ M R W,

" .
Note: The above MUST BE SIGNED BY THE LICENSED EMI}ALMER in his OWN HANDWRITING. (Failure to comply with
the above constitutes grounds for revocation_ of license.)

- H " . . L3 r

If this body is not eﬁ'lballmed,' fact should be so stated above. © = - ° ¢ - SRR




