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WRITE PLAINLY—USING UNFADING ]iLACK INE—MAEKE A PERMANENT RECORD

HE VI

FILED NOV 2- 195? nec. oist. wo. 2L 7

WIN T FILALRTT W TRl

STANDARD CERTIFICATE OF DEATH

518'?
State File Na.,.
PRIMARY REG. DIST. WO, _M. Regisirar’s No....... "19 ‘5_0

BIRTH NO.
1. PLACE OF DEATH 2. USUAL RESIDEMNCE (Wbare decoased lved. If Institution: residence befors
a. COUNTY 1 a. STATE b. COUNTY ademimion).
7 Gallaway Mo Seatt 1203
b. CITY (If outaid te Iimlta, write RURAL and give ¢. LENGTH OF c. CITY ’
s e * townahip}| STAY (in this place}] OR Sikeston * {u'gf;l:m“ “‘hrl.nuﬂn?a‘:':." /
TOWN Fulton & mo TOWN ol 2 o
d. FHLL NAME OF (If not in bospitsl or institution, give sirect addrem or loetion) . AS[;rDRREBS (If rura!, gve ioeation)
INSTITUTION State Hospital No 1
3DNEAC%EE'::EFD &8. (Flrst) b. (Mlddle) ¢. {Last) 4, DSEE (Manth) (Day) (Year)
(Tvpeor Print) _ Georpe Véwid - Lowis DEATH 10 27 1953
S, SEX 6, COLOR OR RACE | 7. MARRIED, NEVER MARRIED, 8. DATE OF BIRTH 9. AGE (lo yesre| IF UNDER | TEAR | IF UNDER & RES.
bh le ‘Z 0010 ed WIDOWED, DIVORCED (8pedify} last birthday) Mnuul Days | Hours | Mia.
rec Wi A aran Non't know 70 I
10a. USUAL OCCUPATION (Gwekladof work | 10b. KIND OF BUSINESS OR IN- | 11. BIRTHPLACE . . 12, C|
dops during mm:oiwnrklnllﬂa.c:on':! nt.;?d) ) D ,'[{ STRY D K {City asd State or Forsign Gountry) ITJZEP‘:’?OFWHAT
'I'.,l "_‘ nrgr » - L] L] q » L ]
13a. FATHER'S NAME 13b. MOTHER"S MAIDEN NAME 14. NAME OF HUSBAMD‘OR WIFE
Nate Thomms Tula Rush n.K.
i5. WAS DECEASED EVER IN U.S5. ARMED FORCES? [ 16. SOCIAL SECURITY | 17. INFORMANT' S SIGNATURE OR NAME ADDRESS
(Yea, no,or ynkpown (Il yom, xive war gr dates of sorvice) $
K. : D.K. Bospital records Fulton Mo
18. CAUSE OF .DEATH = .MEDICAL CERTIFICATION INTERVAL BETWEEN
Enteronly onecauseper | 1. DISEASE on CONDITION . ONSET AND DEATH
le for (), (b, end (9 | PIRECTLY LEADING TO DEATH® ;) Uygoarditis fchronic)
“Thiz does not meen ANTECEDENT CAUSES
the mode of dying, such | Morbid conditions, if any, gizing DUE TO (b)
an heart fallure, asthendo, { Tise to the abore cause (o) Mﬂlﬂ' .
ete. It wmeans the dis- the underlying causze last. - . .
ease, injury, or complica- DUE TO (c}
tion which caused death. 11. OTHER SIGNIFICANT CONDITIONS s
i ’ Conditions coﬂtributiig to the death but not +a’s
5 related to the disease or condition causing death. S'Lf Dh ilis
19a. DATE OF OP’FF%AIG 15b. MAJOR FINDINGS OF OPERATION . . 2. AUTOPSYT |
J// 22 RS ves [ we (X]
21e. ACCIDENT (Bpedilr) 21b. PLACE OF INJURY {a.g..dn orabous | 21c. (CITY, TOWN. OR TOWNSHIF) {COUNTY) (STATE)
SUICIDE home, farm, fsotory, strest, office bldy., a1s.)
HOMICIDE . ' .
2id. TIME {Month) (Day) {Year) (Hour) 21e. INJURY OCCURRED | 21f. HOW DID INJURY OCCUR?
’ . , WHILE AT NOT WHILE
INJURY = | “WORK AT WORK

2. I hercby certify that I allended the deceased from F=6-="57

19 lo10= °7-* ‘3"1 19 , that I last saw the deceased

alive on 7=2h= 53, 18 ond that death ocourred ai 6330 A m. , from the causes and on the dale staled above.
23. SIGNATURE (Degreo or title) | 23b. ADDRESS s . 23c. DATE SIGNED
- State Hosonitel, Fulton, Mo 1,
72 4. >3 -y | a ‘ ’ ) | 10-27-53
- | 24b. DATE el OF CEMpTERY OR GREMATORY 244, LOCATION (City, town, or county) (Btate)

2 4BURIAL, C
TN REMOVAL
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DATE REC'D BY LOCAL
\0el 2485 |7
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- nognzss )&.

iicensed Embalmer’s 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 emb
byme, oF BY cur et iiriraeceaiamccenraannan eeemeareseiemaiaossrssemensnonas [ . Student Embalmer No......co.....

working under my personal supervision..

Student.......... Sginre of Studat Eabalper T Signed. .o e ees

-Licensed Embalmer No.............
P.O. Address ... ... .cooneenun....

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Fail
to comply with the above constitutes grounds for revocation of license),

If embalmed by a STUDENT, he also shall sign in his OWN handwriting.

74 this body is not embalmed, fact should be so stated above.




