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WRITE PLAINLY-—USING TUUNFADING BLACK INE-~MAKE A PERMANENT RECORD

e THE DIVISION OF HEALTH OF MISSOURI
FiliD JAN 251954  STANDARD CERTIFICATE OF DEATH s rucno. 3DE4D
246 SEH 4

BIRTH NO. REG. 0iIST. NO. Registrar’s No... /.é.._........_

“This does not mean ANTECEDENT CAUSES
the mode of dying, such | Morbid conditions, if any, giving DUE TO (b) g
|| o2 heart faiture, asthenia, rize to the above cause (a} .m:tmg _ .. o

PRIMARY REG. DIST. MO:
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where decossed lived. If institution: residence before
a. COUNTY a. STATE b. COUNTY admimicn).
____ NEWTON : OXT, AHOMA OTTAWA
b. CITY (I outaide corpurats limits, write RURAL ard give ¢. LENGTH OF ¢. CITY (If ouuside corporste H.mlh."rhaBU’RALla-ldv- townahip) ;J__g'—o
OR nship)| STAY (in this place OR
town ~ BORNETT sohi) ‘ | Tows COMMERCE, I
d. FULL NAME OF (If not in hospital or institution, give street addrem or location) d. STREET { locatly
HOSPITAL OR ADDRESS
INSTITUTION ON HIGHWAY 117 Ii\?‘({J.R Yol TNE
3. NAME OF {(First, b. (Middle) c. (Last)
DECEASED = (s P . o 433}:5 . (Month)  (Day)  (Yesn
(Typewr Print)  JACK LEE -. -.. TNDERHILL LT o To /oM /53
d 6. COLOR OR RACE-| 7 MARRIED, NEVERCnésRmED ie{ 8. DATE OF BIRTH 9 AGE e |Dvm LR o A,
1 (Bpacify) ¥ I ¥) | Mon ays | H Min.
WH] TR WINPT omsty| 1y /3 /3006~ | By l ™|
10a. USUAL OCCUPATION (G kiud of work | 10b. KIND OF BUSINESS OR IN- | 11. BIRTHPLACE (State ot forelen sovutey) . 12. CITIZEN OF WHAT
dona during mmulworkin;ljh.ennilndntl) DUSTRY - o COUNTRY?
RIIRRER PLANT, GhODRY CE RUBRBER | o ARKAE)SAS 4
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
WENTON UNDERHILE: vl EDDTHHPUTNUM VIRGINIA UNDERHILL
I5. WAS DECEASED EVER IN U.S. ARMED.FORCES? : HE LSOCIAL'-‘SECURITY 17. INFORMANT' 5 SIGNATURE OR NAME ADDRESS
{Y unknown) | (11, . war of datea of servios)
TRE | B | 430-30-3226] VIRGINI A UNDERHILL ,COMMERCE, OKLA.
18. CAUSE OF DEATH j MEDICAL CERTIFICATION INTERVAL BETWEEN

: ONSET AND DEATH
. Enteronly onecauseper | 1. DISEASE OR CONDITION .
line for (a), (b, and {¢) DIRECTLY LEADlvNG TO DEATH*(q) - i 2 it = ol é/i tert” é: . 74

de. It meany the dis- the underlying catcse lust.

case, infury, or complica- _ _ Dl_.IE TO (&)
tion which caused death. | 11. OTHER SIGNIFICANT CONDITIONS

Conditions contribuling fo the death bt nol -
related Lo the disease or condilion cousing death. m

19a. DATE OF‘OP_I‘EIR(‘)A'G " 19b. MAJOR FINDINGS OF OPERATION M

,oMZw) =7 I
/ _, | @ Autorsy?
po) i:’ YES D NO

21a. ACCIDENT - ~(Bpgeity) 2ib. Pl..ACEOFlN.IURY (e inorabout | 21c. (OFTY, TOWN.OR TOWNSHIF) (COUNTY) (STATE)

SUICIDE - -~ 4.«74 ¥ ’ ofics e etc)
HOMICIDE /  ~ s/ ).,

20.TIME  Mma)  Dun) Foar) Hwary | 2le. INJUR URREY. | 211, HOW DID INJURY OCCUR? -
‘ - 10 | wmest{ worms oot
INJURY Jz .Z¢ - S$3 13 . | "worn o M

)

2. I hereby certify that T attended the deceased from 19 to JA% 193\ T that I last saw the deceased
: , 19 and that death occurred at Mn Jrom the eduses and on the date staled above.
- 23b. ADDRESS Zic. DATE SIGNED

| Z7 Cnaie L aodpin] 12 2753
24c. NAME OF CEMETERY OR CREMATORY _ | 24d. LOCATION (City, town, of county) (State)

e Cemater: miami, Oklahoma 7
5. ERAL .DIRECTOR"S SIGNATURE ADORESS

ar title)

o A Miami Funeral Home, Miami, Okla
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* RECEIVED _ NEWION COUNTY HEALTH U )
District Haalth Officer Fom s & g
District File Humber.wiaa.z.ﬁ&. “ %
Date Piled . JAR 23 1954 ‘ ”

NEOSHO, ¥ISSOURI’ |

STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was embaimed by me, pe-by= ...

. .. Student Embalmer NOsseouaseaornsensscoanmnnsns
working under my personal supervision.

. Signed.......... SR
51 gNEE. s resrrararnsnennssansnnesnncnses ‘ [
Student Embalmer = Llcenaed mbalmer NO

P. Q. AddreS L ALnaatete, (2N A8 ...

Note: The above MUST BE SIGNED BY THE LICENSED EMBAIMER in his OWN HAND TING. (Failnre to comply with
the above constitutes grounds for revocation of lmense.)

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




