THE DIVISION OF HEALTH OF MISSOURI

0. 300 alel ey
o - --. STANDARD CERTIFICATE OF DEATH St Filk »;;;... >
L“L“Bw REG. DIST. MO, ﬁl PRIMARY REG. DIST. mM‘S Fegirtrar's No.&
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where decimsed lived. 1f ingtitution: residence befors
a. COUNTY s. STATE b. COUNTY w1 adwimlon).
Butler . bco B L i
b. CITY (It outside corpurate Lmits, write RURAL and give c. LENGTH OF . CITY (If outside corporats limits, write RURAL sad give townahip)
OR wweship)| STAY (in thia plaes) OR )
TowN  Qulin yrsh  TOWN _ Qulin an
d. FULL NAME OF (If pot in hospital or instisution, give strect sddrems or location) d. STREET (I rural, give location) L
HOSPITAL OR ADDRESS P
INSTITUTION City City
3‘I§‘EAC'EES%TJ a. (First) b. (Miadle) ¢. {Last) 4. DSI'E (Month) (Dsy) (Year)
(Typeor Printy ~ NOAH. E. STOCKTON DEATH
5. SEX o 6. COLOR OR RACE | 7. MARRIED, NEVER MARRIED 8. DATE OF BIRTH 9, AGE (In yean| rr moe 1 YEAR
DOWED, DIVORCED (Specity . last birthdar)

Male Linti te farrie
10a. USUAL OCCUPATION (Givekindof work | 10b, KIND OF BUSINESS OR IN- | . BIRTHPLACE (Btate or forsign eountry)
done during most of working Lle, even If retired) DUSTRY

‘gpming Mississippl
138, FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAMD OR WIFE :
Jdohn Stockton . Elizabet QArea Mary Stoekton
15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY | 17, INFORMANT'S SIGNATURE OR NAME ADDRESS
(Yos, 5o, or aukoowsn) | (If yew, give war or dates of scrvice) NO. -

No ) None Max:?[ Etta .S_t.Q_cKI.Qn,__QuJ_in.,- _'%._
18. CAUSE OF DEATH MEDICAL CERTIFICATION 1 AL, BETWEEN

: ONSET AND DEATH
| Enter only oneceuwper | . DISEASE OR CONDITION :
Jine tor (a), (b}, and {c) DIRECTLY LEADING TO DEATH® ()
. A

vTois doc mot mean | ANTECEDENT CAUSES
the mode of dying, such | Morbid conditions, if any, giving DUE TO (5) PV,

WRITE. PLAINLY—USING UNFADING BLACK INK—MAKE A PERMANENT RECORD — c%

a# heart follure, asthenda, | Tise fo the above cause {a) itating R . _ - . .
e, It means the dis- the underlying caure lost: - -
case, injury, or complico- DUE TO {¢) _ '
tion which caused death, | 11, OTHER SIGNIFICANT CONDITIONS * -+ ° ot cet
Cunditions contributing to the death but not
related to the disease or condition causing death.
19a. DATE OF OP'IEI%AI'} -19b. MAJOR FINDINGS OF OPERATION . - R ’ i 2. AUTOPSY?
. . 027 X ves [ wo A7
2ta, ACCIDENT (Bpecify) 21b. PLACE OF INJURY (eg. lnorabout | 2lc. (CITY, TOWN, OR TOWNSHIP) (COUNTY) (STATE)
SUICIDE homoe, farm, fastary, sireet, offos bidg.,e1s.) RN | LR Lt .
HOMICIDE . . ! '
21d. TIME (Month) (Day) (Year) (Houn | 2le. INJURY OCCURRED | 2if. HOW DID INJURY OCCUR?
. ; i WHILE AT NOT WHILE|
INJURY . ) = | “work AT WORK ‘ - ‘
2. I hereby certify that Iattended:the deceased Srom %_‘ 1853, to _Qfa‘L 195=Y, that I last saw the decessed
alive on _C«LM__S'_ 19_.5"_(!, and that death occurréd ot _ 1A, m. from the causes and on the dale stated above.
(Degrw or title) JI Z3b. Zic. DATE SIGNED
24z. NAME OF CEMETERY OR CREMATORY 24d. LmATI_OH (Uity, town, or county) _ +{Btate) ,
1 ;g;E¥ . Qui ;“2 Missours :
DATE D B WRE 5’-57 25 FUNERAL DIRECTOR™S S1GNATURE ADORESS )
RE
/79“;c ,_,} | bandess Pure ral Home, Campbell Mo

IIU "4 (Li d Embal 'l' ratement on Reverse Side)

py




“- RECEIVED T e

APR 12 1954
BUTLER CO. HEALTH CENTER L .

FILE No,

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, of byamoecrrnm

Student Embalasr No.

working under my persona! supervision.

Student c.ccaveninucsisnsnrrrerrsrnrannnana
Student Bnbalumr

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

I this body is not embalmed, fact shoulld be zo stated above.



