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WRITE PLAINLY—USING UNFADING BLACK INKE—MAXE A PERMANENT RECORD

THE DIVISION OF HEALTH OF MISSOURI
STANDARD CERTIFICATE OF DEATH

" FILED MAY 18 1954

'SIRTH NO..

REG. DIST. NO, I_’J b -

15053

51688 File No,oovuivicoriciniinses sstvestmegentonm

PRIMARY REG. DIST. kaewmn No. ....3 D..{]

1. PLACE OF DEATH

> s 10b. KIND OF BUSINESS 0§TIN
! uring t of wo, 0, oven i
To. Facitic  HeTired

2, USUAL RESIDENCE (Wbere Jagbased lived. [f Institution: residenle before
2. COUNTY [utler 2. STATE W, 44, b COUNTY . Ryj; ] @ padiniseon.
b. CITY Gt outaids corvurate limit. write RURAL and rive g AENSTH OF || . ciry a 1s Revidenee within Lmie o
waahip} ip this
ows Poplar Bluff, Moo temksal  yown Poplar Bluff T
d. F}L!‘OUS.P?TAAPII[EOORF {If 2ot in hospital or [nstitution, give strect addres or loeatlon) ASJ&%—:E% (If rursl, give location) f al /
INsTrrUTIoN  Home 1039 Franklin St. 2
3'£‘EAC%ES?EFD 8. (First) b. (Middle) ' .c. (Last) 4".%}-5 (Moz}th) (Day) (Year)
(Type o7 Print) Charles Edward Hamilton beamn April 28, 1954
5 5EX * 9 "6, COLOR OR RACE | 7. MARI&E% ElE‘YERCEBRRIED 8. DATE OF BIRTH 9. AGEL.S:‘;:?H ‘J UNKDER | YEAR | oF UNDER u WS,
- {Bpecif ¥, onths | Days [ Hours | Min.
Male | White arnie =o' Jan. 20, 1881| 737 [ o)
10a. USUAL OCCUPATION (Give kind of work 11. BIRTHPLACE

{City and Stete cr Foru(n Caunr.n}/ 12, CITIZEN OF WHAT
UNTRY?
Harrisburg, Ill. QT

13b. MOTHER'S MAIDEN
Unknown

13a. FATHER'S NAME
' Unknown

NAME 14. NAME OF HUSBAND OR WIFE
Rosie Ellen Hutson Hamilt

I5. WAS DECEASED EVER IN U.S, ARMED FORCES?

16. SOCIAL SECURITY
(Yes, no, q}\rgnown) (If yea, give war or dates of sorvice) NO.

17. INFORMANT' S SIGNATURE OR NAME ADDRESS

Mrs. Eva Rogers,South Gate, Calif.

18. CAUSE OF DEATH

| Enteronly anscamseper | 1. DISEASE OR CONDITION

DIRECTLY LEADING TO DEATH® (g

INTERVAL BETWEEN
ONSET AND DEATH

o

line for (&), (b), and {(c)

*This does mot mean ANTECEDENT CAUSES

DICAL CERTIF! TIi
Loy ,,Zi,u-/ W«—u
W W

the mode of diring, such
as heart failure, asthenia,
. Jt means the dis-
cate, injurt, or complica-

Morbid conditions, if any, giving DUE TO (b)
rise {0 the above cause {a) stating
the underlying cauae last.,

DUE TO ()

11, OTHER SIGNIFICANT CONDITIONS

Conditions condribuding fo the death but not
relnted to the direase or condition causing death.

tion which caused death.

23,

ar titl{})

19a. DATE OF OP'FI%AN- 18b. MAJOR FINDINGS OF OPERATION 20, AUTOPSY?
. . J"?/ ){ YES D NO
21a. ACCIDENT {Bpecifs) 21b. PLACECF INJURY (e.x., inorabous | 21c. (CITY, TOWN, OR TOWNSHIM) (COLINTY) (STATE)
SUICIDE home, farw, factory, street, offies blde..exa.)
HOMICIDE " .
219. TIME tMontt) (Day) (Year) (Hour) 21e. INJURY QCCURRED | 21f. HOW DID INJURY OCCUR?
oF WHILEAT ™} NOTWHILE
INJURY m. | woRrK AT WORK "
21 hereby certify that I atd ndedjkhc eceased from / q 3/ , 19 m W 1.95\5‘ that I last saw the deceased
alive on , 19 ) and that death occurred at LJ.FDE an., from the couses and on the dale staled above.
4 23:. DATE SIGNED

2 Bl o ples Wb 10Men sy

2 Nag R MI 3\}' CREMA- | 24b. DATE 24c. NAME OF CEMEI'ERY OR CREMATORY | 24d.4OCATION (City, to¥mn, or county) (GFate)
(Epecity) LS .
uria 5-1-54 City Cem. Poplar Bluff, Mo,
DATE_JEC'P BY L W !GW'zs, FUMERAL DIRECTOR' 5 S| GNATURE ADDRESS
EG.
06 P Frank-Cotrell Poplar Blufi, Mo.

(Licensed Emba[mn s Statement on Reverse Side)

ey




. , - s !
R lqugﬁ MAY 17 1954 ' ' - ‘

BUTLER CO. HEALTH CENTER"
FILE No.

STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was emb
DY INE, OF DY .ttt ittt et ottt s e e e e e e teae et e e aee e aaaaan , Student Embalmer No,..........

working under my personal supervision..

Student ...oeoeii e
Signeture of Student Embalmer

Licensed Emb ’dz7

P, O. Add?ess .

Note: The above MUST BE SIGNED BY THE LiCENSED EMBALMER in his OWN HANDWRITING. (F/'
to comply with the above constitutes grounds for revocation of license}.

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

J¥ this body is not embalmed, fact should be so stated above,



