THE DIVISION OF HEALTH OF MISSOURI ‘ 3695 J

Mo . 300 y
I]LLU AUG 17 1954 STANDARD CERTIFICATE OF DEATH State File No.. q
BLRTH ho. REG. DIST. NO. l 5 l. PRIMARY REG. DIST. NO. %J-_ |j_. Registrar's Na.._............L......... ..... -
QD 1. PLACE OF DEATH : 2. USUAL RESIDENCE (Whers decesssd lived. If instisution: residence before
L.({' a. COUNTY Henrv a. STATE Mis SOU.I"i b. COUNTY T Ohnsondmmlon)-
0 b. CITY (1 outelde corpurats limits, writa RURAL nod give ¢, LENGTH OF ¢. CITY (If outeide corporate limits, write RURAL and give tawnship)
OR townahip) STAiﬂpthh placel; OR / ﬂ
TOWN Windsor . TOWN Post Oak o5
a d. FULL NAME OF (If not ln hospital or institation, give sirest nddross or loomtion) d. STREET (Ll rural, glve location) ' !/
o HOSPITAL OR ADDRESS
0 instimuTion Windsor Hospltal
8 = NAME OF a. (First) b. (Miadle) e (Lasw) 3 DATE  (Momth) (Day) (Year)
= {Typeor Print) __(loorga Pavtaon Bridges DEATH _ Aug 5, 1954
g 5. SEX 6. COLOR OR RACE | 7. MARRIEB Ewsgcnésamz Q— 8. DATE OF BIRTH 9. ::GE (o yusm| 7 WOKR ; YEAR | IF GnoER u MES.
b {Bpaoll, . t ¥, B Hours | Min,
v Mo w Wideweq Oct. 26, 1873 <To il - wl b o il R
2 || 10a. USUAL OCCUPATION (Give kindofwork | 10b. KIND OF BUSINESS OR [N- | 1. BIRTHPLACE (State or foralgn country) 12. CITIZEN OF WHAT
' [~ done dyring most of working tits, sven if retired} DUSTRY 0 COUNTRY?
S Farmer Retired Jonnson Countv, Mo. UeS.A
13a. FATHER'S NAME 13b. MOTHER'S MAICEN NAME 14. NAME OF HUSBAND OR WIiFE
Robert Bridges | Napnev Eilen Burk BEvg Irvin Brideesg
15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY | 17. INFORMANT' S SIGNATURE OR NAME ADDRESS
{Yea, no.orunknown) | {If yos, xive war or dates of service) NO. R
. ~e X Frenk Bridges, Centerview, Mo,
13. CAUSE OF DEATH I. DISEASE OR CONDITION ‘ONSE} AND DEATH
' . Enter only onecsusmper | |- O .
Ltae for (53, (b9, and (o | DIRECTLY LEADING TO DEATH® 5

«This dots nat mean | ANTECEDENT CAUSES

the mode of dying, tuch | Aorbid conditions, if any, gising DUE TO ()
s heart failure, asthenia, | rife to the above cauae (o) slating =
ce. It means the da- | B¢ underlying cause last,

ease, injury, or complica- . DUE TO (¢}
tion which caused death. | 11. OTHER SIGNIFICANT CONDITIONS
Conditions contributing o the death bul not
, related to the disease or condition causing death.
19a. DATE OF OP_IE_I%IJH 195. MAJOR FINDINGS OF OPERATION 20. AUTOPSY?
: & 0L YBE—ND R,
21a. ACCIDENT (Bpecify) 21b. PLACEOF INJURY (os.. inorabeut | 2lc. (CITY, TOWN, OR TOWNSHIP) (COUNTY) . (STATE)
SUICIDE . homa, farm, fastory, surest. office bldg.,st0.)
HOMIC!DE .
21d. TIME (Month) {(Day) (Year) (Hour) 21e. INJURY OCCURRED | 2it. HOW DID INJURY OCCUR?
- OF WHILEAT [ NOT WHILE
INJURY WORK AT WORK

2. I hereby certify that 1 attended the deceased from 1O ~ 1O 19_52,’!0 -5, 19& that T last saw the deceased
alive on ___LL :g, and that death occurred at _/ﬂ‘m from the causes and on the date siated above.

Za. SIWURE W\ ? C {(Degmoor um@' Z3b. ADDRESS 2. DATE SIGHED

WRITE PLAINLY—USING UNFADING BLACK INE-~MAKE A P

24n. BURIAL, CREMA- | 24b, DATE 24c. NAME OF CEMETERY OR CREMATORY | 24d. LOCATION (Olty, tawn, of county) / (5thte)
TION, REMOVAL (Spealty)
Burian a/v/54 Centarviow Cantayriar Mo

RAR'S SIGNATUR Y RODRESS

1 S22 | FUNERAL DIRECTOR'S SI1GMATURE

OV O 1 Conke Fipersl Home, Chilhomae, Mo,
(Ticensed Embalmer’s Statement on Reverse Sidr)

DME RECD BY LOCAL
g -




STATEMENT BY LICENSED EMBALMER

I hereby certify that the body Yvhosc name is recorded on the reverse side of this certificate was embalmed by me, Or by evecesrrce

............................ s Student Embalmer No.

working under my personal supervision,

Student ..cuivecacrenannnas TR
Student Embalmer

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

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




