THE DIVISION OF HEALTH OF MISSOURI

" HLEDFEB 1 - 1955

00 t .
o STANDARD CERTIFICATE OF DEATH St Fie Mo ol
’ " BIRTH NO. > REG. DIST. NO. _/AL_ PREIMARY REG. DIST. NO. M Kegistrar's No ¢ 7
1. PLLACE OF DEATH / 2. USUAL RESIDENCE {Whare ’_ d lived. If inatituti i belore
a. COUNTY a. STATE - b, COUNTY adinisaion),
Dunklin Missouri Dnnk'lii“n
b. CITY (It outside corpurate limits, wrih RURAL snd give " . Al‘gNGEH n1(3F c. ClTY (If outaide corporste limits, write RURAL and give township)
townghip) is cn) .
TOWN  Campbell B Years| W Campbell 0350
d. FULL NAME OF (If not in hospital or institution, give streot address or loeation) d. STREET (If rural, give location) (@)
HOSPITAL OR ADDRESS
INSTITUTION Home 600 South Maim
3DNE‘?:MEES%FD a. {First) b. (Middle) ¢. (Last) } 4. DATE (Month) (Day) (Yean)
(Type or Print) Kate - Hall oAt January 6, 1955
5, SEX / 6. COLOR OR RACE | 7. #FRRIED. EIE‘\!gg hEISRRlED. 8. DATE OF BIRTH 9, AGE&:}::.“).H L'; ::En 1\ YEAR | tF UNDER u RS,
. N {Bpecify) ¥ o Da H Min.
Female!| White T dowe oA 3-10-1867 7 N Evialis
10a, USUAL OCCUPATION (Givekindof work | 10b. KIND OF BUSINESS OR IN- | 11. BIRTHPLACE (State or forelgn sountry) 12. CITIZEN OF WHAT
ﬁmdmmmwfurun:mmmnﬂm DUSTRY . / TRY?
ousewl Home Pitman, A rkansas 5.4,
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14, NAME OF HUSBAND OR W|TFE
| J. L. Lacy Mary Smith | Richard Hall
! 15. WAS DECEASED EVER IN U,S5. ARMED FORCES? | 16, SOCIAL SECURITY | 17. INFORMANT 5 SIGNATURE OR NAME ADDRESS
; {(Yew, o, ar unkoown) | (If yes. wiva war or dates of servioe) NO.
' No None Mrs, B, F, Thompson Campbell Mo,
18, CAUSE OF DEATH MEDICAL CERTIFICATION INTERVAL BETWEEN
_Enter only onecauseyer | I, DISEASE OR CONDITION ONSET AND DEATH

I,
Lime for (a), (b, and () | DIRECTLY LEADING TO DEATH® ()

NLY—USING TUUNFADING BLACK INK-—MAKE A PERMANENT RECORD

PLAI

SWhITE

i

*Thix doey mot mean
the mode of dying, auch
a8 Acar![aii'urc, asthenia,
e It means the dis-
ease, injury, or complica-

ANTECEDENT CAUSES

Morbld conditions, if ang, gising DUE TO (b)

rise Lo the abore cause () xtamw

the underiying cause last.

) . ) !.El

Spoy-

PUE TO (¢}

tion which caused death,

1. OTHER SIGNIFICANT CONDITIONS '
" Conditions contributing to the death but not

CoAw .t i v N

related to the disease or condition causing death.

19a, DATE OF OPTEI%Abi Wb, MAJOR FINDINGS OF OPERATION™ . «*" .5 v v 7 0 T 2R T 07 e s e ' | 2. AUTOPSY?
. e ! ) < “7/ y ”'2’% YES D KO E

21a. ACCIDENT {8pecity} 21b. PLACE OF INJURY (s.g..inorabout | 21c, (CITY. TOWN, OR TOWNSHIP} {COUNTY) (STATE)

SUICIDE home, fartn, factory, streat, office bldg..ete) oo c e :

HOMICIDE
21d. TIME (Moath) (Day) (Year) (Houn | Zle. INJURY OCCURRED | 21f. HOW DID INJURY OCCUR?

WHILE AT NOT WHILE . . . .. N
INJURY - = | “woRk AT WORK :

22l hereby certify that I atiended the deceased from
19# and that death occurred al

alive on

S/7

, 19 -5‘:7(, lo

/14;7

, 19.5°F, that. T last saw the deceased
m,, from the causes and on the date stated above.

m'SIGNATURE :

{Degree or title)

W D

23b, ADDRE$ o

]

23c. DATE SIGNED

///7/.3'

24& BURIAL ‘CREMA-

Ry 24b DATE . - [ 24c. NAME OF CEMETERY OR CREMATORY : m {LOCATION (City,. town, orcuunty) j '(sma)._
M) " . . -

ﬁurla 1= 7-1955 Maynard : : Maynard, “Arkansas %4

DATE REC'D BY LDCALl ISTRAR'S SIGNATURE q;-& 25 FUNERAL- G| RECTOR'.S §1GMATURE- . ADDRESS .. ™% .'r
Y %«4 , McNa bb- Funeral Hame Pocahontas Ak

3\




RECEIVED DUNKLIN ‘COUNTY HEA
DEPARTMENT .../ =3/ - 87

COUNTY FILE NUMBER ../~ 55

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 by
..Jerry E. Cravens

Student Embalmer Mo.

working under tmy persona! supervision.

Student cuiserrcrnaanscenesesenssaasrannss
Student Embalmar

fenzed Embalmer No. & _Tkansas 992
¢

P. 0. Address POcahontas,Arka. ..

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

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




