RN B

No. 300
10.48

WRITE P.f;ALINL]_.’—-—USING UNFADING BLACK INE—MAKE A PERMANENT RECORD

THE DIVISION OF HEALTH OF MISSOURI

‘ FILED MAR 11955  STANDARD CERTIFICATE OF DEATH State Fite Novn DA A
! BIRTH NO. ‘ REG. DIST. NO. gﬂ 235 PRIMARY REG. DIST. uo.m Registrar's No 38
1. PLACE OF DEATH 2 USUAL RESIDENCE (Where decossed lived. 1f institution: residence before
a, COUNTY a. STATE b. COUNTY adission),
Phelps Missouri Butl er L
b. ClTY {If qutride corpurats limita, write RURAL nnd give ¢, LENGTH OF e CITY . « d. Is Residence withln Limite of '
township)| STAY {in thia place} CR :gny or incurpnNr-ud town?
TS Rolla 7 months TOWN Poplar Bluff Ye g N D
d. FUL!S. NAME OF {If not in hoapital or institution. give strect nddrm&hutiun) A%rgF?EEgS (1 rursl, give location) 7 V4 a 22
INETITU RGN McFarland Nursing Home Unknown 4
3[’)‘EACMEESOE% a. (First) b. (Middle) c. (Last) 4. DATE (Month) (Day) (Year)
(Tvpeor Prie)  MAUDE CLEMENTINE . HAY pEATH Feb. 15, 1955
5. SEX 6, COLOR OR RACE | 7. MARRIED, NEVER MARRIED, | 8. DATE OF BIRTH 9, AGE (In years| IF UNDER | YEAR | ¥ UNCER o mms,
/ WIDOWED, DIVORCED (Bpecity] lyat birthday) | Months ’ Days | Hours § Min.
Female White Widowed izSept. 21, 1868 3 o _
10a. USUAL QCCUPATION (Givekindof work | 10b. KIND OF BHUSINESS OR IN- | 11. BIRTHPLACE . : ' 12, CITI
done during most of working life, n:nn‘:h:u‘::i DUSTRY (City and Scate ¢r Foreign Country} COUN%}%@?DFWHAT
Housewife Home Indiana U.8.
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
3t. Clair : Unknown John, dec.
I5. WAS DECEASED EVER IN U.S.ARMED FORCES? | 16. SOCIAL SECURITY | 7. INFORMANT' 5 S!GNATURE OR NAME ADDRESS
(Yen. no, or unkoown} | (H yea, give war or dates of service) NO. :
__No None Hospltal records (Poeear Fie.
18. CAUSE OF .DEATH . . . MEDIGAL CERTIFICATION INTERVAL BETWEEN
| Enter only onecaussper | 1. DISEASE OR CONDITION _ . Q‘ ONSET AND DEATH
Yine for (8), (b), and (¢ | DIRECTLY LEADING TO DEATH @ @ﬁﬂ ) ﬁa m, cion«.c,A b

J

*This does mat mean ANTECEDENT CAUSES ’2“ ,.m’ -
the tmode of dying, such | Aorbid eonditions, if any, gising DUE TO (b} o"&‘“" .
a8 bearl fallure, asthenia, rise tn the above couse (a) stating .

e, It means the dis- the underlying cause last,

eaze, injury, or complica- DUE TO (¢)

tion which caused dmt{s. 1. OTHER SIGNIFICANT CONDITIONS

Conditions eontributing to the death but ol
related o the dirense ar condition cayring deafh.

19a. DATE OF OPgl%ﬁN 156, MAJOR FINDINGS OF OPERATICN . . 20. AUTOPSY?
Y50 ves [ wo XY
21a. ACCIDENT {Bpecity) 21b. PLACEOF INJURY (s.x..imorabont | 21¢. (CITY, TOWN, OR TOWNSHIP) (COUNTY) (STATE)
SUICIDE * . boma, farm, fsatory, street, office bidg., e10.)
HOMICIDE ,
21d. TIME (Month) (Day) (Year) (Houn | Zle. INJURY OCCURRED | 21f. HOW DID INJURY OCCUR?
OF WHILEAT[—] NOT WHILE
INJURY WORK AT WORK
ﬁ’ a 13 e f o
2. I hereby certify that I attended thefdeceased from __&_’_'?__ 1957 4o -0 19_2__. that I last saw the deceased
phivg on __ - 1922 and that death oceurred al _2 P m., from the causes and on the date stated above.

IGNATUR . 0 (Degreo gr titlz) | 23b, ADDRESS 23¢. DATE SIGNED
%\ 3:? -\/UwB ! iu—QQo. \Mﬂ ‘ l "';a’a’

L. CREMA. | 24b. DA 24c. NAME OF CEMETERY OR CREMATORY 24d. LOCATION (Cliy, town, or connty) @tate)

T[ON EM VAL (Bpedity)
| Groaen Hi1) | r Bluff, Mo,

RAR'S SIGNATURE . FUNERAL DIRECTOR 5 SIGNATURE ADDRESS

{—ﬁb—lﬁﬂgﬁi—
MM @_._.__Jﬁ Rolla, Mo.

(Licensed Embalmet’s Statement on Reverse Side)
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STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was emb
by me, or by

working under my personal supervision..

Student.....oooeiiiiiiiiii s Signed................o.....s q—@ ﬂq«fé? s -

Signature of Student Embalmer U .

P. O. Address _. .. M}

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

1If embalmed by a STUDENT, he also shall sign in his OWN handwntmg.

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