No. 300
10.48

WRITE. PLAINLY—USING UNFADING BLACK INE—MAKE A PERMANENT RECORD

@

THE DIVISION OF HEALTH OF MISSOURL

FILED JUN 20 1955 STANDARD CERTIFI

18184

State Filg Noiiiiiaciimrrnsi e

CATE OF DEATH

REG. DIST, no._lQ_memv REG. DIST. N.M Registrar's Ne. 72'

DIRECTLY LEADING TO DEATH*¢y _ COT'ONA

line for (), (b}, and {¢)’

BIRTH NO.
~ 1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If lostitation: residence befors
a&. COUNTY a. STATE b. COUNTY adinimion),
‘Dunklin' . Missouri Dunklin
b. CITY ar cutelds corpurate limits, write RURAL and sive ¢. LENGTH OF c. CiTY (U outsids corporate limits, write RURAL and give townahip)
OR . townehip)| STAY (ia thie placeli] OR ]
TOWN- Karinatt 10 Dayg TOWN _ Malden ~f
. FULL NAME OF (It mot in hospltal or | xive streat sddrems or | d. STREET (U runal, gve location) 0 ‘5&/
HOSPITA! *  ADDRESS C)
. INSTITOTION Memorial Hospital 203 Qzark
3. NAME OF First b. (Middle) c. (Last)
i oL 8 { .) 4 DS}'E {Month) (Day) (Year)
( Twpe or Print) QUY. PIPPINS DEATH 4 955
5. SEX 6. COLOR COR RACE | 7. MARRIED, NEVER MARRIED, 8. DATE OF BIRTH 9. AGE (in ysars| 0r UnDEn 3 Yram | # onoER o amy.
) WIDOWED, DIVORCED (Specity Last birthduy) Hnalhl, Hout I Mia,
; : April 7. 1890 65 1 119
10s. USUAL OCCUPATION (Gwekind of work | 10b. KIND OF BUSINESS OR IN- | 1L BiRTHPLACE (State or [arelgn countryr} 12. CITIZEN OF WHAT
done during mast of working lite, svan if retired) DUSTRY . COUNTRY?
Illinois U.S3.4,
13a. FATHER'S NAME 13b. MOTHER S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
5. WAS DECEASED EVER. IE E 5. ARMED FORCES7 16. SOCIAL SECURITY | 17, lNFERMANT' S SIGNATURE OR HME . WDHESS
(Yos. 00, or unknown} | (If yes, kive war or dates of NO. ’ .
No Unknown Sl
18. CAUSE OF DEATH : MEDICAL CERTIFICATIO INTERVAL
 Enter only onscauseper | |, DISEASE OR CONDITION ONSET AND DEATH

ry occlusion

ANTECEDENT CAUSES

*This does not mean Cirrhosis, liver
the mode of dying, such | Morbid conditions, if any, giving DUE TO (b} ’
.ax heart foflure, asthenda, | . rite to the above cause (a) stating e R - - . . - -
de. It means the dh-' - the underlying cause last. —- - -
case, infury, or compl _ DUE TO (¢}
tioa which ecoused death, | 11. OTHER SIGNIFICANT CONDITIONS- <" 4 -
Conditions contribuling to the death but not
related to the disease or condition causing death.
19a. DATE OF 'opﬂlg:%nﬁ 19b. MAJOR FINDINGS OF OPERATION - o “ e To-- 7 | 20. AUTOPSY?
L R N L I %;'Ul YBDIO
21a. ACCIDENT {Bpecitr) 21b. PLACEOF INJURY (s.g..lnoraboas | 21c. (CITY, TOWN, OR TOWNSHIP) {COUNTY) . (STATE)\A\_
SUICIDE borme, farm, factory, streset, office bldg..ete.) ) . R
HOMICIDE .
2id. TIME (Menth) (Day} (Year) (Hxur} 2le. INJURY OCCURRED | 21f. HOW DID INJURY OCCUR?
WHILEAT ] NOT WHILE .. -
INJURY. = | “woRx AT WORK e s s n e

%1 hereby certify that Lattended the deceased from MY 17 1959 ;100 _Ma;Ldﬁ_ IB.b.S. that 1 last saw the deceased
alive on _M8F_ l‘_-‘ZEL 19_5_5 and that death occurred at 3 3 AL m., from the causes and on the daie slated above.

TION, gEMOVAL {Bpecify)

a. SIGNA’ RE (Degna or title; 23b. ADDRESS 2c. DATE SIGNED
’f’ Kennett, Missouri - - . |5-80-55
24a. BURIAL', CREMA- | 24b, DATE 4 Zlc NAME OF CEMEI'ERY OR CREMATORY N 24d.. mTION (Qll‘y. town, or munt:r) -{Btate)

y. Malden, Missouri . .

DATE REC'D BY LOCAL
|£ 3 d@
L b

v o8 1a5s Memorial Park Cemeter

25. FUNERAL DIRECTOR'S SIGNATURE ADDRESS



RECEIVED DUNKLIN COUNTY HE
' DEPARTMENT 4. = .= 528
é‘@'

-------------- afiiniriiercan

o2 COUNTY FILE NUMBER .£.5.%.

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, or by..—..

run s ——

Student Embalmer No.

working under my personal supervision.

Student ..useesrssaveasssatestrrrctansbasas Slgﬂe%&# Zl).,_...

Stydent Enbalrnor oo ] »
Licensed Embalmer No ¢)'- P 7

P. O Address......a. A

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

If this body is not embalmed, fact should be 6o stated above.

ailure to comply with



