o 11 - - THE DIVISION OF HEALTH OF MISSOURI )
] FILED JUN 22 j055 STANDARD CERTIFICATE OF DEATH e rie o410,

! BIRTH KO. _ REG. DIST. NO, 3 1 8 PRIMARY REG. DIST. m-—_..1003 Hegisivar's No.u......igig..
1, PLACE QF DEATH 2. USUAL RESIDENCE (Where dacoased livad. 1f institution: residence befors
D) a. COUNTY a. STATE b. COUNT wimioalon
Arkansas ﬁlashiggton
b. CITY (if outelde corpurate limits, write RURAL and give ¢. LENGTH OF c. CITY . 4. Is Restdence within 1mits af
township) | STAY (in this place) OR u ¢lly of, incorporated {ownt
TOWN .Louis, Mo, owN Fayetteville A - -t
d. FH&%PF‘#AT_EO?‘F (If mot in hospital or inativution. give strect addrem ar location) . ASDFDRFEE{S {If rural, give location) % o aU‘B
INSTITUTION ARNES HOSPITAL 536 South Hill Street.,
3. NAME OF . {First) b. (Middle) ¢. (Last}
DECEASED a TS 4, DSFE (Month) {Day) (Year)
{ Type or Print) Malvin Wil 80on Siusher DEATH June 5 31955
5. SEX 6. COLOR OR RACE | 7. MARRIED, NEVER MARR!EDJ 8. DATE OF BIRTH 9. AGE t(Io years| IF UNDER 1 YEAR | & UaDER b Hes.
WI?&WED DiVOgED (Bpacil last birthday) Monﬂnl Days | Houns , Min.
Male White April 11 1912 43 .

donsduriog most of working liie, avan if ratired)

Agriculture Research 17,3.8ev't Rlacksh E Virginia
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME . MAME OF HUSBAND'OR YIFE

10a. USUAL OCCUPATION (i kiudof work | 10b. KIND OF BUSINESS OR IN- | 11. BIRTHPLACE gy, wad state or Foreigo &,“.,,,7 12_CITIZEN OF WHAT

Adam Slusher. ] Rachel Hylton Loena Slusher
I5. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY | 17. INFORMANT'S SIGNATURE OR NAME ADDRESS
{Yes, oo, or unknown) (Il yom, xive war or dates of sorvice} NO. .

No None Ioena Slusher, Fayettevllle, Arkansag
18, CAUSE OF DEATH X MEDICAL CERTIFICATION . INTERVAL BETWEEN
Enter only onecauseper | 1. DISEASE OR CONDITION ONSET AND DEATH

Jine for (a), (b), and () | DIRECTLYLEADINGTODEATH'() Congastive HeartFailure- _2 yearg

: ANTECEDENT CAUSES
*Thiz does not mean
the mode of dying, such | Afortid conditions, if any, giving DUE TO () _HBM_OT_HM 10 yeargs

as heart fallure, asthenia, | rite to the abore cause (a) stating

i the underlying cause last. and
de.” It means the dis- .
¢gse, infury, or complica- FOEYTO R H‘.V'DOt-thOZLdiSm years

tion which coused death. | 11, OTHER SIGNIFICANT CONDITIONS Cﬁ'r
Condilions contribuding Lo the death bul not hOSiB Of liver d‘lle tO

! related to the disease or condition cauzing death. hamochromotogia years
| 19a. DATE OF OPERA- | 19b. MAJOR FINDINGS OF QPERATION 20."AUTOPSY?
TION
ves @ o [
21a. ACCIDENT - (Bpelly) 21b. PLACE OF INJURY (e.c..inorabout | 2Ic. (CITY, TOWN, OR TOWNSHIP) (COUNTY) {STATE)
SUICIDE, bonss, farm, factory, steet. office bldg..ate.}
HOMICIDE
2td. TIME {Mogth) (Day) (Yeas) (Hour) 2le. INJURY OCCURRED | 21f, HOW DID INJURY CCCUR?
WHILE AT NQT WHILE
INJURY @, WORK AT WORK g 89' 9‘

2. ] hereby certify that I atlended the deceased from May 25 19 85, lo June-5 — -, 1905, that T lost saw the deceased

aliveon Juna B ., 19 85 and that death occurred at m., from the causes and on the dale stated above,
0. SIGEATURE {Degree ot ;me)(: 23 aopRESS BARNES HOSPITAL 23. DATE SIGNED

&W—»\ M.D,

a. BURIAL, CREMA- | 24b. DATE 24c. NAME OF GEMETERY OR CREMATORY 24d. LOCATION (Olty, town, or cou.nly) Emte)
ﬁ{ REMOVAL Tywur)

PLAINLY—USING UNFADING BLACK INK—MAKE A PERMANENT RECORD

WRITE

lackabure., Vircinis
25 FUMERAL DIRECTOR' S SIGMATURE ~ RoDRESS

lbert H.Hobpe, 4700 ¥ashington Blvd

(Licensed Embalmer’s Staternent on Reverse Side)

DATE REC D BY LOC%L
mu 6 19




STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was emba

working under my personal supervision..

Student .. ..ot siasisaiaiisa i
Signature of Student Enbalmer

P. O. Addresas At LA

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).

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

¥4 this body is not embalmed, fact should be so stated above.

’
" -




