FILED JUL 8- 1955  THE DIVISION OF HEALTH OF MISSOURI 20803 |

No. 300 . . .
o0 STANDARD CERTIFICATE OF DEATH* * g e ‘
BIRTH NO. REG. DIST. M.S_ﬁ PRIMARY REG. DIST. N-M:ﬁnmr': Ne gd |
1. PLACE OF DEATH 2. USUAL RESIDENCE (Whﬂ decessed lved. If institution: reskdsncs befors
D a. COUNTY Scott a. STA b. Y I sditmloal.
b. CITY (If outclde corporate Umits, write RURAL and give ¢. LENGTH OF ¢. CITY (1f cutalde sorporsta limits, write RURAL and glve townahip)
OR R towashin) SEY (i this place} OR .
w8 Sikeston days |__To%n Charleston WA )
d. FUé“.s‘P#AT. EOOF {If not in bospitel or institytion, give strect addrem or locatlon) d'A%rSREgs (If roral, give loeation) vurT /
iNstituTion Mo, Delta Comm, Hospital 215 E. Commercial
SIEI)QEACNE‘ES()E% a. (First) b. (Middle-) c. (Last) . F3 DATE (Month)  (Day) (Year)
(Type or Print) Thomas 01Neil Preuitt pearw June 21, 1955
5. SEX C 6. COLOR OR RACE | 7. MARRIED, NEVER MARRIED, )O 8. DATE OF BIRTH 9. AGE (n years| i tomm 1 TEAR | F toER u uu.
WIDOWED DIVORCED (8pecify Lust birthday) Mumh, Days | Houns
Male White Never Married July 15, 18781 76 |
10a. USUAL OCCUPATION (Glrekind of work | 10b, KIND OF BUSINESS OR IN- | 11 BIRTHPLACE (Btate or {oreign sountry) O 12 CITIZEN OF WHAT
done during most of working 1ife, sven if retired) DUSTRY COUNTRY?

i ent Charleston, Miassouri US4
13a. FATHER S MNAME 13b. MOTHER™ S MAIDEN NAME 14. NAME OF MUSBAND OR WIFE
Valentine Preuitt I Mayy Jane Moppdeon. None
5. WAS DECEASED EVER )N U.$, ARMED FORCES? JAL SECURITY | 17. INFORMANT'S St GNATURE OR NAME ADDRESS

{Yes. no, or unknown)

Yes %SH??QETKQS??|A93 36 L72oka Richard P. Berry, Nephew

18. CAUSE OF DEATH MEDICAL CERTIFICATION (hg INTERVAL BETWEEN
| Enter only onecausoper | ). DISEASE OR CONDITION _ rles ton’ Mo. ONSET AMD DEATH
ttme for (ay, {by, and (q) | D'RECTLY LEADING TO DEATH"(q) ¢ Da ¢

*Thiz does mot mezn ANTECEDENT CAUSES

the mode of dying, such | Adorbid conditions, if any, giting DUE TO (D)
o8 heart failure, asthenia, | rise to the above cause (a) staling ; .,

P the underlying cauase last. B C . - / v
ge. It means the dix-
cade, infurty, or compli DUE TO (¢} ‘25 X

tion which caused deat. | tl. OTHER SIGNIFICANT CONDITIONS * * | Ty qm o ¥ee vy

Conditions contribuding o the death bud not
related to the disease or condition cousing desth, ¢ _. ‘D M [ . g)_‘_&_‘
i%a. DATE OF OP'FI%AP;“ 195, MAJOR FINDINGS OF OPERATION Jerld . ' P 20, AUTOPSY?

w0 k|
. enm

i 21a, ACCIDENT Ot 215, PLACE OF INJURY (o.0. n o7 sbost ] 21c. (CITY, TOWN, OR TOWNSHIP) (COUNTY)
SUICIDE bome, Inrt, tagtary, streat, offies bidg. , #t0.) . . PSR
HOMICIDE
21d. TIME (Month) (Duy) (Year} (Hour) 218, INJURY OCCURRED | 21f. HOW DID INJURY OCCUR?
WHILEAT[™] NOT WHILE oL
INJURY WORK AT WORK : - S £
2. I hereby eeptify that I allended the decessed from _‘;LL 19 o - 221 19&, that I last saw the deceased
alive on - , 19 R aud that death oceurred at i B., from the causes and on the date sialed above.
GNATURE . . e . (Degroo or tlﬁe)c Z3b. ADDRESS 23c. DATE SIGNED
: 4 ._ MDM D. Sikeston, Moy l6/22/55
%aONBHERMI 6\VIKLCREMA- 24b. DATE 24c. NAME OF CEMETERY OR CREMATORY 24d. LOCATION (Oity, town, ot county) (State) -
' {Bpwcify)
Burial 6/23/1955 | Calvary Cemetery .. .| Charleston, Mo,

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

ZAT_E‘ZRE;?— 3 &gs% | E‘_Fj!srms sgxrua :1/4,; . %Enné%o‘rs nuawg% T

d Embal ent an Reverme Sidet  (Charles Eon, Missouri.




JUL S 1955 .

DATE RECEVED _ =~ = e
SCOTT CO. HEALTH DEPT.

o0, i to. G55=LTY S e y

-
&

"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

Student Embalaer No.

working under my personal supervision.

SEUONE oevarensnnnararnes eenneennerren - Signed  \PAML H— / i Q”

Studmt ‘Embalmer o
Licensed Embalmer g g\‘ /

o P. O. Addr:ess__... mmlﬁ

Note: The sbove MUST BE SIGNED BY THE LICENSED E\IBALMER 3n;his OWN HANDWRITING. (Falure to comply wit
the above constitutes grounds for revocation of License.)

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




