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

LA I B

HIED AUG 4 - 1955 STANDARD CERTIF

Tar® 4 ey Yy W

afE BTG e W TR

ICATE OF DEATH, =130

State File No..'

3

BIRTH WO, - REG. DIST. NO. &_ PRIMARY REG. DIST. m.ﬂ Registrar's No........ ;3._[“.1..-...
I. PLACE OF DEATH 1 2. USUAL RESIDENCE (Where decessed lved. If institation: , residence bafore
a. COUNTY a. STATE b. COUNTY sdinjmion).
Butler Missouri Dunkling 345,
b. CITY (I outside corpurate Limity, write BURAL and give ¢. LENGTH OF . CITY (If cutakde sorporate limits, write BURAL s2d give township) )
OR . - townoabip)] STAY (in this place)
TOWN_Poplar Bluff 2 231 TOWN  Campbell /
d. FULL NAME 8F (11 oot 1n howpital or Institation. give strest addrems or loeation)} d. STREET {If rusal, give location)
HOSPITAL OR ADDRESS
INSTITUTION Doctors. Ho 1ta] 118 Pollock
3.32%!\&5 9?57: a. (First) b. (Middle} c. (Last) 4, DSI_'E (Month) (Day) (Year)
(Twpe or Print) LUCY aLLEN LIKE DEATH_ July 22,1955 ,
5. SEX 6. COLOR OR RACE ) 7. #FD%R\'EB' glE‘\llg.EcIélSRRIED 8, DATE OF BIRTH 9.:‘65 {In 1-;-:- ;" ::::l 1| AR ; UMOER & 23, |
X (Bpacify) : % birthday] o ouns | Min,
—Fenale/ | unite Widowed 2. | ©ct,20,1890 | 64 R
10a. USUAL OCCUPATION (Qkvekind of work

10b. KIND OF BUSINESS OR IN-
dons during most of warkiog life, even If retired) ) DUSTRY

Housewifa

11. BIRTHPLACE (Btata or forelgn qountry}

12. CLTI%N?FWHAT
New Haven, 114 nois /

132. FATHER'S NAME
Steve Parkinsg

13b, MOTHER'S MAIDEN

Ellen Allen

15. WAS DECEASED EVER IN U.5, ARMED FORCES?

(You. 0o, or unkaown) | (If yes, give war or dates of ssrvice)

16. SOCIAL SECURITY
RO.

o Ndge

. Enter only onacmis: per

18. CAUSE OF DEATH
I. DISEASE OR CONDITION
DIRECTLY LEADING TO DEATH® ()

NAME 14, NAME OF HUSBAND OR WI|FE
] ¢ ) ilka
17. INFORMANT'S SIGNATURE OR NAME ADDRESS
‘ : fissouri
CERTIFICATION INTERVAL BETWEEN
ONSET DEATH

A0 BUd i i

Hne for {s), (b}, end (¢}

FFD CAL.
ANTECEDENT CAUSES ﬂ

Mortid conditions, if any, DUE TO (b}
rite to the abore a:tu{ fa} tﬁﬁm
the underlying cause last,

*This doer not menn
the mode of dying, such
as heart faflure, asthenta,
ete. It meana the diy-

ease, infury, or complicg- QUE TO (&)

Il. OTHER SIGNIFICANT CONDITIONS

Conditions contributing to the death dut not
related to the disease or condition causing death.

tioa which cavaed death.

NV ¢

19a. DATE OF OP'F%}I. 3b. MAJOR FINDINGS OF OPERATION 20, AUTOPSY?
l ) 1'1{ {’/4}( YES D NO
2ia. ACCIDENT (Bpecity) 21b, PLACEOF INJURY (sg.tnorabomt | 21¢c. (CITY, TOWN, OR TOWNSHIP) (COUNTY) (STATE)
SUICIDE boroe, farm. factory, strest, offles bidg.. e10.)
HOMICIDE
2id. T‘I#E (Month)  (Day) (Year) (Hourd- | 2le. INJURY OCCURRED | 21f. HOW DID INJURY OCCUR?
WHILEAT[—] NOT WHILE
INJURY . | "WorK L] AT WORK
2. I hereby cerlify that I aite the deceased from 7o 2o , IQS-I_ o /- 2z = , 1851 thot I last saw the deceased
alive on N ZENE -p 1957 and that, death occurred abbz A0P . m., from the causes and on the date stated above.

2. SIGNATUHE]

tY

T 0

2. D, SIGNED
7 v Jo T

23b. ADD

Do n ] L2,

[
gr:}a. Blli.létMlAvl,.. CREMA- | 24b. DATE 24c. NAME OF CEMETERY OR CREM?TORY 24d. LOCATION (tyﬁ.’eown.oxmmpy) < {Stats)
Birial ™ [July 25,195% Woodlawn Cemetéry | Campbell” Missouri
25. FUNERAL DIRECTOR'S SIGNATURE ADDRESS

FLandess Funeral lHome, Campbell, Mo
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L’qu _5&@.«1 Embalmer's 5

tatemnent on Reverse Side)




RECEIVED
AIG T 1955 |
BUTLER GO0. HEALTH CEMTTR

FILE No,
4
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, O0f by
- . . . ' Student Embalmer Noweseesuessaes rerenas P
working under my personal supervision.
i P s Zon s 0. o e
aignad.. ------ s asnsarraraassddannus Y Licensed Emhalmer Nf‘l #’L Z, 7

- . P. Q. Address;__.. S < (R
'& = M; ?“5&“ { V4
Note: The sbove MUST BE SIGNED BY -THE LICENSED EMBALMER in his OWN HANDWRITING. ailure to comply w

the above constitutes grounds for revocation of license.)
If this body is not embalmed, fact should be so stated above.




