No , 300
10. 48

PLAINLY—USING UNFADING BLACK INE—MAKE A PERMANENT RECORD __-

WRITE

WEED SEP 20 ©55

THE DIVISION OF HEALTH OF MISSOURI
STANDARD CERTIFICATE OF DEATH

sure rite i QL .

. Enter only onseaise per

18. CAUSE OF DEATH
tine for (a}, (b}, and (¢}

*This does not mean
the mode of dying, such
as heart failure, asihenia,
ele. It means ihe dis-
case, (njury, or complica-
tion twhich caused death.

/ﬁm

'BIRTH NO. Ree. 01sT. no. o2 F 7 primary Rec. 0157, No. L2 OR . Kegistrars No..... Lo
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where dacoased lived, If lnatitution: residence before
a. COUNTY a. STATE . b, COUNTY aiinizsion).
Ray Missonri RRY. o
b. CITY (1f outcids corpurate limits, write RURAL and give c. LENGTH OF ¢. CITY a1t Residence withln Lmits of
township}| STAY (in this place OR . 2 ghty or incorporated town?
TOWN Rayville TOWN R%I_‘L.Lll_c:_____ N D'f\

d. FULL NAME OF (If not in hospital or institution, Kive streot address or location) ! STREET (If rural, give location) %"’L
HOSPITAL OR ! I ADDRESS fl D
iNsTITUTION Street not ligted Street not listed

3 NAME OF a. (First) b. (Middie) c. (Last) 4OME  (Mouth) (Dey) (Yew

(Typeor Print)  IT°8 Bgar Jacksen DESEntember 12

5, S5EX 6. COLOR OR RACE | 7. MARRIED, NEVER MARRIED" 8. DATE OF BIRTH 9. AGE (I years| IF UNDER © YEAR | IF UNDER 11 MRS
D . WIDOWED, DIVORCED (Hpeuif: Laat birthday) Monﬂn, Days | Hours | Min.
Male White Divorced ! : 872 83 L6 |
10a. USUAL OCCUPATION (Givekindof work | 10b, KIND QF BUSINESS OR IN- | 11. BIRTHPLACE . . 12. CI
d"ﬂr)‘a ins most of worklng lifa.'::‘e:‘i! :'e‘;:;) D STRY . (City and State ¢ Foreign lenl.rv]/ COU.IH%IE{"(TOF WHAT
laborer General Marming Killsdale, Indiana, 1 U.S.A.
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
Cooper Jackson IInknown _____None
15. WAS DECEASED EVER [N U.5 ARMED FORCES? | 16, SOCIAL SECURITY | I7. INFORMANT S SIGNATURE OR NAME ADDRESS
(Yes, no.orunkoown} | (Il yee, glve war or dates of service) NO.
No None None 5 i Wlies i

LN VAL BETWEEN
ONSET AND DEATH

27

DICAL CERTIFICATION ’
t. DISEASE OR CONDITION
DIRECTLY LEABING TO DEATH® g)
Mostid conditions, if any, gicing DUE TO (b) 62“":‘—- &"“4“"“ ~ : ke ""‘?4"

ANTECEDENT CAUSES

r M‘(,.

rise to the above cause (a) slating
DUE TO (o) ]J 14«1:————4"&2:,4 9}-6&,0-1

§ Ly T

the underlying cause last.

[I. OTHER SIGNIFICANT COMDITEIONS
Conditions confributing to the death but not M .
related to the dizease or condition causing death.

[4

19a. DATE OF OP'II::J%HH 13b, MAJOR FINDINGS OF OPERATION 20, AUTOPSY?
‘ ’3 3 1 X . YES D NO [E
2la. ACCIDENT {Bpecity} 21b. PLACEOF INJURY (e.g..toorabent | 2lc, (CITY, TOWN, OR TOWNSHIP) (COUNTY) (STATE)
SUICIDE . homa, farm, factory, swreet, office bldg., #10.)
HOMICIDE
21d. TIME {Month) (Day) (Year} (Hour} 2ie. INJURY OCCURRED [ 21f. HOW DID INJURY OCCUR?
WHILE AT NOT WHILE
iINJURY, WORK AT WORK

22, I hereby certify that I altended the deceased from

5
, 1955 and that death occurred a;I qu

LN _&l 18 W!hat I last saw the deceased

alive on - r® m , Jrom the causes qnd on the dale staled above.
23, BIGN (Degrneor m%@onsss Z’ 23¢, DATE SIGNED
/@" e 4y ﬂé‘“’i 2.\t ba

, CREMA-

24b. DATE 24z, NAME OF CEMET ;}’ Off CREMATORY

Pad. LOC?\TIO%(OM?. town, ot county)

(Etate)

_ A i isgeuri
)73’ @uusuf m[zi'rzu g |" A L‘I.RE L ome ADORESS
(/




SRR SER . e
* ' y o . '
7T STATEMBNT BY LICENSED EMBALMER
..:‘l.‘« ra, ey (X S r T ¢

I-hereby certify that the body whose name is‘sr,gco:rded on the reverse side of this certificate was emt

DY IME, OF DY Lttt e e e et et et e e , Student Embalmer No...........

working under my personal supervision..

Student.......ouioiiiiiiiia e aa e Signe g 2 T i

Signature of Student Embalmer

Licensed Embalmer No. 7 &€

LR . - < - '
: P, O. Add‘:ﬁmﬂ =,

Note: The above MUST BE SIGNED BY: THE LICENSEB.,EMBALﬁERiﬁ;his.(’)WN;HAE&iDWﬁ_I‘-’I‘ING. {F
to comply with the above constitutes grounds for revocation of license). Il s "o

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

J¥ this body is not embalmed, fact should be .s0 stated above. .

L I




