No. 300
10.48

BLACK INK—MAERKE A PERMANENT RECORD

UNFADING

PLAINLY—USING

WRITE

THE DIVISION OF HEALTH OF MISSOURI
FILED DEG 12 1055 STANDARD CERTIFICATE OF DEATH

REG. DIST. NO, ) 3 PRIMARY REG. DIST. m.iQLQ_ Registrar's No.._%.[ﬂ.,.........m..

51810 File No.cormmemmromesimoons et

! BIRTH NO.
1. PI(_:SCE OF DEATH ‘ 2. USUAL RESIDENCE (Where deconsed lived. I ‘Institution: residence befors
. UNTY 2 = - STATE adinineinn?,
. Cape Girardeau » STATE s ssouri  Capl “Yardeau
b. CITY it outeide corpurats :-Jmm, wd;: RURAL ud‘:ﬁ"n..hip) c A{.{EI:EE;): DE!F'] c Cg’g ) & 1'3f;’:ﬁfmwubmﬁ'i::’
TOWN CaDe Girardeau rrd. TOWN Cape Girardeau Yei EB; N
d. Fé‘.léls.P:'lAMEooF (1f pot in hospital or institytion. give siret sddrem or locatlon) . Asl;rDRREEESrS o rn.n-l. wive location) 0/& 7"
INSTITUTION Southeast Mo. Hospital 1712 Woodlawn L
3. E,;JEC%ESOET) a. {First) b. (Middle) e -(Ln.st) 4. 03]1:! (Month) (Dsy) (Yew)
{ T¥pe or Print) Bertha G. Stein peat Nov. 23, 19565
5. SEX 6. COLOR OR RACE | 7. #ARRIEB. g%gchéléknmo, ’/ 8. DATE OF BIRTH 9. AGEb:in yosrs] IF UNDIR | YEAR | If Unt® % mny,
\ (Bpecityi] day) |Months[ Da
_Pemale ' |[White NTH5We'd P AUE. 14,1899 | BB M| Den | R nie
10a. USUAL OCCUPATION Givekindof work | 10b. KIND OF BUSINESS OR [N. | 11. BIRTHPLACE . 12_CITIZEN OF WHAT
‘h’_ o X re R DUSTRY (City snd Stete or Foreige Country)
q m ot of workiog Uta, even if retired) ;{Ote 1 Anna , ]— 111n01 s | COUNTRY?
132. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WiFE
' William Gibson 1Isabelle Beckham Oscar Stein, Deceased
15. WAS DECEASED EVER IN U.5. ARMED FORCES? | 16. SOCIAL SECURITY | 12. INFORMANT"S SIGNATURE OR NAME ADDRESS
(Yoa. a0, 01 unknown} | (If yeu, give war or dates of servics) . HO. \ - . L
No 05-16-4915 | Mrs. Edna Pettit,CapeGirardeaun,io.

18, CAUSE OF DEATH

. Enter only onecauseper 171. DISEASE OR CONDITION

DIRECTLY LEADING TO DEATH‘(a)

MEDICAL CERTIFICJ-}TION

INTERYAL BETWEEN
ONSET AND DEATH-

line for-(a), (b), and (c)

«This dots mot mean | ANTECEDENT CAUSES

Alremig

Uretetdl ohstrictinn

- -

the mode of dying, such
as heart faflure, asthenia,
cie. "J¢ means the dis--|-
case, infury, or complica-

Morbid conditions, if any, giring DUE TO (b)
rise {o the above cause (o) statiag
the underlying cause lost.

DUE TO ¢ Carcinomd of cerffpv

1. OTHER SIGNIFICANT CONDITIONS

Conditione contributing to the death bus not
related {o the disease or condition cautintg death.

tion which caused death.

[7/X

19a. DATE OF QPERA- | 19b, MAJOR FINDINGS OF OPERATION 20, AUTOPSY?
TION .
ves I ) wo E
21a. ACCIDERT (Bpecify) 210, PLACE OF INJURY (e.g..inorabout | 2lc. (CITY, TOWN, OR TOWNSHIP} {COUNTY) (STATE)
SUICIDE boms, farm, fuslory, sireet, office bldg e}
HOMICIDE
21d, TIME (Moath} {Day) (Year) (Hour) 21e. INJURY OCCURRED | 21f. HOW DID INJURY OCCUR?
OF v WHILE AT[™] NOTWHILE
INJUR WORK AT WORK
- B -
22, I hereby certgfy that I attended the deceased from 1421 . 1995 , lo 11-23 , 18 '5/ that 1 last saw the deceased
alive an &.—, 1 , and that death occurred al .. 130D m., from the causes and on the dale stated above,
23a. SIG r t[tlc)ﬁ 23b, ADDRESS 23. DATE SIGNED
= . U V2-3-5)
2. BURIAL, CREMA- | 241 DATE 24z, RAME OF CEMETER "CREPIATORY 24d, LOCATION (City, town, or county) (5tate)

TION, REMOVAL (Bpedity)
Euriogl

Nov.28,185

Memorial Park

St. Louis, Missouri

DATE REC'D BY LOCAL

4_2_'3“)}

Sy ) [

OR"S SIGMATURE ADDRESS
Cape Girardeau,Mo.

T (Licensed Embalmer's

Sidtement on Reverse Side)



STATEMENT BY LICENSED EMBALMER

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

working under my persconal supervision..

SAUAENt e oemnren i eisnninininieereezazaze e anenanne Signed %(W o e 2 et S

Signature of Studmt Embelmer
Licensed Embaimer Noﬂ?&‘.é.

P. O. Address @Lfﬁ%@

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

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

T4 this bedy is not embalmed, fact should be so stated above. .

LY



