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WRITE PLAINLY—TUSING UNFADING BLACEKE INK—MAKE A PERMANENT RECORD

FILED DEC 7

THE DIVISION OF HEALTH OF MISSOURI
ST ANDARD CERTIFICATE OF DEATH

Stote File No......! 3. 7%4..

! BIRTH NO. 7/~5— REG DIST. NO. M PRIMARY REG. DIST. m.m_‘z. Registrar's No ‘?7
I. PLACE OF DEATH 2. USUAL RESIDENCE (Whers decoased lived. 1f inatitntion: resklence before
. T . " . STATE - - adiobmls:
8 COUNTY  New Madrld . Missouri b COWNew Madrid ™™
b. CITY (1 outeide corpurate limits, write RURAL and give ¢c. LENGTH OF ¢ CITY d. Tn Residence within limits of
. township}{ STAY (in this placs) OR . i gy qbw% fownt
TOWN Rurzal- Lewis Hrs, TOWN New Madrid,. "ol o)
d. FH&)-!S-P?T&A&{EOOF (1f oot in hoaplital or tastitetion, give strect address or loeation} . ASDTDRREES N . (f rursl, give locstion) . 7&" 0
INSTITUTION L 11 . N. of Mounds Cem 2 Mi. N. of Mounds Cem.
33'5%%55%73 a. (First) b. {Middie) ¢, {Last) 4. DS}'E (Mentb)  (Day) (Year)
{Tvpeor Printy  'J AMES Moses peath NOv, 29 1955
5, SEX . ﬁprOLOR OR RACE | 7. MARRIED, NEVE%CPE.BRRIED ’{" 8. DATE OF BIRTH 9.:.?&(&::0;11 hl; Umm |D'r‘r.n ; UNDER 1 ¢iRS.
{Bpaci; . ¥ om Mia,
Male | Negro NWURPAER- QYORCEL @ | "ov . 23 1955 [ e
102, USUAL OCCUPATION (Giveindof work | 10b. KIND OF BUSINESS OR IN- | 1L BIRTHPLACE o0 g oo 5 | 12, CITIZEN OF WHAT
a ; f worklns U1 If retired) DUSTRY y wre or Tersign Lonatry O UNTRY
T B P morkios tie-oven New Madrid, Missouri LG

13a. FATHER'S NAME

Alfred Moses

13b. MOTHER'S MAIDEN NAME
Ernesdean Jones

14. NAME OF HU

SBAND/OR WIFE

DATE REC'D BY LOCAL

:t" ?ﬂ—.f EG.

2/8 ¢

Freinds

15. WAS DECEASED EVER IN U, S ARMED FORCE? 15. SOCIAL SECURLTOY 17. INFORMANT" S5 SIGNATURE OR NAME ADDRESS
(41 orunkoown) | (H yes, give war or dates of service} - = =
WO None Alfred Moses New Madrid, Mo.
18. CAUSE OF DEATH MEDICAL CERTIFICATION INTERVAL BETWEEN
| Enter only onecanseper | |. DISEASE OR CONDITION : P - ONSET AND DEATH
line for (63, (b), and () | DIRECTLY LEADINGTO DEATH: q) &« Aﬂ 1-&:7':—«53—5-15—— LD Iy
ANTECEDENT CAUSL
*This doey not mean
the mode of dying, such | Adorbid conditions, if any, giving DUE TO (b} AT Ly l 7 Y
as heart failure, asthendo, | rize {o the abore cause (a) dtating
de. It means the dis- the underlying caude laet.
ease, infury, or complica- DUE TO (¢)
tion which caueed death. | 11, OTHER SIGNIFICANT CONDITIONS
: Conditions contributing to the death bul ot 76 RN
related to the disease o7 condition causing death.
15a. DATE OF QPERA- | 18b. MAJOR FINDINGS CF OPERATION 20. AUTOPSY?
TION -
ves [] wo J
21a. ACCIDENT {Bpacily) 21b6. PLACE OF INJURY (e.x..inorabount | 212, (CITY, TOWN, OR TOWNSHIP) (COUNTY) (STATE)
SUICIDE bome, larm, factory, strest. office bldy., s10.}
HOMICIBE _ i
21d. TIME (Moath) (Day) {(Year) (Hvur) 21s. INJURY OCCURRED | 2it. HOW DID [INJURY OCCUR?
WHILEAT[—] NOT WHILE
INJURY = | “woRrk AT WORK
2. I hereby certi thet 1 auended the deceased from _ZZ__J.L_ 1988 10 /L~ AP~ 1932 that I last saw the deceased
alive o % , and that death occurred ats_f_A._- m., from the causes and on the dale slaled above.
23a. SIGNATURE (Deg;ru or tltle)l- 23b. AD ' 2. DATE SIGNED
@mgﬁ Hip )5 55
24a, BU IAEA.LCREMA- 2b. DA 24c. NAME OF CEMEI'ERY OR EMATORY 244, LOCATION (Qity, town, or county) {State)
(Bpeelty) . : .
7 Nov 29 1955 | Fannie Powell Cem New Madrid, Mo.
25, FUMERAL DIRECTOR'S S| GNATURE ADDRESS

’s Statement on Reverse

Side)




GATE Recewed_ DEC 2 1955

"NEW MADRID CO. HEALTH CENTER
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STATEMENT BY LICENSED EMBALMER

o — e o M e et A e
- e

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........ovoooraeiiairiiaa s Signed ...t e
Signature of Student Embalmer

P. O, Address _.........ccevvnenan ﬁ

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




