WRITE PLAINLY—USING UNFADING BLACK INK-—MAKE A PERMANENT RECORD

sr -

1LED DEC 28 1855

REG. DIST. NO. Q 2

THE DIVISION OF HEALTH OF MISSOURI
STANDARD CERTIFICATE OF DEATH

PRIMARY REG. DIST. W-Mkwiumr's Nn.—m..._......m.

State File

NO vt rvomassssersrssssassins st smstenm

BIRTH NO.
1. PLACE OF DEATH 2. USUAL RESIDENCE (Whare decoased lived. If Institution: residence befors
a. COUNTY a. STATE b. COUNTY ad:nismiond.
Butler . Butder /¥) O New Madrid,
b. CITY (If outnide corporats limits, writs RURAL and give c. LENGTH OF || ~é. CITY : a1 Rexidence within limlts of
O . townghip) | STAY (in this place) OR = gity Inmmﬁr:m town?
TOWN Poplar Bluff 1 Week TOWN Gideon ERTRET
d. FULL NAME OF i tal ion, give strect 2dd location) o STREET (If raral, give location)
s AME OF {1f oot in hospital or instityticn, give strect ress or location, F ADDRE‘SS ror! on| Q ‘7/(//,
INSTITUTION Poplar Bluff Hospital
3. NAME OF a. (First b. (Middle] e, (Last)
P Lol el (First) ( ) 4. DSTE (Month)  (Dey} (Year)
{ Twpe or Print) Katie Bell Cummings DEATH 11 17 19%
5. SEX / 6, COLOR OR RACE | 7. #[AL_J%%EB }I;IE\‘:,OEEC%SRREED‘/ 8, DATE OF BIRTH 9;?5 In vl\;u N:lr Ur IDIm I UNDER M HEs.
N (Bpmoity, on ays | Hours | Min,
Female White Married 12-15-1887 37 , |
10a. USUAL OCCUPATION (Givekind of work | 10b. KIND OF BUSINESS OR IN- | 11, BIRTHPLACE . oreigs Countr 12. CITIZEN OF WHAT
done durica moet of workiak life. wen i retived) | ' DUSTRY . (Ciey and State or Forsign Country) COUNTRY7
housewife None Prentise County, Miesissippi UeS4As

138, FATHER'S NAME

Orville Mille

13b. MOTHER'S MAIDEN NAME

Elitha McK

14. NAME OF HUSBAND OR WIFE

M.G.GMS

I15. WAS DECEASED EVER IN U.S. ARMED FORCES?

(1f yoa, xive war or datos of sorvice)

{Yes. no, or unknown)
No

None

16. SOCIAL SECURITY

7. INFORMANT S SIGNATURE OR NAME
M.C.Cummings Gideon, Miesouri

ADDRESS

18. CAUSE OF DEATH
. Enter only onecatse per
line for (a), (b), and (c)

*This does not mean
the mode of dying, such
as heart faflure, asthenia,
de. [t means the dis-

1. DISEASE OR CONDITION

. : DICAL CE| 'I:lFICAT N
DIRECTLY LEADING TO DEATH® (5, A
N .

ANTECEDENT CAUSES
Morbid conditions, if eay, giving DUE TO (b

v INTERVAL BETWEEN
_7 g ONSET AND DZTH

. rise to the above couse (a) stating

the underlying couse
DUE TO (c)

case, infury, or complica-
tion which caused death,

{l. OTHER SIGNIFICANT CONDITIONS

Conditions contributing to the death but not
related to the direase or condition causing death.

43

19a. DATE OF OP_IE_%‘;‘- i5b. MAJOR FINDINGS OF OPERATION 20. AUTOPSY?
‘ ves ] wo B

21a, ACCIDENT (Bpacity) 21b, PLACEOF INJURY (e.s.. lnorabemt | 21c. (CITY, TOWN, OR TOWNSHIP) (COUNTY) (STATE)
T SUICIDE ) botme, faren, fastory, strest, offion bldg.. e10.} |
HOMICIDE . .. |
21a. TIME {Month) (Day) (Year) (Hour) 21e. INJURY OCCURRED | 21f. HOW DID INJURY OCCUR? .
; WHILEAT NOT WHILE |

INJURY = | WoRK AT WORK

ased from

~ llz2> Iehereby certify that I attended the ;
alive on , 19‘_, and thal death occurred al

Iﬂ to M 19_.‘_" that I last saiwo the deceased

m., from the causes and on the date stated above.

o 2

-y (Degroe or title} &

AP,

[?

23c. DATE SIGNED

24p. BURIAL, CREMA-
Tlgﬂ REM: IAL (Bpaty)

24b. DATE

11-20-195%

-Stanfield

I 24c, I\A‘J!E OF CEMETERY OR

@4 - -fo I
N (Oity, town, or county) (State)

Near Clarkton, Mos

DATE

25. FU .

‘S SIGMATURE, AUDRESS

{Licensed Embalmer's S

utenélm onf Reverse Side)




RECEIVED

~ DEC 20 195
BUTLER CO. HEALTH CENTER

FILE No.

STATEMENT BY LICENSED EMBALMER.

I hereby certify that the body whose name is recorded on the reverse side of this certificate was emJ
- T - OO P , Student Embalmer No..........

working under my personal supervision..

SHUdEnt - ooovog e o igned ST L. e Ll

pa ure o uden ailmar

- Licensed Embalmer No...@:%
.

P. O. Address - 17;-4

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

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



