. 300 , }Ltﬂ JAN 23 1956 THE DIVISION OF HEALTH OF MIXIUURI DR. BUSICK ) )
o _ STANDARD CERTIFICATE OF DEATH state Fite ... LANRD....
BIRTH NO. REG. DIST. NO. __42 PRIMARY REG. DIST. lﬂ.m Kegistrar's Na...s{a-..
1. PLACE OF DEATH 2. USUAL RESIDENCE (Wbere deccused lived. 1If lostitution: residence befors
2. COUNTY a. STATE b. counrv{‘ adunbsafony.
0 GREENE - ARKANSAS /704
b. CITY Ui cuteide corpurate llmits, writea RURAL and give c. LENGTH OF ¢. CITY 4. Is Residence within 1Lmits of
township) | STAY (in this place! OR & ity of incorporated fown?
TOWN o PRTNGFTRLD HRS, TOWN  SATRM B = R =
d. FgélS.Pv_I&ﬂEOORF (If pot ip hoapital or inatisution. give sirect address or locatlon) . ASI;FDRE%EESES (If rurs!, give location} 5'005 [/ g
INSTITUTION  BURGE HOSPITAL
3. NAME OF . {First, b. (Middle c. (Last
DECEASED y ? ¢ ) ) 4.DATE  (Month) (D) (Yesn)
(Typeor Print)  KAREN : SUR SKIDMORE ceatH _ JAN, 12 1956
5. SEX / 6. COLOR OR RACE | 7. MARF‘I'.IJE% lglE\\;'cE’EcthRRIED. '} 8. DATE OF BIRTH 9.:.55:&1:‘:)111 L]!' Bg:u TR | ounDCR m Wes,
. (Bpecify) t ¥ o Days | Hours | Min.
FEMALR WHITE NEVER MARRI BD JAN. 8 1956 gl gy l
108, USUAL OCCUPATION (GiveXkiad of work | 10b. KIND OF BUSINESS OR_IN- | 11. BIRTHPLACE . . . 12. C
done 4yt -orkinsllla.o:oaai! u!.::::l) : DUSTRY - {Cicy wad i"“ er Foraiga Ouuntry]/ COE]“TZ'E'S(?F WHAT
—_— SALEM, ARKANSAS
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14, NAME OF HUSBAND OR ¥IFE
\ UDELL G, SKIDMORE ] EVELYN BA , X
15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16, SOCIAL SECURITY | 12. INFORMANT'S SIGNATURE OR NAME ADDRESS
{Yes, 0o, or ankaown) | (If yes, give war or dates of sorvice) NO.
NO NO UDELL G, SKIDMIRE SAL JAS
18. CAUSE OF DEATH MEDICAL CERTIFICATION - INTERVAL BETWEEN
. ONSET AND DEATH

Enter only onecause per | L. DISEASE OR CONDITION _H_MM
line for (a), (b), and {c) DIRECTLY LEADINGTO DEATHf(n) c ZE L Lok O, > e -
This docs mot mean | ANTECEDENT CAUSES - - . g
the mode of dying, such | Aforbid conditions, if any, giving DUE TO (b} CAW_"_&AW / 39

ar heart fatlure, asthenia, | Tise to the above cause (e) stating
the underlying cause last,

eic, It means the dis-

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

case, injury, or complice- DUE TO (¢) . :
tion which coused death. | 11. OTHER SIGNIFICANT CONDITIONS ¢ k M
- e J LAV, -~
Conditions contributing to the death but nof M : : '7 7 I8 o
; related to the disease or condition causing deaih.
: 19a. DATE OF OP_FIF&A.; 19b. MAJOR FINDINGS OF OPERATICN . ) 20, AUTOPSY 7
: . YES N

#a. ACCIDENT (Bpeclfy) 21b. PLACE OF INJURY (o.g..Inorabout | 21¢, (CITY, TOWN, OR TOWNSHIP) {COUNTY) {STATE)

SUICIDE boms, tsrm, fagtory.street, offics bldg..sa.) .

HOMICIDE )
21d. TIME (Month) (Day) (Year) (Hour) 21e, INJURY OCCURRED | 2If. HOW DID INJURY OCCUR?

WHILEAT ] NOT WHILE
INJURY = | “woRk AT WORK

2. I hereby certify that I atiended the deceased from B bl s TR m.‘.ﬂ, lo __...l_"_&, 19;L'6, that I last sew the deceaced

aliveon |~ 1 2= 190k, and that death oceurred at .83 30Am., from the causes and on the date slated above.
23, SIGNATURE 2 (Degree of titlf’] 23b. ADGRESS 23. DATE SIGNED

: _ Yo fev | /- 1256

%-%NBU R g#ﬂCREMA- 245, DATE z4z. NAME OF CEMETERY OR CREMATORY TION {Clty, town, or county) (State)

, Rl {Bpediiy) " F . .
_REMDVAL 1/2/56 , ol SALEM,ARKANSAS
DATE REC'D BY LOCAL | REGISTRAR'S SIGNATURE | Wmn ADDRESS

SPRINGFIELD, MD,

REG. )
g-ﬂggg - sa L 3

(licensed Embalmer’s Statemefit/on Reveru_S'idc)




STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was emb:
by me, or By ..o e e eereceestemeeeanerereee e a—n—n » Student Embalmer No...........

working under my personal supervision..

Student....coiiiininiiiiiie e ceieiee e
Signature of Student Embalmer

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRI{ING. (Fa
to comply with the above constitutes grounds for revocation of license).

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

T* this body is not embalmed, fact should be so stated above,



