"o 30 - THE DIVISION OF HEALTH OF MISSOURI
o 30 ] FILED MAY 251956  STANDARD CERTIFICATE OF DEATH 1003"" N,:laﬁd&. -

! BIRTH NO. — REG. DIST. NO, ____* ~ ™ PRIMARY REG. DIST. NO. Raegistrar's No.
i. PLACE OF DEATH Zz. USUAL RESIDENCE (Where decetsed lived. If lostitution: resideoce befo:s
O a. COUNTY ) 2. STATE Missouri b. COUNTY Jeffers 6‘3”—”"
b. COIEY (I outaide corpurate Umits, write RURAL and ‘iv:.u gTALYENI‘GEI: H?F) c. CBT;{ (I outside corporsts Limits, write RURAL atd cive township?
o ] { ou]
TOWN Stl.Louis i TOWN DeSoto a R
d. FULL NAME OF (11 nos in hoepital or lostirutian, give streot sddrems oz loeatbon) || d. STREET - (1 raral, give locatlon) BT
HOSPITAL OR \ ADDRESS 2
wstiurion Deaconegs Hogpital Route 1 /
a‘DNE?:ME OF a. {First) b. (Middle) ¢, {Last) 4. DSFE (Month)  (Day) (Year)
(Twpe or Print) Myrtle HBlizabeth She ppard oAt May 10, 1956 |
5. SEX ’ 6. COLOR OR RACE | 7. #AR%E_:% NE‘%R 'E‘SRE,',.E.?; l 8, DATE OF BIRTH 9, :.?E (e years| % omex | x| s 1
: « en! Hours Min.
Female || White Warried ~ 7| sept.10,1907 | ‘48" l |
102, USUAL OCCUPATION (Ohekind of work | 10b. KIND OF BUSINESS OR IN- | 10. BIRTHPLACE  (rr, uad State of F Coumtey) 12_ CITIZEN OF WHAT
dooe most of worl H rotired) DUSTRY ste o Foraign Coumtey) ) UNTRY?
HSuaeWIte At Home Jofferaon Co.,M0. Tl
138, FATHER S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBANL OR WIFE
Charlea Perkins . Roge Maupin Jimmie W.Sheppard
F\'E WAS DEEkEASE;) E\:’IER m'i U.S.ARMdED FORCES‘; 15. SOCIAL szcumg 17. INFORMANT' 5 SIGNATURE OR NAME ADDRESS
.., pg. OF nowD; ras, give war or dates of
5 “ 500-28=-0742| Jimmie W.Sheppard, DeSoto,Mos
19. CAUSE OF DEATH MEDICAL CERTIFICATION INTERVAL BETWEEN
| Enter only onscaus per lb?’{%%&'ﬁ#g{_g%hm_m CO re ey i Heter YN Q VIEEDeE Onst.-'r nClm:{us

line for (a), (b}, and {c)
Coronary arqgéry disease
*Thls does mot n ANTECEDENT CAUSES

the mode of dying, such | Aforbid eomditiona, if any, giving DUE TO (b}
s heart faflure, asthenia, | rise fo the abooe caure (a) duﬂua . i . B .
dc. It means the dig. | (B¢ underlying cause laxt. - T - - -t
ease, infury, or complica- DUE TO ()

tion tohdeh covued death. | 11 OTHER SIGHIFICANT CONDITIONS -

Cunditions contribuling to the death dut not
related to the disease or condition causing death.

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

' 19a- DATE OF OPERA- | 19b.- MAJOR FINDINGS OF OFERATION ‘umbilie al hernia .. 5 z. 2 20. AUTOPSY?
. TION
W‘.\r{ \qﬁ('( {_)\m\—)\,\ veo [ g SRV I ves () o [
21a, ACCIDENT (Bpecity} 21, PLACEOF INJURY (e.s.. loorabout | 21c. (CITY, TOWN, OR TOWNSHIF) (COUNTY) : . (STATE)
SUICIDE boma, farm, fastory, strest. office bldg..se.) . . .
HOMICIDE : - $ :
21d. TCI,IEE (Mooth) (Day) (Yea) (Hous | 2le. INJURY OCCURRED | 21f. HOW DID INJURY OCCUR?
INJURY C _1O=Ch o ";mm‘it%o_:& 8=10=66 M
P o =¥ g v -~
2. ] hereby certify that I aillended the decegsed ,frt.nurs\'ﬁ’\al u\ w 18 5(9that 1 last saw the deceased
al;pe,cm‘ é"'\ VO 1095 and that death eccurred at _L.L_Q m.; 81732 and on the date stated aboreD=12~56
. REVin R Boust Degma rtllle)a 23b. ADDRESS__ 1820 Caronde]_a} ’ ATE SIGNED
U7526 Carcodaite - |57l
& BUERMIS‘:’LLCREMA. Z4b. DATE 24:. NAME OF CEMEI'ERY QR CREMATORY 7 24d. LOCATION (Clty, town, o1 eaunl.y) (Suﬂe)
ORROVAT" | 5e12-56 | Woodlawn Park _Desoto,Ma, _
DATE REC'D BY I.%CAEGL R 'S SIGNATURE —_ 25-FUMERAL DIRECTOR'S SIGNATURE ADDRE $3
f: .
AN W 195% ietrich Funeral Home, DeSoto,Mos
- & p 7y (Licunsed Embalmer's Statement on Reverse Side) S




STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me, of by——ieimree

working under my personal supervision. ' M ‘Qﬂ M
Signed..... . o_ 7

Student ........é.....t..é;;.l........_....... L. v = /
tuden alaer / . L=
' . / Licensed Embalmer Ne. 4{ Z / ,.7/4'
. P /é

i Joow e - . P. O. Address e
Note: ‘The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply with

the sbove constitutes grounds for revocation of license.)
If this body is not embalmed, fact should be so. stated above. : - .

. - -
S




