No. 300
10.408

&

.

WRITE PLAINLY—USING UNFADING BLACK INK

MAKE A PERMANENT RECORD

-

HLEDMAY 24 1956

BIRTH NO.

THE DIVISION OF HEALTH OF MISSOURI
STANDARD CERTIFICATE OF DEATH

REG. DIST. NO, é/z PRIMARY REG. DIST. IO_M: Regisivar's No...... .‘..Zb.g,_,.,__

911'7

State File No...

1. PLACE OF DEATH .
COUNTY
> <A \-o\ns

2. USUALMRESIDENCE (Where deccased lved. If lostitutlon: residence before
a. STATE I1ssourl b. COUNTY € vdinimlon).
/ . <t .ol

¢. LENGTH OF

Sl'Ar (in this place}

b. CITY (I outslda eorporats limits, weits RURAL and give

TOWN township}
Heshbter Grovess

d. Is Residency within limits of

N dty q{ Ipcorponud town?

¢ CITY o Y74
To\ﬁiesbter Groves ‘o.

|

d. FULL NAME OF (If mot in hoepital or institytion, sive street addres or Iation) STREET {11 rural, give location)
HOSPITAL O " ADDRESS : -
INSTITUTION, (Home): 202 Truedale
3, NAME OF a (Firsf) 'b. (Middle) s (Last) i DATE (Month) . (Day)  (Year)
(Typeor Print)  Jeffie ' HBawkins ] "DEATH B 6 56
5. SEX 6. COLOR OR RACE | 7 MARRIED. NEVER MARRIED, )| § DATE OF BIRTH . AGE do yeun| o womm ; van | e .
. ED (8pe - t ¥, o ays | Hours | Min,
Male Negro 1dowed 10==11--183 bg‘é , I
108, USUAL S&fﬂ"gﬁ' u(fc.u:;;m:;;x; 100. KIND OF BUSINESS OR IN. | 11. BIRTHPLACE (¢(0; sad State or Foreien Constrr) €] 12, CITIZEN OF WHAT
One - e neioneC \Jo ne. - Low: Bottom Missouri
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND'OR WIFE
Willams Hawldins | Priscilla Capter | Dead.
15. WAS DECEASED EVER IN U.S ARMED FORCES? | 16. SOCIAL SECURITY | 17, INFORMANT' 5 S| GNATURE OR NAME ADDRESS
{You o, or unkoowsa) | (If ¥ e war or datea of service) . NO. . . ) R
Yes iad None Mrs, Linna Wagner 18 W, Waymire Ave,

. Enter only onecause per

18. CAUSE OF DEATH . .
f. DISEASE OR CONDITION

Yine for (a), (b), and {c) DIRECTLY LEADING TO DEATH® () ...

*This dpes not mean ANTECEDENT CAUSES

the mode of dying, such

DICAL CERTIFICATION
MW—«J d)

S———

INTERVAL BETWEEN
ONSET AND DEATH

Morbid conditions, if any, giving DUE TO (b}
rize to the above cause {a) stating

as heart fallure, asthenia, the underiging ceuse

ete. It means the dis-

case, infury, or complica- DUE TO (&)

tion which caused death. | 1. OTHER SIGNIFICANT CONDITIONS

Conditions contribuling to the death bud not
related to the disease or condition causing deafh.

S-'K{GREG

19a. DATE OF OP_FI%?“- 199, MAJOR FINDINGS OF OPERATION 20. AUTOPSY?
A I e T U7, S yarvyi yes L1 wo @/
21a. ACCIDENT {Bpecity) 21b. PLACEOF INJURY (o.g.. inorabout | 21c. (CITY, TOWN, OR TOWNSHIP) (COUNTY) (STATE)
SUICIDE home, farm, fagtory, sireet, office bldg.,a10.)
HOMICIDE ~ vt/ g ] S— R e W Y - I — —
21d. TIME (Month) (Day) (Yesr} (Hour) 2le, INJURY OCCCURRED | 21f. HOW DID INJURY OCCUR?
WHILEAT[] NOT WHILE,
2 —————, %—Q—..
INJURY = | “work -Q——xr work —H - “
22. T hereby cegify that I aliended the deceased from '}M, 1 9.&6_, to ’%_L, 19.-5_g., that T last saw the deceased
alive on 5 19&, and that.death occurred at _M‘_‘_ m., from the tauses and on.the date stated above,
2. SIGHNATURE or t.itle)C"ﬂb. ADDRESS .. e 23c. DATE SIGNED
d Wa—-«ﬂ_ / 772..E m $-7-48%
- | 24b. DATE 24c. NAME OF CEMETERY OR CREMATORY 244. LDCATION (Olty, town, or county) {Stale)
T, . . .
M T =56 National Cemetery Jafferson BRarks Mo
DATE REC'D BY LOCAL | REGISTRAR'S SIGNATURE 25. FUNERAL DIRECTOR'S $IGNATURE ABDRESS

Lewis Funeral Home 22 Fneild

(Licensed

Statemetit on Heverse Side)




~ STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose nameé is recorded on the reverse side of this certificate was emb:

L = = T = T - O Cearaean , Student Embalmer No...........

working under my personal supervision,.

Student ... .o iii i it iriccisa e i I oo ai SN s 4, . w

Signature of Student Embalmper

Licensed Embalmer No,..7.

P. O. Address/ﬁ —C""‘-‘

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING {Fe
to comply with the above constitutes grounds for revocation of license).
1f embalmed by a STUDENT, he also shall sign in his OWN handwriting.
.74 this body is not embalmed, fact should be so stated above. - -




