THE DIVISSON OF HEALTH OF MI>50URI

5. No. 300
- e -ALED SEP 121956 STANDARD CERTIFICATE OF DEATH = L T i
BERTH MNO. __ z 2 i REG. DJST. NO, _ZLL_ PRIMARY REG. DIST. uo._ém. Kegistrar's No 3 /3
. I. PLACE OF DEATH 2. USUAL RESIDENCE (Whaere d d lhved, 1 1 ion: resid befote
2. COUNTY Qs e s ' --a.-STATE 52 : . dintwlon),
J St. Francois ® Missours. b. COURTY Jeffersén
b. CITY (i outeid te limits, write RURAL nod i ¢. LENGTH OF c. CITY
198N S, Francois e, STAY toois seel| 88 H311sboro T
a wN3y+. Francols Twp. Her . 3m TOWN _ A=
d. FH&. NAME OF {1t not in bospital or institution, give streot nddrem or locatlea) AsérDRESS (If rural, give location) W
3 INerToTion Mo. State Hospital #4 Hursing Home 2 /
3. NAME OF . (First b. (Midd] . (Liast
ﬂ DECEAsED 4 b (piadie) c. (Last) 4 DATE  (Montt) (Dm év
= { Type or Print) ETHEL ROSE GOFE oearw August
é 5. SEX 6. COLOR OR RACE | 7. MIARRIEB. EF\\;‘SFRKCPOE\SRRIED. 8. DATE OF BIRTH# 9. AGE (Jo years| ¥ UNOER | YEAR | o WamER b kRS,
2 4. . birthday)} ihe | Dy
g F ema 1 white %52&’;3. ok {8pecif; 1-28-.19 jQ? ] ]26" Hours I Min.
. || 102 USUAL OCCUPATION (Giekindofwork | 10b. KIND OF BUSINESS OR IN- | 1f. BIRTHPLACE . = .
4 danuan;mu-tnl working u!o.-:.n‘}l r-r.;r::ﬂ - DUSTRY . . (City and State or Forsign Countryl} .. 1ZCSLH¥E§QFWHAT
o cusewife == St. Louis, Mo. U.S5.4,
133, _FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
< Emery Williams fssie Boyd Harry Goff
E 15. WAS DECEASED EVER IN Y. S ARMED FORCES? 16. SOCIAL SECURITY | 17. INFORMANT' S SIGNATURE OR NAME ADDRESS
: ] {Yes. pa, or upknown} | {1f yes, rive war or dates of service) NO.
| ~ no none tecords,State Hosp #4 Farmineton, Mo,
j I 18, CALISE OF DEATH MEDHCAL CERTIFICATION Ig;gg‘r’?\lﬁg%m
; 2 || Enter only onecotiseper | 1+ DISEASE OR CONDITION H
i 7 |11 tor (s), (5, and (o) | DIRECTLY LEADING TO DEATH"(5) Strentococcus Septicemia = = = = - - 8 das
] *This dots not mean ANTECEDENT CAUSE“ .
2 ihe mode'of duing, such | Aforbid conditions, if any, giring DUE TO (b} Extraction Of teeth on 8'16"56'
- aa heart faifure, asthenia, | rite fo the above cause (a) stating
I elc. It means the dis- | ¢ underlying cause lost. :
o case, injury, or complica- DUE TO (e)
> tiosnt which caused death, | 11 OTHER SIGNIFICANT CONDITIONS
= - Conditions contribuding to the death but not
E | _reloted to the disease or condition cousing death.
;; 19a. DATE OF OP_IE_llg}i 196, MAJOR FINDINGS OF QOPERATION 20. AUTOPSY?
0530 | 'l w®
) 2ia. ACCIDENT (Specity} 215, PLACE OF INJURY (e.n.lnorabout | 2Ic, (CITY, TOWN, OR TOWNSHIP) (COUNTY) (5TATE)
; SUICIDE bome, farm, fastory, strest. office bldg..etal)
l é HOMICIDE
. g 21¢. TIME (Month) {(Dsy) (Year) (Hour) 2le. INJURY OCCURRED | 21f. HOW DID INJURY OCCUR?
E WHILE AT NOT WHILE
| INJURY WORK AT WORK
= i p;
r; 2, I hereby certify that I altended the deceased from —edufie 21 19_5_6_, o _Auneg 2l 1945, that I last saw the deceased
- aliveon Aug, 2L 1956 and that death occurred at Ziéﬁ_am., Jfrom the causes and on the date siated above.
z 2. SIGNATURE {Degroe ot title) 27 23b. ADDRESS 2. TE?gNED
; State Hospital No.l,Farmington t46
' E Tla' BOR Ig lKLCREMA‘ DATE 242, E OF CEMETERY ©OR CREMATORY 24d. TION (Clty, town, or county) {Etate)
{Bpwclly)
3 vE’Ht— /)oc-—ﬁ-‘x /EL gRoux NE'UN\ | HERCOLANEUN Mo,
25. FUNERAL DIRECTOR™S $1GNATURE ADDRE 8% /y/

o



e e

STATEMENT BY LICENSED EMBALMER

1 hereby certify that the body whose name is recorded on the reverse side of this certificate was embals

DY ME, OF DY L. issresmticiaaiacmciaasamcscencanrnssnssssasanansannn teeeenas , Student Embalmer No......c........

working under my perscnal supervision..

Student.......coiiuiinrriirciiiriiii i anaeaaa
Signature of Student Embalwer

P. O. Adglress ....... L0, 7.

" Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Fai
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,

o



