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Doctor, coronar, atc. must use only standard nomenclature in item 18. No symptoms will be listed. Al}
diseases in Part | ‘must be casually related. Coroner cannot cortify to a death due to natural cavsas.
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FILED SEP 6 1956

Ragi stration District No.

THE DIVISION OF HEAL TH OF MISSOUR1
STANDARD CERTIFICATE OF DEATH

.......................3.]..8imu!y Rugistration District No. 1003

STATE FILE r;umas?143

Registrar

/ W

hw&ﬁghﬂvm MARRIED [}

i, PLACE OF DEATH 2. USUAL RESIDENCE (Where dwceased lived. IF institution: Rasidunce befor
o. COUNTY o STATE b. COUNTY admizaion
Mo New Madrid
b, Cg;Y (It outaide corperate limits, give TOWNSHIP only) | Inside Limits c. CCI’EY ¢ inside Limits
Yesll NoDd }‘E
Toww  St, Louis, Mo. su Mo oW Marston g 17 7| Yero Reo
c. Eg%&.ﬂff:t\%gi’ (H NOT mho:plml givelocation)|Length of stay in 1b 4 STREET {If ouvtside, give location) Reside on Farm
INSTITUTION ADDRESS None YesO MNoD
3 :;:‘:A‘Of First Middle Lest 4. DATE Month Day Yeor
ED OF
(Type or print) Ida | By Sherrod oeath  August 1, 1956
3. SEX 6. COLOR OR RACE 9. AGE (fn years | IF UNDER 1 YEAR NiF UNDER M HRS,

8. DATE OF BIRTH
lost birthday)

wipowep [ pivercep [

M onths I Do

Heours l Min.

102, USUAL OCCUPATION &Gm kind of work done
during most of working life, eoen if retired)

106, KIND OF BUSINESS OR [NDUSTRY

14. BIRTHPLACE (City and neato or country)

Dec.21,7189} h2
/

12. CITIZEN OF WHAT COUNTRY?

rife Decatorville Tenna America:
13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME
Jim Wyatt aophie Gates
15. WAS DECEASED EVER IN U.S. ARMED FORCES? 16. SQCIAL SECURITY NO. |7 l FORMANT Address
{Ves, no, or unknpwn} {If yen, gine war or dates of service)
No Nona Bernice Bregwan M.-q'r-st on Moa

" USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSISBLE

IB. CAUSE OF DEATH [Enler only ore couse
PART I. DEATH WAS CAUSED BY:

per line for (a), (D). and (c)]

IMMEDIATE CAUSE (¢) '____QZ‘_Qian_a of lef‘b breast

INTERVAL BETWEEM
ONSET AND DEATH

mos.

with metastases to lung

Conditiona, if any, DUE TO ()
which gare risg fo .
above cause ;’ ' .
slating the under- .
z lying cause last. DUE TO (¢)
=} PART I1. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART t(a) LER ;?asr s:;ggv
-
é / 7 é X ves [ wo [
1-‘-_' 20a. ACCIDENT SUICIDE HOMICIDE | 206. DESCRIBE HOW INJURY OCCURRED. (Enler nature of injury in Part Ior Part 11 of item 18) o
g a ] O
‘-" 20c. TIME OF MHour Month, Day, Year
] INJURY a. m. H
E p m. .
X | 20d. INJURY CCCURRED 20¢. PLACE OF INJURY (e, ¢., in or about Aome, | 201 CITY. TOWN. OR LOCATION COUNTY STATE
WHILE AT NOT WHILE [ Jarm, factory, atreet, office bidg., eic.) -
WORK AT WORK N

21. 1 attended the deceased from

Death occurred at ,_____,_é: 3‘1’ A M

her

and last saw ‘A

to

alive on

—July 26, 1956 . t0 _Aug, 1. JOCE im —.ﬂmg—l—]:%‘rb-
m on the date stated above; and to the best of my knawhdﬂo from the caus’es atared

22a. SIGNA% - - {Degree or-tilé) j E E} 22h. ADDRESS - R 22c. DATE SIGNED
, yZ o . M, D, _BARNES HOSEITAL . . o/ /e
23a. BURNL, CREMATION, 1236, DATE zf NAME OF CEMETERY OR CREMATORY 2M. LOCATION (Cify, town. or county) (State)
REMOVAL (Specify) .- . S ..
Remova August 2,1956 Lillborne Cem. Lillborrie Moe
24. FUNERAL DIRECTOR ADDRESS 25. DATE RECD. BY LOCAL REG, |26, REGISTRAR'S SIGNAJURE
Ponder Lillborne Moe AUG2 1955 é J mzz oS

{Licensed Embalmer’s Statement on Reverse Side)

-

5.7



STATEMENT BY LICENSED EMBALMER

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

by Me, OF BY (it e et e e

working under my personal supervision..

Student...coveriooaiiii i e aan e
Signature of Student Ecbalmer

: Lidénsed Embalmer No...gﬁg
P. O. Address ... %ﬂt«'

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (F
to comply with the above constitutes grounds for revocatxon of hce‘pse)‘ . > '7

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

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

-



