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O—R WRITE PLAINLY—USING TUNFADING BLACK INE—MAKE A PERMANENT RECORD

EILED FEB 8

1957

STANDARD CERTIF

REG. DIST. NO. g éi —

THE DIVISION OF HEALTH OF MISSOURI
ATE OF DEATH State File No...

26 4,

_is1
b 2

BIRTH NO. — RIMARY REG. DIST. NO. egistrar’s No.
. PLACE OF ¥ 2. USUAL RESIDENCE (Where deconsed lived. If institution: residence befors
7' &, COUNTY .2, STATE b. COUNTY adninalon?.
Missouri : - Jackson
b. CITY at rpurate limits, welte RURAL and £ . LENGTH OF || e cITY ;
outelih corpurate fimita, wrlta " m‘:.':.hip) %TAY (in this place) OR - 1_-::;:4@« 'r;o%tﬂwmw‘:r:;
TOWN  Tndependence 20 months|  TOWM Ipndepepdence D;’ .
d. FH%)'ES‘P;{'IBAT_EOORF (It pot ia hoapital or institution, give strect addres or localion) A%gFEEESE (I rural, give locatlon) op '0
HOSFTALOR  Cable Rest Home 1500 North Liberty st. ¥
3. NAME OF 8. (First} b. (Middle) t. (Last) 4. DATE (Month) (D
DECEASED o 8y} _(Year)
( Type or Print) Johnathan William HELLUMS ' DEATH = JAan. 31, 1957
5, SEX T| 6. COLOR OR RACE | 7. mikD%F;\IIE% %IE\YgEC’gBRRlED 8. DATE OF BIRTH 9. AGEI:{?&.’;"' hl;‘ IJ':::‘.I qum | tF unoer 0 #xs.
Ma $ A . (Bpacil¥) ) on ays | Hours | Min.
le White Widowed Dec. 7, 1872 gl ‘ |
IOa usum. BE.(%TI% Jﬁﬁf;“ﬁf:&':df 10b, KIND OF BUSINESS o% IN; M. BIRTHPLACE (0, vad Seats or Foreign Comntry) O | 12 cngﬂ,;-f?,,—wﬂ
Self employe Wright County, Missouri

. Enter only onecause per
line tor {8}, (b}, and (c)

*Thiz does mot mean
the mode of dying, such
o8 heart follure, asthenda,
dec, It means the dis-
case, infury, or complica-
tion which coused death.

ANTECEDENT CAUSES

the underlying couse last.

DISEASE OR CONDITION -
DIRECTLY LEADING TO DEATH* (5)

Morbid conditiona, if any, giving DUE TO (b)
rise to the above cause (a) stoting

13a. FATHER'S NAME $3b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
Unknovwn ) Unknown Marinda Hellums
15, WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY | 17. INFORMANT' S SIGNATURE OR NAME ADDRESS
('Yu.ﬁ.cr unknown} | (11 yea, l'ht‘r“ or dates of service) RO
() one None Mrs. Olen Dur Nell 818 8. Forest Indep Mo.
MEDICAL CERTIFICATION INTERVAL BETWEEN
18. CAUSE OF DEATH INTERVAL BETWEEL

"BUE TO @)

1. OTHER SEGNIFICANT CONDITIONS

Conditions contributing to the death but nof -
rda!rd to the disease or condition cauring death.

.19a. DATE OF OPERA-
TION

190, MAJOR FINDINGS

OF OPERATION 20. AUTOPSY? =,

33/K 'I'ESD NOE

2ia. ACCIDENT (Bpacify) 23b. PLACE OF INJURY (e.g.. lncrabout | 21c. (CITY, TOWN, OR TOWNSHIF} {COUNTY) (STATE)
SUICIDE homa, farm, Iagtory, streot, office bldg..ewe.) .
HOMICIDE . .
21d. TIME {Month) {Day) (Year) (Hour) 21s. INJURY OCCURRED | 211. HOW DID INJURY OCCUR?
- WHILE AT NOT WHILE
INJURY WORK AT WORK

alive on

19057, that I last saw the deceased

22. I hereby certify that I altended the deceased from A»&g_r_ E'Ej to fﬂ_lL_
JF_LQAA_Z_ 193”7, and that death occurred at 2 FCH m., frdm the causes and on the date stated above.

232, SIGNATORE

23c, DATE SIGNED

baltner's Statcmms on Reverse Side) 7 - 7

{Degree or nue)q ﬁb Aql)gRﬁ_

SIN=N, ‘ ; Vs, 23/57
243, BURIAL, CREMA- | 24b. DATE 24c. NAME OF CEMETERY OR CREMATORY 24d. LOCATION (City, town, of county)  (State)
le REMO\I Epeeliy) ,A ‘ .

em A Jan. 31, 195 Cemetery Elkton, Missouri
ISR IFp 25 FUNERAL DIRECTOR'S 8IGNATYURE ADGERESS
DATE REC'D BY Locmk\ REGISPRAR'S SIGNAT| .’. / n / y
Z 3/1" 417 e PN ‘r’A - Y ALy ‘Psq  — -‘f{d{.‘ Yt G/G o7 A
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STATEMENT BY LICENSED EMBALMER

.
v

I hereby certify that the body whose name is recorded on the reverse side of this certificate was embal
. , Student Embalmer Nou.coereee....

by Me, OF BY . diaccdrere e et s a s s P
working under my personal supervision..
Signedw

-Student....o..iiiiciirereiieasncraseesas s s ranns
= Signature of Student Embelmer

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITI.NG (Fails

to comply with the above constitutes grounds for revocation of license).
If embalmed by.a STUDENT, he also shall sign in his OWN handwrittng.

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




