w7 GLED MAR 20 1957
Registration District No. _!’('_3 .......... Primary Registration District Nogu‘f.}“ ....... Registrar's NDW

THE DIVISION OF HEALTH OF MISSOURI
STANDARD CERTIFICATE OF DEATH

7833

"STATE FILE NUMBER 7

1. PLACE OF DEATH

2. USUAL RESIDENCE (Whaere deceased lived, If institution: Residence belore

dué’1o natural causes.

« CONTY Byutler « STATE Missourd > N Butler
b. CéLY (If outside corporate limits, give TOWNSHIP only) | tnside Limits c. CITY 0 insida Limirs
town Poplar Bluff Twsp. M Tows Poplar: Bluff Q { FYD| veso nam
FULL NAME OF {If NOT inhospital, givelocation)|Length of stay in 1b .
HOSPITAL O 4. STREET (f nu!sndc give location) Reside on Farm
{INSTITUTION \yoodwill Nurséing Home 3 wks aooress RR # YesO Nolo
3. :é::‘ :I"D First Middle Last 4. nA"_I'E Month Day Year
o
CType o print) David Roberts saw  3-1-1957
5. Sex (J)]6 coror or rRace  [7 wappiep ] wEver marrifn ()] B DATE OF BIRTH 9. AGE (In yeara | ¥ UNDER i YEAR [iF unoER 24 hRs,
. . laxt Birt, Months | Da Heurs | Min.
Male White  u wipoweo [} pivorcep [ /‘2"026 - /gX/ I " 1
-{ 10a. USUAL OCCUPATION (@ive kind of work done | 104. KIND OF BUSINESS OR INDUSTRY |11, BIRTHPLACE (City and atate or m,,;,, 12. CITIZEN OF WHAT COUNTRYT
during moat of working life, cven if retired) - /
Retired Molder Arkansas US A

13. FATHER'S NAME

14. MOTHER'S MAIDEN NAME

| _Unknown Matilda
15. WAS DECEASED EVER IN U. 5. ARMED FORCES? 16. SOCIAL SECURITY NO,|17. INFORMANT . AddMess
(¥es, no, or unknown} | (I yes. oive wor or dates of service) . .
No 7 _J4John Roberts, St. Charles, Missouri

.. Coroner cannot certify 1o a decth

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

cg1n which pave riee fo
¢ cotise 19
stating the under-

IMMEDIATE CAUSE {a),

PART 1. DEATH WAS CAUSED BY:

18, CAUSE OF DEATH [Enfer out; one cwm Jor fa), (b) and (c}. V INTERVAL BETWEEN
XA i, 0P
A,Z/cm/z/moa/ 2 P

Conditions, ifany. | pur To (bWM L s

T 100

' ::-: catise hu)t BUE TO (0) Yﬁm MM M Zﬂ WO |

——
" PART Il, QTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT aﬂ.#n T THE rmﬂmu. msusz CONDITION GNEP(yl PART I{a) ; T8, WAS AUTOPSY
. PERFORMED? 91
ves [ wo 3
20a. ACCIDENT SUICIDE ROMICIDE | 20b. DESCRIBE HOW INJURY OCCURRED. {Enler nature of injury in Part I or Part 11 of item 18.)

NJURY o m.
p. m.

20c. TIME OF  Hour  Month, Day, Year
o .

MEDICAL CERTIFICATION

.20d. INJURY OCCURRED

WHILE AT "NOT WHILE
WORK D AT WORK D

20¢. PLACE OF INJURY (e, ¢., in or aboul Aome, | 20f. CITY, TOWN, OR LOCATION

farm, factory, street, office bidg., ete.)

COUNTY STATE

Deathoccurred at

21. I an‘ended the decealad from __Z_Z__é / 4 _ ] - é 7nnd‘ lazt saw him ahva on _Mﬂ

m on the d‘al‘e stated above; and to the best of my knowledge, from the causes stated.

o ‘| 22b, ADDRESS

Poplar Blui‘f

22c, DATE SIGNED

Mo, - | 5~ /1457

Poctor, coronar, etc. must use only standérd homencicture In 1tam

diseasas in Part | must be casuelly related

~D

™

\;{7

23a. purmaL. TREMATION, |23, DATE 23. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town. or counly) (State)
REMOVAL (Specify) - - ) T Sy . 47
wrial 3 _-4-57 Woodlawn Bemetery Poplar Bluff, Ho.

24. FUNERAL DIRECTOR . ADDRESS 25 DATE a:co BY LOCAL REG.

N

Greer Croy & Fitch, Poplar Bluff, I‘m. Q[.Y’?

{Licensed Embalmer's Statement on Reverse SI&)




coE .
RLCMYE%D‘ . |

BUTLER CO. HEALTH CENTER
FILE No. '

T

STATEMENT BY LICENSED EMBALMER

’

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

Y ME, OF By Lttt e rciatsiiiits it ieseta s ra e ar e aarars . Student Embalmer No.......:

working under my personal supervision..

- Student........cociiiiiiiieiiiaaraireresarn e Signed.. ?ﬂ‘;( /%‘ﬂ/ .......

Signeture of Student Embalmer
. Licensed Embalmer No..!. = 9
-, ' /)
_ P. 0. AdiEds @///2
. Note: The above MUST BE SIGNED BY THE LICENSED EMB_ALMER in his OWN HANDWRITING, (
= . to comply with the above constitutes grounds for revocation of license),

If embalmed by a STUDENT, he also shall sign in his OWN handwriting.
If this body is not embaimed, fact should be so stated above.




