THE DIVISION OF HEALTH OF MISSOUR)
t. Health, é 5 ____________

.+ & Welfore STA“DARD (ERTIF'(ATE Of DEATH P?T_“_""s'f:\ FILE NUMBER
ublic IE,B ‘.1:
3I| l;.::i:. H a MAY ] _ngsstr?rion_ District No. 4 7 Primary Ragistration District No..____‘_g__q_,a_,i _______ Registrar's No._____[___]z _______

1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before
. 5. 300 } o. COUNTY CALIAWAY a. STATEMISSOURI b. COUNTY SCOTT admissicn)
v. 1-57 b. C::,TY (tf ourside corporate limits, give TOWNSHIP only) Inside Limits <. C:JTRY 3 Ingide Limits
R
oM FULTON Yor o (] owm __ SIKESTON 82| Sy %O
c. Fnglﬂ NA{!:‘.%‘?F (If NOT in hospitol, give location) | Length of stay in 1b d. STDRDIIE!EEES (If outside, give location) Reside on Farm
HOSPITA A
nstituTion STATE HOSPITAL #1 3 1/2 yrs| ' 327 LUTHER STREET Yes [] Mo [
3. NAME OF DECEASED First Middle Last 4. DATE Marith Day Year
{Type or print} OP
LULA WHITE DEATH  MAY 9, 1957
5. SEX § 6. COLOR OR RACE{ 7. MARRIED [ JNEVER MAQI’ED[E 8. DATE OF BIRTH 9. AGE {in yaers JFUNDER | YEAR| IF UNDER 24 HRS.
la rthday) | Months | Days Houry Min.
FEMALE NEGRO WIDOWED [ ] oIvorcen[ ] 1897 .Sg l l
10a. USUAL OCCUPATION (Give kind of work dene | 105, KIND OF BUSINESS OR 11. BIRTHPLACE {City and state or country) / 12. CITIZEN OF WHAT COUNTRY?
during most of working life, aven If retired) {4 IN%ﬁ‘E .
DOMESTTC SERVANT L ket IOUTSTANA i U.3.4,
13a. FATHER'S NAME ", - 13b. MOTHER®S MAIDEN NAME 14. NAME OF H_USBANQ QR WIFE
UNKNCWN UNK NOWN NONE
i5. WAS DECEASED EVER IN U. 5. ARMED FORCES? A6. SOCIAL SECURITY NO.| 17. INFORMANT Address
{(Yen, ne, nk n)| {1 ive war or dates of service) - / e e
e o e ONG o UNKNOWN | STATE HOSPIYAL #1, FULTON, MISSQURT
18. CAUSE OF DEATH (Enter only one cause per tine for (a}, (b), and (c).} INTERVAL BETWEEN
PART 1. DEATH WAS CAUSED BY: ONSET AND DEATH
IMMEDIATE CAUSE {a) CARDIAC DECOMPENSAT ION
Conditions, if any, DUE TO (h) L v BRONCHOPNEUMONIA

which gave rise to
above couss {a),
stating the wndar.

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

Doctor, coroner, atc. must use only stendard nodenclature in item 18. No symptoms will be listed.

z lylng couss last DUE TO (<}
- " " PART Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but nat related 1o the terminal diseass condition given in PART  (s) 19. gggéggggg‘{ &
b
- L¥]
5 g2 Nq)x ves[] NO(]
;- = [ 20a. ACCIDENT SUICIDE HOMICIDE | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART Il of item 18.)
= w ) .
g u O O 0
] s -
o | 20e. TIME OF .Hour Month, Day, Year
3 g INJURY  am.
‘.__n'. £ p.m.
E 20d. INJURY OCCURRED 20e. PLACE OF INJURY (s.g., inor chouthome,| 20f. CITY, TOWN, OR LOCATION COUNTY v STATE
b WHILE AT ND'[ WHILE tarm, factory, street, office bldg., etc.)
& WORK ofAtaar 4
3 - X STAYEERSE Sttt :
E i 21. 4+ attended the deceased from 1 —?—‘;I_}_ , o o 2
.: H Death occurred at 10: lg Aallle : m on fho date stated above; and 1o the best of my knowledge, from the causes stated.
N 220. SIGNATURE Degres or fitla) "225. ADDRESS 22c. DATE SIGNED
T £%
: £z T.D.MC M %m. %-STATE HOSPITAL #3, FULTON, MO.. | 5~9~57

230. BURIAL, CREMATION, | 23b. DAT, OF CEMETERY OR CREMATORY 34 /y:m (Clrg town, or couniy) . {State)
REMOYAL (Specify) .
- / 2 / S 7 . “ﬂ’gﬂt) ")%«:r\_
25 DATE RECD, BY LOCAL REG. ;4. REGISTRAR'S Eofnuny -
Fd

{Liconsed E-id-- s Stategbnt on Reverse Side} '

e




-
!
S
'} e

STATEMENT BY LICENSED EMBALMER
]

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

by me, or by ...ovviieiiiiiii i, reserereseesrssenerrereirnennns teeeeeees freerleeerenes .» Student Embalmer No. ...........c.......

working under my personal supervision.

Student

.......................................................................

“eem Vo- - $ ---—Llcensed Embalmer No

.. PR ) Co \ " P.O. Address..:....-.....:..:.I;.'.....: ....... 1 . )
T~"= MNote: The above MUST. BE-SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING (Failure
to comply with the above constitutes grounds for revocauon of hcense)




