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related. Coroner cannhot certify to a death due to naotural causes.

USE ONLY;BLZCk INK OR RIBBON TYPEWRITE IF POSSIBLE

, stc. must use only standard nomenclctura in item 18. No symptoms will be listed. All

diseases in Part | must be casually

. Dector, coronar

L W

_ FULED MAY 24 1957

THE DIVISION OF

STANDARD CERTIFICATE OF DEATH

atrict No. 0 e

HEALTH OF MISSOURI

16681

STATE FILE NUMBER

Registrar's No.éé.g.r-__“_

1. PLACE OF DEATH 2.. USUAL RESIDENCE ({Whare deceased lived. I institution: Ruidon;-_bof_ort)
. COUNTY . a. STATE b, COUNTY admission'
° Franklin Miasouri Crawford
b. CITY {If outside corporats limits, giva TOWNSHIP only)| Inside Limits c. CITY E;o Inside Limits
OR ! OR OA
tomSt, Clair, Mo, on Hwy6¢Yeo NX tom Cuba e YesD Moo
- r’ig%Fl;l'?:l.’fER r(ll.f N I-!;l ’ﬁ:tighsgl"%;i") Length of stoy in 1b d. STREET {If eutside, give location) Reside on Farm
INSTITUTION ak Enrounka ADDRESS M41ha St ore YesO NoD
1 NAME OF First Middls Last 4. DATE Month Day Year
DECEASED OF
(Type or print) Mable Allene Simpson eati May 18, 1957
5. sex / 6 color or RacE 17, waprien [ never MARRWDD 8. DATE OF BIRTH |9. ?ﬁf;fi’fnﬁf.“,’)’ ::r:f.iﬂ 11)'::& IF:::R zl;::.
Fomale White woowep [] oworce [} June 209, 1908 48 10128 l
‘1104 USUAL OCCUPATION salu kind of work done | 105. KIND OF BUSINESS OR INDUSTRY |11, BIRTHPLACE (City and state or country] 12, CITIZEN OF WHAT COUNTRY?
during most of working life, even if retired) R
grocery Owner Grogery Store |New Florence, Missourfi U, S. A.

13. FATHER'S NAME

William U, COleman

14. MOTHER'S MAIDEN NAME

Mabel Dgvlis

MEDICAL CERTIFICATION

PART I. BEATH WAS CAUSED BY:
IMMEDIATE CAUSE (a}

18. CAUSE OF DEATH [Enter only one couse per line for (s}, (b). and (¢).]

R,

L

15. WAS DECEASED EVER IN 1. 5. ARMED FORCES? 16. SOCIAL SECURITY NO.|I7. INFORMANT Address
(¥er, mo. or unknown) | (If per, gine war or daies of servicsl
Noa srsimtieieid | 4908-.00-4161, Goopse Simogson, Cuba, Mo

INTERVAL BETWEEN
ONSET AND DEATH

Conditions, if any, | puE To {B)
_which pave risg fo

ubav' e couse :‘)-

staling the under-

iying caquse losf, DUE TO (¢)

1:15

Death occurred at

PART . OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TD THE TERMIMNAL DISEASE CONDITION GIVEM IN PART I(a) T8. '\”E?‘SFS;I;:%;?Y
. 3 3\ X [vesD w3
20a. ACCIDENT SUICIDE HOMICIDE | 20b. DESCRIBE HOW INJURY OCCURRED. {Enter nature of injury in Part Ior Part 11 of item 18.)
v i -_- ol
20c. TIME OF Hour Monlk, Doy, Year{, -
JSNJURY & m, R o,
p.m. .
20d. INJURY OCCURRED 20¢. PLACE OF INJURY (e. ¢., in or abon! Aome, 20f. CITY. TOWN, OR LOCATION COUNTY STATE
WHILE AT O “er WHILE ! Jarm, foctory, sirect, office Ndg., etc.)
WORK AT WORK .
-

21! 1 attended the doceased from /4 q“-r( . to 0 ) / and last law'_z:-:‘;'_.livn on M

L3 4 Ld L] L} 1

# on the date stated abore; and to the best of my knowlsdge, fram the causos stated.

24q. SIGNATURE . o (Degre or title) . 21|22 acoress . 22¢, DATE SIGNED
%:%%%%E\v4£;£ézgzb;ﬁfjxg D. 0, |Cuba, Missourl 5/19/57
2da. :grxhc:n't;m:‘gfo:‘. 3. DATE 2% NAME OF CEMETERY OR CREMATORY 234, LOCATION (City, fowwn. or eounly) (State)
urial " |5/21/1957 |0akhill Cemetery {0akhill, Crawford, Mo,

2 MNERAL OiR

ADDRESS

Cuba, Misg

25. DATE RECO. BY LOCAL REG.

ouri 5/19/57 |

JEGISTRAR'S SIGNATURE o

-

{Licensed Embalmer’s Statament on Reverse Side)

A /éQikﬁa%z LT



STATEMENT BY LICENSED EMBALMER

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

by me, or by ........... e i eerrencrareraaraierrrennaee P SO »-8 e

working under my personal supervision,.

Student ..o . . Artet”. \ =X T At L el
Signature of Student Embalmer . 0

1

Licensed Ernbalmer No.==.. L‘.

S . B : T p.oo. Address,.G, Lh ..,

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

to comply with the above constitutes grounds for, revocation of license). . -
If embalmed by a STUDENT, he also.shall sign in his OWN handwntlng '
If thxs body is not embalmed, fact should be so stated above. -




