S. No.300

THE DIVISION OF HEALTH OF MISSOURI 2023215

. 10,48 ALUED JUN 21 1957 STANDARD CERTIFICATE OF DEATH State Fie Nower o
"BIRTH NO._____________________ REG. DIST. NO. 3 33 . PRIMARY REG. DIST. nos_OZé_ Kegirtrar's No /C] -L

1. PLACE OF DEATH _ 2. USUAL RESIDENCE (Whars 4 d Uved. U Lot idenoe before

a. COUNTY Scott 2. STATE Mis souri b. coum'g tod dar d abinblon).

b. CITY (i outelds corpurnts Limita, write RURAL snd give
towrahip)

c. LENGTH OF €. CITY (U outside corporsts limits, write RURAL and ¢ive township?
STAY (ln this placa)fi

OR . . .
Toww _Sikeston Wk TOWK Tdalia R /.A‘gﬂ
d. FULL NAME OF (if not in hospdtsl or instlrgtion, give strect sddress or loeation) d. STREET - (If tural, give loeation) i o ;
HOSPITAL O A :
wetiurion  Schufett Nursing Home ADDRESS
3. NAME OF a. (First) b. (Middle) ¢. (Last) 4. DATE (Month)  (Day) (Year)
DECEASED
(Type or Prina) John Henry Hester pﬁm June 95 1957
5. SEX Ers. COLOR OR RACE | 7. MARRIED. NEVER MARRIED. 21 8. DATE OF BIRTH 5 KGE Un yeun| v oan | e |7 wocn 1w
B R ¢ . birthday on ours | Min.
male whi te Widowed April 9, 1885| 72 | l

10a. USUAL OCCUPATION (Givekind of work | 10b. KIND OF BUSINESSD?ET'RN\; 11. BIRTHPLACE

s, USUAL OCCUPATION it o T — T

Retired farmer farming .Bloomfield, Mo. U.S.4A.
13a. FATHER'S NAME 13b. MOTHER™ S MAIDEN NAME 14. NAME OF HUSBAND OR WiFE
£1i Hester | Mary Hoxworth ] deceased
15. WAS DECEASED EVER IN U.5. ARMED FORCES? | 16. SOCIAL SECURITY | 17. INFORMANT'S SIGNATURE OR NAME ADDRESS
(Yea, o, of enknown) | (If yes, glve war or dates ol sarvics)

no X X X x X x x|490-01- 35‘8‘7 Jesse Hester Morehouss, Mo.

18. CAUSE OF DEATH MEDICAL. CERTIFICATION INTERVAL, BETWEEN )
. ||. Enter only onecause per I DISEASE OR CONDITION . . ONSET AND DEATH
Jine tor (a), {b), and () IRECTLY LEADING TO DEATH® (4) 2 d‘: v 5
*This does not mean | ANTECEDENT CAUSES E f 5
the mode of dying. such | Morbid conditions, if ?ny, ng DUE TO (b) _ -

as heart follure, asthenio, rise to the above cous _
de. Ilfwm the dis- | e wmderlying cause lost. - L.
eans, infury, or complica- DUE TO (e)

tion whizh caused death. | 11, OTHER SIGNIFICANT CONDITIONS

Conditions contributing to the death dut not
related to the disease or condition causing death,

WRITE . PLAINLY—USING UNFADING BLACE INE—MAKE A PERMANENT RECORD

19a. DATE OF OPERA- | 18b. MAJOR FINDINGS OF OPERATION + - , . N - 2. AUTOPSY? ¢}
. TION 3 3 :)\
e Al wd wl]
2ta. ACCIDENT (Bpecity) 21b. PLACEOF INJURY ta.g..inaraboat | 2%c. (CITY. TOWN, OR TOWNSHIF) (COUNTY) . (STATE)
ICID! hanse, tarm, fsstory, sireet, olfios bldg., sse) ey ) <.
HOMICIDE i . e )
219. TIME (Moath) (Day) (Year) GHonn | 2le, INJURY OCCURRED | 21f. HOW DID NJURY OCCUR?
INJURY . w. | WHILEAT[™] NOTWHIE
{1 22. I hereby certy y that I afiended the deceased from _A?AQLL 19‘5'_2 lo _u_ 19.‘22 that I last saw the deceased
alive on 19._[._2 and that death occurred al m., from the causes and on the dafe stated above.
cee—d.. J[ 2. SIGNATURE (Degros or title) ry 23b, ADDRESS WK 23¢. DATE SIGNED
A7), /02 AM-D . AT S | 6 -riss
zu ag&lsm CREMA- | 206 NDATE 24c, NAME OF CEMETERY OR cm-:&mronv 24d. LOCATION (Oﬁy. town, or county) (Biate)
Cipacity) v . . , - R .
urial 6-11=57 Walker cemetery Rloomfisld Mg, :
D BY L%CAEGL REGISTRAR'S SJGNATURE 25- FUNERAL DIRECTOR'S SIGNATURE * TADDRESS -
LFL?) [ ~/3-57 Mg&v Watkins & Sons Dexter, Mo.

{Lk EmbdmnnSuwmmoanSo&)




N I - 1957* - ':'j ‘.
DATE RECEIVED JUN1 17 :
" SCOTT CO. HEALTH DEFT.

CO. FILE No. 657~ /& o '

 re N . o

STATEMENT BY LICENSED EMBALMER

I hereby cértify that the body whose name is recorded on the reverse side of this certificate was embalmed by me, or by

Studont Embalmer No.

working under my persona! supervision,

. +
Student c.oceieeetrsscnoasne “esensasansacans Slgned.... ._Mwm‘
‘ Student Embalnu i .

Licensed Embalmer No L}' 7/ 7

~ : ) ' ' 1

e, 0. muirentln e

Note: The sbove MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRIT]NG (Failuze to comply with
the above constitutes grounds for revocation of license.)

Iftlmbodywnotentbalmed.fm;hoddbemmtedabove. R S o i

. ' +
- 11 . .




