‘A
auended the deceased from %ﬂ, lo 4%, I&g, that I last saw the deceased
Jite oner L Bl ay , and that death oceurred athl.2 OF em., from the causeshind on the date stated above.

e,

(Degree or titl) 23b. ADDR

TE SIGNED

BURTAL, Cl 24b. DATE 24c. NAME OF CEMETERY “9R CREMATORY
TION REMOVAL (Bpecity) :

Burial 8-30-57 -21d Qak Hill Cem. - Ponlar‘ Bluff, Mo, -

DATE REC'D YL%CE%L @@'
[

wn. or county)

25, FUNERAL DIRECTOR' S ) GNATURE ADDRESS

_lFrank -Cotrell Poplar Bluff, Mo.

on Reverse Side)

400 ! e . i - THE DiVISION OF HEALIH OF MISOUKI
6. .
o8 i FILED.SEP 301957  STANDARD CERTIFICATE OF DEATH o rie e 31004
[Py LY, 3 é V
! BIRTH NO. REG. DIST. NO, PRIMARY REG. DIST. NO. ‘S- % Registrer's No..... 5
1. Pl&g&:r\?,‘- DEATH 2. USL;?L. RESIDENCE (Whete ducessed lived. 1f {mathution: tesidance/befors -
8. H a. STATE b. COUNTY in hm‘
— Butler Mo. Butler zﬂ]
b. CITY (it cuteids corpurste limits, writs RURAL apd7hive ¢. LENGTH OF c. CITY &, Is Reslgence within Imits of
OR - STAY (in this place)|| - OR "W ety op incorparaied fowni
8 Towr  Poplar Bluff, Iﬁwﬁﬁ"s I__TowN Poplar Biuff - L WETRRT 0
g d. FHIO-IS-PI;I'PANIEEOORF {If pot in hoepital or inatitution, give sigpot address or locailon) ASDTDRFEEBTS (1f rural, give location)
3 wstiTution GoodwWill Nursing Home 4" Hwy. 67 South
g 3 NAME OF 2. (Fish) b. (Middle) ¢, (Last) ' 4 DATE (Moath)  (Day)  (Year)
e (Type or Print) George Dover DEATH Aye. 27, 1957
F'-i 5. SEX 6. COLOR OR RACE | 7. NPD%%EB gﬂgscl‘élgRRIED. 8. DATE OF BIRTH 8, I:\.GE I yesrs r-l; ur&m | TEAR | (F UKDER  Was.
= . . C . (Bparity) . ¢ birthday) oni Days | Hours | Min.
S Male @ White Widowed ot {June 19,1870~ 87 | 8 l
21 108. USUAL OCCUPATION (Givekind uf work | 10b. KIND OF BUSINESS OR IN- | 11. BIRTHPLACE . . - 5
E mdur'uumuuc!worklul!h.o:onﬂl :Ith‘d) ) DUSTRY (City wad State or Foreign Comstiy) mcngNl%lF:tul?OF WHAT
A armer Seymore, Ind. [/ i 3. .
< 138, FATHER™S NAME 13b, MOTHER'S MAIDEN NAM 14. MAME OF HUSBAND OR WIFE
. Stephen Dover MML Minnie Miller Dover, Dec'd
% 15. WAS DECEASED EVER IN U.S ARMED FORCES‘ 16. SOCIAL SECURITY | 12. INFORMANT'S SIGNATURE OR NAME ADDRESS
P (YuNo orunknown) | (11 yes, glve war or dates of corvice) NO.
= o) — Charles Dover,5t. Louis, Mo.
hl'.'. 18. CAUSE OF DEATH < On ¢ AL CERT TION , R 5 gt o
. Enter anly onecaus: 1. DISEASE OR CONDITION - }5
7 |[ vime for (, (b, and T | DIRECTLY LEADING 70 DEATH® ) g~ L
5 *This doez nof mean ANTECEDENT CAUSES .
b ihe mode of dying, ruch | Morbid conditions, if any, giving DUE TO (b)
- o heorl failure, osthenia, | Tite to the above estiae (o) stating .
=) de. It means the dig- | ¢ underlying couse last. - . ' v R ) .
) caze, infury, or complica- DUE TO (c) -
= tiom which caused dentl, | 1. OTHER SIGNIFICANT CONDITIONS
= Conditions eontribuling to the death but not . . SR b -
E related to the disease or condition causing death. .
;:: 19a. DATE OF OPTE_;ROAN- 19b. MAJOR FINDINGS OF OPERATION .. B - _ 20. AUTOPSY?
- b oo ves [ w (]
21a. ACCIDENT {Bpecity} 21b. PLACEOF INJURY (e.g. inorabout | 2lc. (CITY, TOWN, OR TOWNSHIF) " (COUNTY) (STATE}
&)
= a%ﬁ:glEDE e . . hozos, farm. faotory . stroat. offios bldy..e10.)
>, d o .
g 21d. TIME (Month) | (Day}  (Year) (Hour) 2ie. INJURY OCCURRED | 21f, HOW DID INJURY OCCUR? )
i | ’ INURY et L WHILE AT NOT WHILE
J m. WORK _ALWORK
i)
&
-
S5
[+9
E
=
3




RECEIVED'

SEP 23 1957 -
BUTLER T8 AAHY center o
FILE No.
| |
1
t -

~ * 77 7 STATEMENT ‘BY LICENSED EMBALMER - !
. - ‘
1

I hereby certify that the body whose name is recorded on t.he reverse side of this certificate was emba

DY ME, OF BY ..ttt im it o s e s r s n et i s

working under my personal supervision..

Student . ..oooi e raeas
Signeture of Student Embalmer ) o

o - - . :'- . ".,-' ‘ | . P. 0. Addres@féém @.é

Note The above MUST BE SIGNED BY THE LICENSED EMBALMERm his OWN HANDWRITING (Fa

-to comply with the above constitutes grounds for revocation of license). - .
if embalined by a STUDENT, he also shall sign in his OWN handwriting. . N

- 1¢ this body is not embalmed, fact should be so stated above. - ’

L heasle s -
e T

. N ST - k! -




