t. Health,
. & Wellare
5. Public
th Service

“FILED'NOV 8 1957

THE DIVISION OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH

IR <1 |2 N—

STATE FILE NUMBER

5. 300 '{

v. 1-57

R_ogiﬂro?ion_ _gi_st_ri_:t ND.__..___.../_,S....GE_ ______ Primary Rngistrutinn District No. ___.... &QQZ.—, Rog_ilm:r's No.__________ﬁz_____o_ _____ '
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Rendenca sfore
a. COUNTY JE.BPSI‘ o, STATE MlS Sourl b. COUNTY JaB e:? issi
b. CITY {(If cutside corporate limits, give TOWNSHIP only) Inside Limits c. C:)TRY $ A Inside Limits
TOWN Joplin Yos N [} Jown  Joplin DY 9 h YesBE Mo [
c. FULL WAME OF {lf NOT in hospital, give location} | Length of stay in 1b d. STREET {If outside, give location) Reside on Farm
e iow6rand Nursing Home 60 Yrs ADDRESS 417 Bast 23rd St., Yo [J No (3
3. NAME OF DECEASED First Middle Last 4. DATE Month Day Year
{Typo or print) OF
WILLIAM RILEY WATSON DEATH Dd%oher 28, 1957
I 5. SEX P 5. COLOR OR RACE| 7., ARRIEDCNEVER MEEDL_,] 8. DATE GOF BIRTGH 9. AGE (In yours B L:‘r;lhD'Eit i ::m 1503:05[1 24 e,
Male White wooweo]  owokkeoffl]  11-20-18687 6g

10e. USUAL OCCUPATION {Give kind of work dons
during most of wotlv.quth'v-n n!luJ)
ody an ender

10b. KIND OF BUSINESS OR
DUSTR
Automobile Repair

11. BIRTHPLACE (Ciry ond state or country)

Herrison, Arkansas

12, CITIZEN OF WHAT COUNTRY?

USA

13e. FATHER'S NAME

James W, Watson

13b. MOTHER'S MAIDEN NAME
Elize Jane Peters

14. NAME OF HUSBAND OR WIFE

15. WAS DECEASED EVER IN U, 5, ARMED FORCES?
{(Yws, no, or unllﬁwn)l(lf yeos, ﬁo war or dotes of service)

16. SOCIAL SECURITY NO.| 17. INFORMANT

None

Mrs Susie Watson,

Address

Joplin, Mo

lature in item 18. No symptoms will be listed.

'
llnenc

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

Doctor, coraner, stc. myust use only stondord no
All diseases in Part | must be causally ralated,

X

PART I

Conditions, if any,
which gove rise 1o
gbove cause {a),
stoting the under-

DUE TO"(b)

!

18. CAUSE OF DEATH (Enlu only one cause per line for {a}, (b}, ond {(c}.)

DEATH WAS CAUSED BY: ., ! ONSET AND DEATH
IMMEDIATE CAUSE (a) d P !

INTERVAL BETWEEN

s Kuseny

22a0. SIGHATURE

232 BURIAL, CREMATION, [/23b° DATE

" 22b. ADDRESS

g lying couse last. DUE TO () .
= PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but riot related 1o the terminal diasase condition glven-in PART 1 (a) 19. WAS AUTOPSY
< N . § PERFORMEQ?
T 331X YES[] NO
£1 20a. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. .(Enter nature of injury in PART | or PART |l of item 18 *
8 o o O
S[ Mec. TIME OF .Howr  Month, Day, Year m —
S INJURY a.m.
X p.m.

20d. INJURY OCCURRED 20e. PLACE OF INJURY (e.g., inorabouthome,] 20f. CITY, TOWN, OR LOCATION COUNTV STATE

WHILE ATD NOT WHILE O ' - farm, factory, street, office bldg., erc.)

WORK AT WORK e :

21. 1 attended the deceased-from D~ Z [ 1o ~ ond last saw P¥alive on /& WLkl W

Death accun.d ot ___y 9:20 m on the date stated’cbove; and 1o the best of my knowledge, from the couses sfctod
e e,
: : + ra

22c. PATE SIGNED

10-29-57

23c. ne*rtﬁv oR

CREMA'I’ORY

.

REMOVAL (Spacify) .
urisll 10.3121957 Carternlle Cemeterv .C
24. FUNERAL DIRECTOR ADDRESS L 25- DATE RECD. BY LOCAL REG.

Thornhill =JDi1lon : doplin. Mo

//— 4=/ 757

Frisco Bldg., Joplin, Mo

23d. LOCATION (Clty, town, o county)

(Store}

4 Embal ‘e

(L

on Reverae Side)
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STATEMENT BY LICENSED EMBALMER

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

by me, or by .coeieiiiiiiiees S U U ST OO .» Student Embalmer No. ...........coeenin

wotking under my personal supervision.

Student

Signature of Student Embalmer

'Licensed Emba

’ - P. O. Address /. S5fcbdtin, . L4
Note: ‘The above MUST-BE SIGNED BY THE LICENSED EMBALMER in his OWNHANDWRITING. (Failure
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 embalmed, fact should be so stated above.

-----



