. Health,
& Waelfare
. Public

h Service

S. 300 o
. 1-57

y related.

USE'ONIS’ BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

N

Doctor, coroner, efc. must use only standard nomenclature in item 18. No symptoms will be listed.

All diseases in Port | must be causoll

RLED OCT 29 1957

Registration District No.

THE DIYISION OF HEALTH OF MISSOURI

STANDARD é!lﬂgl(ﬁl’l OF DEATH

37602

STATE FILE NUM

g
Primary Raglshuﬂon Du.trlc' No. ]__003 ___________ nglshut s No. _____8_;33____

1.

PLACE OF DEATH

2, USUAL RESIDENCE {Where deceased lived.

If institution:-Resid i
institytion ';ém%)e ore

a. COUNTY a. STATE Missourl b COUNTY
b. CITY (If cutside corporate limits, give TOWNSHIP only) Inside Limits c. CBI'R‘Y Inside Limirs
ToW S+, Louls Yes [] Ne [ yowm ot. Louls Yes[J No[]
<. Fglgé'NAME OF (If NOT in hospitol, give location} | Length of stay in 1b %TR%%';S {tf outside, give location) Reside on Farm
‘Hi TAL OR s 8,
»é heriionMo. Baptist Hospls 2-2+w. B Visk = 3915 Flad ave. Yes (] No[J
3 NTAME OF DECEASED First Middle 7 Lost 4. DA;E Month Day Y eor
int O
(Type or prin HETTIRE " HORTON poirn 10=20-57
¢ COLOR ORRACE| 7 sagulolg neves mmeolJ] @ OATEOF BIETH 5. AGE tn emsBe o | vead i wmoce oy v
female whilte WIDOWEDD oivorcen(] l—J.].-lB?? v | l
100, USUAL DOCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (City and state or country} e 12. CITIZEN OF WHAT COUNTRY?
durk st of wyrking life, even if ratired INDUSTRY N '
hou" g‘ﬂ'flf o tfer even (fretired) 'E }1 Missouril USA
130. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
George Griffin unknown John Horton
15. WAS DECEASED EVER IN U, S, ARMED FORCES? 16. SOCIAL SECURITY NO.| 17. INFORMANT Address
Yes, no, K If yas, gi d f servi
{Yus, nerellén nqvm]l( yeu, give war or dates of service) none John H ort On’ 3 915 Fl ad’

. MEDICAL CERTIFICATION

18. CAUSE OF DEATH {Enter only one cause per line for (a), (b), and (c).)

PART I

Condltions, if any,
which gave rise to
above couse {a),

stating the under-

DEATH WAS CAUSED B
IMMEDIATE CAUSE (a)

DUE TO ()

INTERVAL BETWEEN
ONSET AND DEATH

" Aevrec pmyccalpial  [NFAReTIOAs lome LAy
ARTEA Lo Seceto e JIFART [PISEASE S YEARS

IRredio Sceelesis

EAELRAR EED

STYEAAS

lying cousa laodt. DUE TO (c}

PART ll. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not reloted to the terminal disaase cenditien given in PART | {a) 19. WAS AUTOPSY

Q 7 onTH S PERFORMED?

ARcirfe pA 0~ Qovroa , /AMNOPEN ABLE , METASTAZ/C YES[] NOfw"

200, ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART Il of item 18.)

0O o0 O 4200 H
2¢. TIME OF .Hour Month, Day, Year
Y |NJURY ©a.m. -

" v hpom. N .

204, INJURY OCCURRED .
WHILE ATD NOT WHILE o

| WORK

AT WORK

2e. PLACE OF INJURY (e.g., inor about home,

6. CITY, TOWN, OR LOCATION COUNTY

farm, factory, street, office bldg., etc.) i CLe

STATE

2.1

ded the 4

\)\J'—Y 30, 1%57

oc,"" 'LO ),57 and last Su\wh

alive on

ed from

Deoth occurred ot

DcT.1o,/387

//"./047& :

m on the dote slored obove; and to the best of my knowiedg.c, from the cavses stated.

= TURE CL l ; {Eegr.n or mle) . D- <

22b. ADDRESS
Dfoz LAFAYETIE

Sr. Low.s, Mo.

22c. DATE SIGNED

OeT. 11,1957

23a. BURIAL, CREMATION,

r&fd P

23b. DATE

1“”"

23c. NAME OF CEMETERY OR CREHATORY -

10~21-57 . .

. 23d. LOCATION (City, town, or county)
Farmington, Mo.

{State}

24. FUNERAL DIRECTOR

ADDRESS

25. DATE RECD. BY LOCAL REG,

Cozean, Farmington, Mo. S
{Licensed Embolmer's s.,._!}g?.?:l—;ﬁ}—




STATEMENT BY LICENSED- EMBALMER

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

working under my personal supervision.

Student oeeenii e
Signature of Student Embalmer

P. O. Addtess.,

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his'OWN HANDWR]T[NG (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.

o~




