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WRITE PLAINLY—USING UNFADING BLACK INE—MAEKE A PERMANENT RECORD

’ THE DIVISION OF HEALTH OF MISSOURI

STANDARD CERTIF

FILED DEC 2 - 1957

[CATE OF DEATH State File

PRIMARY REG. O1ST. NO.M Registrar's No /}' o

! BIRTH NO.
1. PLACE OF DEATH 2. USUAL RESIDENGCE (Wbere decossed lived. If Institution: residence/before
a. COUNTY a. STATE b, COUNTY aginiiont,
Butler Mo, Butler 7
b. CITY tIf outclda corpurste limits, writs RURAL and give ¢c. LENGTH OF c. CITY

d. Is Residence within llmits of

10b. KIND OF BUSlNSS OR IN-
lle of workiaz llla, sven if rotired) DUSTRY

St

wownshipi| STAY tin thia place) 4 ity eg Incorporated town?
15w Poplar Bluff, Mo, TOW ponlar Bluff b
d. FHéls-P:{_#ANLEO%F (If oot in hospital or Iu:huunn give atreot address or location) ASDTDRESS = 444 ﬂlﬂl l’" hnlivﬂ) / )_, %
stituTion Doctoras Hosplt 1216 Tremont o 2
36*2:;25 s%li-:: 8. (Firs:])' R E &Middle)d gt Cc ]fh;) _ 4 DATE (Month) (Dsy) (Year)
{ Type or Print} hn war t.Clain: DEATH Nov,.1l1l,1957
5. SEX ({7 ] 6 COLCR OR RACE | 7. \'.}'ﬁ,%%'fé% ';{,,E\‘,"SECMARR'ED (| &. DATE OF BIRTH 8. lf.GE  (n yesn| ¥ ocn | Dr:n ¥ GNOOA 4 Has.
] B H .
Male White Never' Marr clfy) qune 9 ’1951 6’ ¥, @ ‘ r» curs | Mis,
10a. USUAL OCCUPATION (Give kind of work 11. BIRTHPLACE

(City ead Stare ¢r Foreign Country)

Poplar Bluff, Mo,

) 12, CITIZEN OF WHAT
COUNTRY?

U, Sl

16. SOCIAL SECURITY
NO,

(If yes, xive war or dates of sorvice)

(Nldo. or unknowa)

13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR ¥IFE
' Robert Edward. 8t.Clain Norma W. Greer None
15. WAS DECEASED EVER IN U.S. ARMED FORCES? 17. INFORMANT'S SiGNATURE OR NAME ADDRESS

Robert E,St. 01a1r ,Poplar Bluff,Mo.

18. CAUSE OF DEATH
. Enter only one couse per
tine for (m), {b), and (c)

*This dors nol mean ANTECEDENT CAUSES

INTERVAI. BETWEEN
ONSET AND DEATH

a - - MEDICAL CERTIFICATION . N
1. DISEASE OR CONDITION =
DIRECTLY LEADING TO DEATH® () 2 £ & i

Morbid conditions, if any, giring DUE TO (b)
rise Lo the above canae (a) uu.!ina
the underlying couae last.

the mode of dyinp, such
ar hear! fallure, asthenia,
ele. It means the dis-

case, infury, or complica- DUE TO (c)

11. OTHER SIGNIFICANT CONDITIONS

Conditions contributing io the death but nol
related to the disease or condition causing death.

tion which caused death,

19a. DATE OF OP_F&_JAN- | 195. MAJOR FINDINGS OF OPERATION

| 20, auToOPSY? T~

YESD nom—’.

491X

(STATE)

21a. ACCIDENT (Bpeeily} 21b. PLACE OF INJURY (e.5.. Inorabout | 2ic. (CITY, TOWN, OR TOWNSHIP) (COUNTY)
. SUICIDE | bome, (arm. faetory, street, ofics bldg., e1e.)
HOMICIDE ’ T I
21d. TIME (Moath). (Day) (Year) (Hour} 2le. INJURY OCCURRED | 21f. HOW DID INJURY OCCUR?
VIR e s WHILE AT[—] NOT WHILE
INJURY = | " woRK AT WORK
22. I hereby certify that I attcnded the deceased from , 19 lo 19, that 1 last saw the decensed

& “‘”7

alwe on and that death oceurred a! _]].I:_OQPm from the causes and on the date slated above.
Ba. TURE /p /g . (Depresortitle)r) 23b. ADDRESS . _ Zc. DATE SIGNED7
24n. BURTAL, CREMA- m DATE. .. ' 24, NAME OF CEMETERY OR CREMATORY 24, LOCATION (City, town, or county) (5tate)
(Bndh
11-13-57 -Wobdlawn Cem, : Poplar Biuff, Mo, -
G ‘5, 5] RE 25 FUMERAL DIRECTOR™ 3 5| GNATURE ADDRESS

| Frank-Cotrell Poplar Bluff,Mo,.

tement on Reverse Side)




RECEIVED

NOV 25 1957
BUTLER CO. HEALTH CENTER .

FILE No. '

STATEMENT BY LICENSED EMBALMER

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

by me, OF By ..o it as st e e ieeeeann . Student Embalmer No............... ]
working under my personal supervision..
Student...cooocmnenreerirriaeiiaaiaeiccesranannraes Signed ... . aae s
Signeture of Student l-.‘-lnl-r
Licensed Embalmer No...............
P. O, Address ........_....ccccoivininnns
Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN ‘HAI‘IDWRITING._ {Faily

to comply.with the above constitutes grounds for revocation of license).
If embalmed by a STUDENT, he also shall sign in his OWN handwriting. B o
T".t.hl.s body is not embalmed, fact should be so_stated above. . -



