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Public
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Coroner caonnot certify to o death due to naturol couses.

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

{iseases in Part | must be casually related.

'

Q

~3 Doctor, coroner, ate. must use only standard nomenclature in item 18. No symptoms will be listed. All

THE DIVISION OF HEALTH OF MISSOUR!
STANDARD CERTIFICATE OF DEATH

FlLED DEC 5- 1957
Registrotion District No. ... 4’ 3

STATE FILE NUMBER

... Primary Registration Distsi c.f No. ‘.g.’..%j....

Ragistrar's No. .[..Z... [,

1. PLACE OF DEATH
a. COUNTY Butler

2. USUQL RESIDENCE (Whare decaased lived.

a, STATE Y . b. COUNTY
Missouri

If institution: Residence before

4
admizsiol

St, Francois

b. CITY (M outside corporate limits, give TOWNSHIP only)

TOWN Poplar Blufi Twsp..

Yeos Ll

lnside Limits <.

CITY

0 .
No TowN Bismark

Inside Limits

;,ébfcgg NeO

24

4'
<. r'gls.;.r?:‘}:\%gf: (" NOTin hospllal give locotion){Length of stay in 1b d. STREET (1 sutside, give location) gz:ide on Farm
insTituTion BB g 1 week aooress v/, Higin St. YesO NaX |
3. NAME OF Firat T Middle Last 4. DATE Motk Doy | Yewr |
DECIASED . ~ . OF
(Twpe or prini) Daisy Uhl oeari 11-18-1957 =
5. SEX 6. COLOR OR RACE 7. mannieo [J never MArriep [ ]| 8 DATE OF BIRTH 9. AGE (In geara | IF UNDER | YEAR hF UNDER 24 HRS. |
. . : tast hirthday) [Montha | Daw | Hours | Min. |
Female White wmes%o@ oworceo [ £~5-1888 65 I :
] 10a. USUAL OCCUPATION (Gize kind of work dene | 105, KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (City and atatc or country) / 12. CITIZEN OF WHAT COUNTRY?
ring most of working life, even if retired} |
ousewif'e own home Jéaauﬁnmszﬁfry USA -
13, FATHER'S NAME 14, MOTHER'S MAIDEN KAME
Unknown  Clark Unknown
5. WAS DECEASED EVER IN U, S, ARMED FORCES? 16, SOCIAL SECURITY NO.|I7. INFORMANT Address
{ Yes, no, ov unknown) {If yra, give war or dates of scrvice) . I3 .
Ho Hone Unk.. Robert Uhl, Poplar “luff, HMo..

18, CAUSE OF DEATH [Enter only one cause per [ine for {a}, (b), and (c).}
PART I, DEATH WAS CAUSED BY: . -
IMMEDIATE CAUSE (g) LV ety el

INTERVAL BETWEEN

AJD-

Conditions, if any, DUE TO (b)
which gare fise to
above cguce al,
stating the under- .
= Iying cause last, DUE TO (c)
=] PART Ib. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I{a) - [19. wWas autoPSY i
| M PERFORMED? 2_’
S Y441x ves ) noXd
'ﬁ 20a. ACCIDENT SUICIDE HOMICIDE | 200, DESCRIBE HOW INJURY OCCURRED. {Enier natute of injury in Part Ior Part 11 of item 18))
g O g 0
2‘ 20¢, TIME OF  Hour  Month, Day, Year -
's) INJURY 2. m.
E p.m.
X | 20d. INJURY OCCURRED 2e. PLACE OF INJURY (¢. ¢., in or ahout home, | 204, CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT NOT WHILE D Jarm, factory, street, office bidy., etc.}
WORK AT WORK
2l. rattended the deceased from - /0, . to M_Lgi]nnd last saw Ih'" alive on
Death occurred at » T m on the data stated above; and to the beat of my knowledge, from the causes stated.
. (Degree or title) Z 22¢. DATE SIGNED

/=2 -5 T

24, FUNERAL DIRECTOR ADDRESS

Greer Croy & Fiteh, Poplar Bluff

235, DATE 4 23c, NAME GF CEMETERY OR CREMATORY 0 23d. LOCATION (City, fown. or county) {State) 4
REMEFAL {Specifp) . ., e r -
Burial 11-25-57 East Lawn Cemetery Springtield, ﬁo. v

(5
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{Liconsed Embalmer’s

Statement on Reverse Sidc)‘ 4




RECEIVED | ' . P

DEC 2 157 B . '
- BUTLER 0. HEALTH CENTER ' . .
CFIE No.___ _ .
_ - o ' “‘d\'ﬁ\
1%
' : %CJB' =
\

STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was emb
by mMe, OF BY .\ociiiitienenenancaraenannans PO Ceevarererneieraeeete e eaaecaaeaaaaaas

‘working under my personal supervision..

(27 2015 13 ¢ P Signed 2../.
Signature of Student Embalmer

Licensed bal er N

-

Note The above MUST BE SIGNED BY THE LICENSED EMBALMER in his" O HANDWRITING. /(
" - to comply with the above constitutes grounds for revocatxon"of hcense)
If embalmed by a STUDENT, he also shall sign in his OWN handwriting. i .
If this body is not embalmed, fact should be so stated abgve .
. t B . .




