THE DIVISION OF HEALTH OF MISSOURI

g Wellers HLEU NOV 19 1957 STANDRRP@ERTIFICATE G BEATH 1003 42862

5. Public

21, 1 attended the deceased from Oct 30, 57 .wo__Nov. 8, 57 andtostsawh®aliveon _Nov 7, 57
Deuthgs:\rrudai 1

Pm m on the date stated above; and to the bast of my knowledge, fram the causes stated.

alth Service Registeation District Ne. i Primary Registration District Now e Reghhur'sj_o(_}"%?,,s___-,_
. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If inllituﬁon:‘Ru:jd'e_n:_e :rforu
/. 5. 00 a. COUNTY o STATEMJ gsouri b. COUNTY admissjdn}
ov. 1-57 \ cgv {If outside corporate limits, give TOWNSHIP only) | Inside Limits <. CBTRY Inside Limits
TOWN St.Louis Yes [og No[] TOWN St.Louis Yesp No[]
FULL NAME OF {If NOT in hospital, give location) | Length of stay in 1b ﬂ REET fourslde, ive location} Reside on Form
HOSPITAL OR DRESS
D mensution 1321 Shenandoah 1 Year 3’3 1321 oah Yes ] NofX]
|
. 3. NAME OF DEfEASED First Middle M Last 4. DATE Month Day Yaar
{Type or print oF
Mattie F Mills peath  Nov 8 1957
5. SEX &. COLOR'OR RACE} 7. 8. DATE OF BIRTH 9. AGE FUNDER i YEAR| {F UNDER 24 HRS.
( Mf‘R lEDD NEVER MARRIEDG Aug 17 1863 1 (bir:-tr\;:;r; Months | Days Howrs Min.
. Female White v pivorceo ] ’ oL | |
< 108, USUAL OCCUPATION (Giva kind of work done | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE {City end state or country) / 12. CITIZEN OF WHAT COUNTRY?
= lif v f wd| INDUSTRY p ‘
r “HygyekTre - Adamsville Tenn U.S.A.-
b = 13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF H'U."lBA.ND OR WIFE .
X -
. Frank Smith Unknown Hernando Mills
E w -
3 ‘E'L 2 § 15 WAS DECEASED EVER IN U, 5. ARMED FORCES? 16. SOCIAL SECURITY NO.| 17. INFORMANT Address e )
i 2 a {Yes, no, cN.anvm)‘Hl yus, give wor or dotes of service) Nom Cl&ude MillB 1321 Shemmoah L T ‘f
z .
4 £ a 18. CAUSE QOF DEATH (Enter only one cause per lma for {a), (bif)md {e).} INTERVAL BETWEEN
F L . PART |. DEATH WAS CAUSED BY: = [,obar Pneumonia - onszﬁQWTH
3 '; E IMMEDIATE CAUSE (a) -
£ g
£ &
= & . .
E = o Conditiona, if any, DUE TO {b} Respiratory Infection 14 da.ys
g - which gave rize to N -
3 ; cbove e:uu io).
< tati 1l - -
§ g g I’yln;nqccu:ow;a::. DUE TO (c) 44ﬁ A.
E 2 B PART I, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not ralated to the terminal dissase condition glvan in PART | (o) 19. gesagggggg\f
£ e -
33 g E . - YES [} Nol’éil
-E - x | 20a. ACCIDENT SUICIDE  HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART I} of item 18.}
- = = Qguw g
BEE ¥ R = S
§ S <BS[ 20c. TIMEOF .How Menth, Doy, Year
$3 apd INJURY  om
=8 i B p.o.
g E % | 20d. INJURY OCCURRED - | 20e. PLACE OF INJURY (e.g., inor gbauthome, | 200 CITY, TOWN, OR LOCATION COUNTY - STATE
o wfil’| wHiLe ATD NOT WHILE 0l : - farm, factory, street, office bldg., ete.) .
8 09 WORK AT WORK _©
§e
53
238
H A -
. ‘22a. SIGNATURE {Degras or title) P . RESS Tae.. .
£s 1 M MD. 40" N Taylor ave Hi7¥57
&< - ; 4 -
e 23a. BURIAL, CREMATION, | #3h. DATE " 23c. NAME OF CEMETERY OR CREMATORY 73d. LOCATION (City, town, or county) (State)

, EEW a:reim 1_9_57 Local Selmer Tenn

4. AL DIREC . ERpP. BY: AL REG. | 26. REGISTRAR'S SIGNATURE
“ Albert Hmﬁoppe L700 w;gﬁsngton ] VG Y Eand é “gé M

(Licensed Embalmer’s Statement on Reverss Side)
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STATEMENT BY LICENSED EMBALMER

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

by me, orby ..o, D S ST , Student Embalmer No.

working under my personal supervision.

Student ........ et reset i e eaateaaerr e erereanenaran
_Signature of Studgnt Embalmer

_» Note: The-above MUST BE- SlGNED BY THE LICENSED EMBALMER in bis OWN HANDWRITING. (Fallure

to comply with the above constitutes grounds for revocatxonrof hcense) e

. . If embalmed by & STUDENT, he also shall. sign in his'OWN handwntmg\ mhTmad
If this body is not embalmed fact should be so stated abo{ve
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