pt. Heaith,

., & Welfare

5. Public

Ith Sonri:v

'10'1

/. 5 300
ov. 1-57

Doctor, coraner, etc, must use only standard nemenclature in item 18. No symptoms will be listed.

All diseoses in Part | must be cousally related. -,

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

fikeD DEC 30 1957

Raglslru!mn Dlstrlcr No. ...o.... Z 7_..3

THE DIVISI\OPi OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH

....__Pvlr\nory Reglstrmmn District No. 5- f/ 5

STATE FILE NUMBER

Registror’s Ne., £

[ 33 .

. PLACE OF DEATH 2. USUAL RESIDERCE (Where deceased lived. |f institution:'Residence before
. COUNTY Perry . STATE Missouri b. COUNTYperrV admis sion,
CITRY {If vutside corporate limits, give TOWNSHIP only} Inside Limits c CgRY L Inside Limits
TOWN Central Yos [ Ne [ TOWN A 7? ’aYesD Ne [X]
FULL NAME OF {Ii NOT in hospital, give location) | Length of stay in 1b d. STREET (H outside, give location) Reside on Form
HOSPITAL OR ADDRESS ~ M I Yes 2] N |
INSTITUTION 3 yrs : Central Twnshinp es] Mo
3. MAME OF DECEASED First Middle Last 4. DATE Month Doy Year
{Type or print) J OF
- ames Leo Hutson DEATH Dec 5 1957
lva SEX . 6'. CC}LOR OR RACE T'MARRIEDD NEVER MARRIED[] 8. DATE OF BIRTH 9. AGE Si,:‘;;:;; l;nl..rl:’&ER ;:’)EAR l:ol::DER z:‘:ns. 7
ale White wi X bivorces[] Apl"ll 21 1873 8& l .
100. USUAL OCCUPATION {Give kind of work done | 10b. KIND OF BUSINESS OR 11. BIRTHPL ACE (City and state or country} C 12. CITIZEN OF WHAT COUNTRY?
dwring mosy of warkjng fife, even if retired} INDUSTRY v )
netire rarmer Perrv Co Missouri 1S4

13a. FATHER'S NAME

Geonre Hutson

13b. MOTHER®'S MAIDEN NAME

Susan Johnson

14. NAME OF HUSBAND OR WIFE
Cora Hutson

15. WAS DECEASED EVER IN L. 5. ARMED FORCES?
(Y-(aj no, or unl:mwn)l(l{ yes, give war or dotes of service}

16, SOCIAL SECURITY NO.| ¥7. INFORMANT

Mrs Qryall

Address
Thr]ﬂ Qg/ Dnr"r-1rtr1 17~ WM~

18. CAUSE OF DEATH (Enter only one cause per line for (), {b), gnd {c).)
PART k. DEATH WAS CAUSED BY ﬁ W—“—‘Q
IMMEDIATE CAUSE (o)

INTERVAL .BETWEEN
- ONSET AND DEATH

I attended the deceosed from LMo Derensr of
Death occurred at # 00 A[ El Qsc‘ - :"?-5 i m on the d.ufe stated above;

Conditions, I any, . DUE TOQ' (b}
which gove rise to } ] 1
obove couse {al, ' ,
stating the under-
g . lylng cavas last, DUE TO (<)
=4 PART 11, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the termifial diseasa condition given in PART I (a3 | 19. WAS AUTOPSY
B g > PERFORMER?
g . : 7 ,24 c T 1, YeEs[] NO
= ACCIDENT 5U[C|DE HDMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. {Enter nature of injury in PART | or PART Il of item 18.) * ' 4
[T} - M r
3 o O o .
;J Xc, TIME OF Heowr Month, Day, Year
Gl INJURY  a.m.
E3 p.m. .
20d. INJURY OCCURRED 20e. PLACE OF INJURY {e.g., inor cbout home,| 20f. CITY, TOWN, OR.LOCATION COUNTY = ™ + STATE
WHILE ATD NOT WHILE O farm, factory, street, office bldg., atc.) . . .
WORK AT WORK
. Gereagr of Perty Comnly, Mo Perry Cotnty, Mrand last m,: alive on Coronar ol Perry Counly, io.

ond to the bast of my knowledge, from the causes stated.

TR 0ol

(Degree or title)
Goratar ¢f Perry Counly, .

-

=

22b. DRESS .
#;w\ Sl

22¢. PATE SIGNED

|V7f'-‘)"

/2 =6~S)

23a. BURIAL, CREMATION, | 23b. DATE 23 NME OF CEMETERY OR CREMATORY " J 23d. LOCATION {City, town, or county) , B ., {Staie)
REHDVAj-(Sp‘:"y) A p - e .
Buri Dec 7 19‘57 Whltewatp'" erry Countv M/ssouri

|

24. FUNERAL DIRECTOR

Yf/"L(/)’Zé?f

ADQRES%

v"‘/Z‘f 57

25. DATE RECD. &Y LOCAL REG.

Li d Embalmer’s 5 en R Side)

T el
z
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o e

s
ter. -
- ‘:-‘

'
4
158
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—
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...........................................................................................

........................................................

Signature of Student Embalmer

.............

Llcensed Embalmet No.. 7/& @P
P. 0. Address /p PPN /A
Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRI ING (Failure
to comply with the above constitutes grounds for revocat.lon of hcense)
. :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,

-




