THE DIV15I0M OF HEALTH OF MISSOURI

449

alth, : -
alfare F“_EU FE B 1 1 1958 STANDARD CERTIFICATE OF DEATH STATE FILE NUMBER
blic Ay _ . JG o ¥ o
rvice R-Qgig"q!igr! District Ne. / Primary Re_g_l steation District No. __ S ¥ = 8 e Requtmr sMNo., __ &~ f .
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceosed lived. If institution: Residence before
DO a. COUNTY CALLAVAY o STATE M5 SOURI b. COUNTY pra (M) ufmus?w"
57 b. CITY (If outside corporate limits, give TOWNSHIP only) Inside Limits c. CgRY ’ Inside Limits
R
7 TOWN FULTON Yes ] No [ Town HAYTT o1 3 L YesB No[
c. FgLFI’-I NAM%OF {If NOT in hospital, give location} | Length of stay in 1b d. SE%EREE'gs {1t outside, give locatien} Reside on Farm
et STATE HOSPITAL #1 | 3 yrs. 7mos} A 307 W. Washington St. | Yes[) M[®
3. NAME OF DECEASED First Middle Last 4, DATE Month Day Year
(Type or print) i . - OF
LUCTLLE POLK DEATH 2 2 1958
5. SEX 3 6. COLOR OR RACE T'MARRIEDDNEVER mam’?sn[ﬁ 8. DATE OF BIRTH 9. A(ip_, (b‘i:!:;:;; ::J::IER g;ﬁ.\n IzﬂL::DER z:“:ns.
FEMALE COLORED | wooweo[]  owvorceo[]| 8-25-1938 18 | [
100. USUAL OCCUPATION (Give kind of work dane | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (City ond state or country) / 12. CITIZEN OF WHAT COUNTRY?
dﬁrg;lnenﬂ of working life, sven if retired) INDUSTRY ARK ﬁNSAS U . S . A .
13da. FATHER*S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF H_U'SBAND OR WIFE
Joe Polk Cora Bland None
15. WAS DECEASED EYER IN U. 5. ARMED FORCES? 16. SOCIAL SECURITY NO.| 17. INFORMANT Address
Yas, or unkngwn)] (if , giva wor or d of servie - M 2 .
(Yor. ryggy mrawm| 4 vos. & otes of sarvice) None Btate Hospital #1; Fulton, Missouri

Adr Glseqses 10 Fark | must oe Ccousally relaied.

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

PART |. DEATH WAS CAUSED BY:

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

INTERVAL BETWEEN
ONSET AND DEATH

IMMEDIATE CAUSE (o) ENEUMONTA

Conditions, if any, DUE TO {b}

which gave rise ro }

above couse (a),

stating the under-
g lying ecauie lost, DUE TO (C)
E PART Il. OTHER SIGNIFICANT CONDITIONS CONTR!hUTIHG TO DEATH but not related to the termlnal dissase condition given in PART I (o} i%. ge;pggggg; '2
g MENTAL DEFICIENCY 493 X YES(] NO(R
21 2a. ACCIDENT SUICIDE HOMICIDE 2b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | &r PART I of item 18.)
W
o O O ]
G| 20c. TIME OF Hour Month, Day, Year
'a NJURY  am.
"X p.m.

20d. INJURY OCCURRED 20e. PLACE OF INJURY (e.g., inor abouthome,| 20f. CITY, TOWN, OR LOCATIGN COUNTY STATE
WHILE ATD NOT WHILE 0 fore, factory, street, office bidg., etc.)
d WORK AT WORK -
g1 Z?E?ﬂmdﬂ rR'd-c’iq%od from 7‘30-19514- , to 2_2-1958 e
Daath occurred ot 8 20 Aellie m on the date stated above; and to the best of my knowledge, from the causes stated.
JSIGNATURE agree or title &L 22b. ADDRESS 22¢. ATE SIGNED
-
- \\ $tate Hospital #1; Fulton, Mo. [2-3-58

73h. DATE

2/3 /5"2’

23o. BURIAL, CREMATION,
REMOVAL (Specify)
e

23c. NAME OF CEMETERY OR CREMATORY (Stete}

23d. LOC N (Cliy, town, or county)
- 2l

24. F DIRECTOR

ADDRESS

T RECD BY LOCAL REG, REGISTRAR, GN?

/

(Llcmud Embalmer's Stukmm on Reverse S-d-]



STATEMENT BY LICENSED EMBALMER

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

DY M, OF DY i s e e sa e e e rn e e rnanrr ey .y Student Embalmer No. ..........covvevee

working under my personal supervision.

StUdEnt v e e e Signed .. ... s
Signature of Student Embalmer

- - —~ =~ Licensed Embalmer No...........c..c.......
I

T P. 0. Address......ocooeeeieeeiieieeeennn

- - Note: The above MUST BE SIGNED BY THE"LICENSED EMBALMER in his OWI‘J\T HANDWRITING. (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,




