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Uoctor, coroner, etc. must vse only standard nomencloture in item 8. No sympioms will be listed.

All diseases in Port | must be causally related.

USE ONLY BLACK iNX OR RIBBON TYPEWRITE IF POSSIBLE

L

FILED JAN 29 1958

THE DIVISION OF HEALTH

STANDARD CERTIFICATE OF DEATH

OF MISSOURI

————er e o =, e e e !

STATE FILE NUMBER |

R_tgistruﬁoq [ll_sl::cf No. /\S-‘é Primary Regtstmnon Dlnncf No. ___“..QQ_(:____ Rc?istr_a's No.____3_-_ e e
x
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where doeou‘:d lived. |f institution: Resdldlncjf\‘rn
X * . STATE . COUNTY admi 310,
o COUNTY  Jesgper i Missouri dngper
b. chY {If outside corporate limits, give TOWNSHIP only) Inside Limits c. CIOTRY Inside Limits
. . -
TOWN Joplin Yes G N Tom  Joplin o g | Yeslid ned
<. EgL,L.nI:lAlJiﬂ%F?F {)f NOT in hospital, give location) | Length of stoy in 1b d. .:TREET {If outside, give location) e Reside on Form
A DDRESS,
,NQ“UTmNJoplin General Hosp| 12 Days TER2305 Main Street Yes ] Noff]
3. NAME OF DECEASED First Middle Last 4. Da;E Month Day Yoar
{Type or print}
William Webster = Caldwell beaTH 1-6-1958
5. SEX Y e %}0:,?2 OR RACE]| 7. maRRIED[ TNEVER MaRRIED] 8. DATE OF BIRTH 9. A|GE| “.,.';:o;; ::J:ll‘)'ER ;::AR I:::::DEE z;:ns. |
Male ite wipsheoX]  oivorceo[J| 12-23-1884 '3 I 1
10a. USUAL OCCUPATION (Give kind of work done | 10k, KIND OF BUSINESS OR 11. BIRTHPLACE (City ond state or country) / 12. CITIZEN OF WHAT COUNTRY?
during mu:l of working lifp, even if retired) 1] USTRV‘ .
Retired PFarmer arming Tillar, Arkensas USA
13a. FATHER'S NAME t3h, MOTHER'S MAIDEN NAME 14, NAME OF HUSBAND OR WIFE
William J. Caldwell No record Lola(Dec'd 1926)
15. WAS DECEASED EVER IN U. 5. ARMED FORCES? 16. SOCIAL SECURITY NO.| 17. INFORMANT Addross
Yus, 0o, ks 1 yos, ™ dates of . . .
(Yo ro, opppmawml 1 yeu, sjfapp” doten of servica) None Cecil Caldwell 2305 Main St., Jovolin, Mo

18. CAUSE OF DEATH’SEMM only one cause per line for {a), (b}, ond (c}.}
PART |. DEATH WAS CAUSED BY:

IMMEDIATE CAUSE (a)

Circulatory Fai vre

INTERVAL BETWEEN
ONSET AND DEATH

Conditiens, Lf any,

oue To pPecompensated Cor ruimonale and Chronic

which gave rlse to
above causs (o),
stoting the under-

i

Tuberculous ®lieuritils
Frimarv Fulmonarv Tuberculosls

eeke

2C vrs ¥

5 lying cousa last. DUE TO (<}
P PART ll. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not reloted 16 the terminal dissass condltion given in PART | {a) 19 WAS AUTOPSY
6 PERFORMED?
2 — 002X YES[) NO
2| 200. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJUR fifer nature of i m|ug in %{\ T | or PART Il of item 18.)
w R
v | [ | U
-4' - AR ad e J ;;;-—-- jM/ =
| 20¢c. TIME OF .Howr Month, Doy, Yeor Mﬂ&j :
8 NJURY  am. Ay AFFINAVIT CF
¥ p.m.
20d. INJURY OCCURRED 2. PLACE OF TNJURY (e.g., inor abouthome,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE ATB NOT WHILE ] farm, factory, strest, office bldg., etc.)
WORK AT WORK
1. | attended the d d from 7/11/67 , o 1/6/58 end'lcsthwl':i:‘aliunn 1/6'/59
Death occurred of 4:45 m on the date stated above; and to the best of my knowledge, from the couses stated.
220, N RE (Degree or title} 2] 22b. ADDRESS 22c. DATE SIGNED
D.O. 3C14 i.ain St.Joplin| 1/€/57

13b. DAT?

1-6-1958

230. BURIAL, CREMATION,
REMOVAL {Specify)

oval

23¢. NAME OF CEMETERY OR CREMATORY

234, LOCATION (City, town, or county)

(Seats}

24. FUNERAL DIRECTOR ADDRESS

Thornhlll-Dlllon Uortuary Joplin, Kb

%P

RECD. BY LOCAL REG.

2te -4/ /7.

(Licenisd E-b-l-u s Sitfemant on Reverse Side)




ogs g 4 Sr

STATEMENT BY LICENSED EMBALMER -

-- +

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

[ LT =T PO UPPPOt ., Stedent Embalmer No. ......

working under my personal supervision.

Signature of Student Embalmer

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN'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 embhalmed, fact should be so stated above.




