THE DIVISION OF HEALTH OF MISSOURI

34041

Health,
& Weltore FILED JAN 30 1958 srANoAnnji%ncm OF DEATH SHATEFILE NaER = g 3
Public 1m3
Service Registration District No. Primary Reglstrunon Dlsmcr No Registrar's No.____ 2_ = .
1. PLACE OF DEATH 2. USUAL RESIDENCE (Whare deceased lived. If institution: Residence before
. 300 a. COUNTY a STATE  QOklshoma b COUNTY T]jls a ndm?;?én)
1-57 ct‘ b. CBTY (If outside corporate limits, give TOWNSHIP only) Inside Limits <. CE)TRY o Inside Limits
B
oW ST, LOUIS, MISSOURI Ye: () % Tom  Owasge 23 K N
ULL NAME OF (If NOT in hospital, giva locetien) | Length of stay in 1b STREET (M outside, give locatidn) Reside on Farm
HOSPITAL OR ADDRESS
i, INSTITUTION BARNES HOspPit Al 3 Yes [] NoX)
3.” NAME OF DE)CEASED First Midd!e Last 4. DATE Month Day Yeor
{Type or print OF
DONALD PERRY ODOM oeatn JANUARY 15, 1958
5 SEX 8 6. COLOR OR RACE| 7. MARﬁE@ NEVER MARRIED[ ] 8. DATE OF BIRTH 9. AIGE‘ Ll.n':;e;; l:ounr:lﬁEi‘[l;:yEAR ISOE:DER 2:“HR5.
asg' r a’ in,
Male White wooweo(] _owvorceo]| June 8, 1918 |
10a. USUAL OCCUPATION {Give kind of wark done | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (City and stote or country) / 12. CITIZEN OF WHAT COUNTRY?
durrng most of workim ||h sven if retired) INDUSTRY
ine Forema Air Craft Hnkrrown Oklahoma U.S.A.
3 13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14, NAME OF HUSBAND OR WIFE T
4 UnkmoWn-Robert H., Od¢m ~Unkniowm Rose FEdwards Inez .
E -
'éi 15. WAS DECEASED EVER IN U. 5. ARMED FORCES? 16, SOCIAL SECURITY NO.[ 17. INFORMANT Address |
Yesz, - knawn}| (1§ , giva waor or d f sarvi ‘
E. (Yes, no, er unkno m}| (I yes, giva war or dates of service} M7-10_5262 Inez Odom, owaBSO‘ Oklahoin. |

Locior, coroner, aic. musi usa only standard nomencialure in fem
All diseases in Part | must be cousally related.

USE ONLY BLACK INK OR RIBBON TYPEWRITE {F POSSIBLE

18. CAUSE OF DEATH (Enter only one cause per

line for {a), (b), and {c).)

INTERVAL BETWEEN |
OMSE EATH

PART I. DEATH WAS CAUSED BY-
‘g: IMMEDIATE CAUSE (9 TRACHEOBRONCHITIS, ACUTE
2 YEARS
Conditions, if any, DUE TO () RENAL FATLURE
which gave rlse ta
bove couse {a),
ove e g CHRONIC PYELONEPHRITIS ST K 18 YEARS
- lying couse last. DUE TO {c)
e PART IL. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but nat related 1o the terminal disease condition given in PART § (a) 19. WAS AUTOPSY |
x FEREORNED?
4 EskK] no[}
% | 20a. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY QCCURRED. (Enter nature of injury in PART | or PART I of item 18.) i
w
u tJ ] O
é 2¢. TIME OF Hour Month, Day, Year
8 NJURY  qm,
= pem.
20d. INJURY QCCURRED 20e. PLACE OF INJURY {e.g., inor cboutheme,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE ATD NOT WHILE 0l form, factory, strees, office bldg., etc.)
WORK AT WORK

2.

{ attended the deceased Frei: Nﬂ% . £ 21% N 1,95 | to
Death o:chmd at b

- 15, 1958nnd last saw t“ alive on JAN 15, 1956

m on the date stated ubove; and to the best of my knowledge, irom the covses stated.

or title)
: W‘5>M D.

= RBARNES HOSPITAL

22¢. PATE SIGNED

1/16/58

23a0. BURIAL, CREMATION, | 23b. DATE 23: NAME OF CEMETERY OR CREMATORY 2)d. LOCATION (City, town, or county) {State}
REMOVAL {Specify}
1-16-58 Flmwood Cemetery W
24. FUNERAL RIRECTOR ADDRESS 25. DATE RECD. BY LOCAL REG,

Albert H. Hoppe 44700 Washington, Bivd,

JAN 17758

(Licensed Embalmer's Statement an Revarss Side)
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STATEMENT BY LICENSED EMBALMER

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

BY M@, OF DY i e s s v e s e v d e e n e e raen .,» Student Embalmer No. ..........ccvvvens

working under my personal supervision.

Student ..o e
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, % .. "=V Tor

If this body is not embalmed, fact should°be so stated above.




