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USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

THE DIVISION OF HEALTH OF MISSOURI

FILED MAR 21 1858

STANDARD CERTIFICATE OF DEATH

28009048

STATE FILE NUMBER

Registration District No. ____& _3 ____________ Primary Reglmahon District No. .-éﬁ_o_l_-..___ chinrm—'s Ne...... $ ,é_a___-
. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. lf institution: Residence bejore
ComtY  Bugler « STATAMi s sourd & ONTBtod daTd g
C:JTRY {If cutside corporate limits, give TOWNSHIP only) Inside Limits c. C(I:;rRY 0 lnsida Limits
tom Poplar Bluff Yes (3 No rom Puxico 1039 voud neits
FULL NAME OF [If HOT in hospital, giva location) | Length of stay in 1k d. STREET {If outside, give |Dco!'|on)v Reside on Form
HOSPITAL OR . 1 ADDRESS
instiTuTion. Doctors Hospital 1 dsy Route 2 Yes X o[
|
3 Nf\ME OF DECEASED First Middle Last 4. DATE Month Day Yaar
t . N OF
{Type or print) Mattie 0la McLain DEATH March l&-, 1958
5. SEX 6. COLOR OR RACE 7'MARR|EDE}NEVER marmiep[ ]} & DATE OF BIRTH 9. AGE (In yeors JEUNDER 1 YEAR| IF UNDER 24 HRS.
] * birthday} | Months | Days Hours Min.
female white wiDOWED [} oivorcen[ ] Aprll 22, 1895 62 I
100, USUAL OCCUFPATION {Give kind of wark done | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (City ond stote or country) 12. CITIZEN OF WHAT COUNTRY?
during most of working life, sven if retired) INDUSTRY -
housewife housewife Rloomfield, %o, _ .5 A,
13a. FATHER'S NAME }3b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
Sherman McPheeters Anna Kelly H., A, Mclain
15. WAS DECEASED EYER IN U. 5, ARMED FORCES? 16. SOCIAL SECURITY NO.| 17. INFORMANT Address
{Yes, no, er unknawn)| {1 yes, give war or dates of service I . . -
Tho [y R o x x x x xiH, A, }?‘;cLa:Ln Puxico, Mo. R. 2
}8. CAUSE OF DEATH (Enter only one cause per line for {a}, {b), and (c}.) INTERVAL BETWEEN
PART |. DEATH WAS CAUSED BY: - ONSET #AD DEATH
IMMEDIATE CAUSE (a) W Lot
Condltions, If any, DUE TO (b)
which gave rise to
above cause (a), }
stating the under-
z lylng couse last. DUE TO {c)
o
= PART il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not rulated to the terminel disease condition glvan in PART | (o} 19. WAS AUTOPSY
z PERFORMED? /)
& 420 ) YEs[] NO[]
Y| 200 ACCIDENT SUICIDE  HOMICIDE 2045, DESCRIBE HOW INJURY QCCURRED. (Enter noture of injury in PART | or PART I of item 18.)
w
5 O o O
5[ 20 TIME OF  Hour o, Doy, Yeor
3 NJURY  am.
= p..
20d. INJURY OCCURRED 200. PLACE OF INJURY {e.g., inor about home, | 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE ATD NOT wHILE O form, factory, street, office bldg., et
WORK AT WORK ‘ A P
Ly " o rod
21, | attgtded the d d frgm 5’5 "’/J‘Vnt ,(/ 2 . - - ond last sow 0" alive on 4 ’9‘ ’ﬂj?
L2 S i i h
thfcccurred ot — ¥ ol L, meon 1ha dcm stapfd above; and te ﬂw b}it of my knowl .dqe, ?ﬂﬂ the cavses nul)d/
(Y {D or title) U 22b. RESS / ﬁ TE
7.
. BURIAL, CREMATION,) 236 DATE 23c. NAME OF CEMETERY ORYGEIMA 234 u{camy(( Y. tawn, or county) m)
REMOVYAL (Specify) . . P o T R
hurial 3-7.58 Fairview cemetery uxicoy Mo, R, 2
24. FUNERAL DIRECTOR ADDRESS 2s. DATE RECD, LOCAL REG. 26. 15T 'S JGNATURE,
Jatkins & Sons Dexter, Lo, /E o
(Li d Embolmer’s &n k.-.... Side)




RECEIVED

MAR 1 g 1958
JUTLER CO. HEALTH CENTER
ViLE No.

STATEMENT BY LICENSED EMBALMER

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

DY M, OF DY it ettt et e e e v sn s e rbs s et e saaanearranre «» Student Embalmer No. ......cc.cecvenens

working under my personal supervision.

STUABNL reerretirrriurrereeeeratieeeeeeseenesssesseesereennens Signed )/Z M d()ﬁzg:»«A ......................

Signature of Student Embalmer o 7
Licensed Embalmer No...!.. 7 } ..........

P. O. Address.: \..Q.J\.,I»:A.D

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 embalmed, fact should be so stated above.




