USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

ARl SiesWesEa Tk 1 W T HIVAD US LUMaEddy Toleieu.

THE DIVISION OF HEALTH OF MISSOURI

FILED MAR 13 1358

Registration District Neo,

STANDARD CERTIFICATE OF DEATH
/08

M_----SB:DOBSS_? ______

STATE FILE NUMBER

1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence® before
a. COUNTY Dunklin e. STATE Missouri b. COUNTY Dunkllnﬂd"“'“m% é
b. CITY {if ourslde corporate limits, give TOWNSHIP onlﬂ “Inside Limits c. ClDTY Inside Limirs d
) R
OWN Arbyrd Yes{ ] No [ TOWN Arbyrd Yes[[] No [
c. FULL NAME OF (If NOT in ital ggive locgtion} | Length of stay in 1b d. STREET {Mf outside, give location) Reside on Farm
HOSPITAL OR WOy ADDRESS
INSTITUTION eésidéncé 35 years Yes (] No [
3. (NTAME OF I?E)CEASED First Middle Lost 4. DATE Month Day Y ear
pe © t .
¥pe or prin Cora Clematine Lomax oeaty  Feb. 14, 1958
5. P / 6. COL(%: OR RACE| 7. MARR‘ED@NEV R MARRIED[ ] 8. DATE OF BIRTH 9. A!GE' El,,';;,,; l:U?:ER;YEAR If‘ UNDER 2:‘_Hns.
[-11 ir' a: onths ays aurs .
winoweb [ ovorceo[ ]| Mar, 8, 1899 58 ' ’
10e. USUAL OCCUPATION (Give kind of werk done | 10b. KIND GF BUSl’NESS OR 11. BIRTHPLACE {City and state or country) 12. CITIZEN OF WHAT COUNTRY?
during most of workmg like, wvan if retired) INDUSTRY
Housewife Owlahoma U.S5.4,
13a. FATHER'S NAME " 13k, MOTHER™S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
Thomas Hinsley Mary Parker Sam Lomax
15. WAS DECEASED EVER IN L), 5, ARMED FORCES? 16, SOCIAL SECURITY NO.| 17. INFORMANT Address
[Yus, nc,Nbunknqwn)]{H yo3, give wor or dates of service) None Sam I‘omax Arbyrd, Mis Soul.i

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

PART |. DEATH WAS CAUSED BY:

IMMEDIATE CAUSE (o)

Myocarditis

INTERVAL BETWEEN
ONSET AND DEATH

Condltions, if gny, DUE TO (b)
which gave tise 10
abave couss (o),
stating the wnder-
lying cause last. DUE TO (c)

PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the terminal dizeass condition given in PART | (a)

15. WAS AUTOPSY

MEDICAL CERTIFICATION

PERFORMED?
YES[] NO[]
20. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART Il of item 18.}
O o 0O 0
2c. TIME OF Hour  Menth, Day, Yeor
INJURY  a.m.
p.m.
204. INJURY OCCURRED 200, PLACE OF INJURY (e.g., inor cbout home,| 204, CITY, TOWN, OR LOCATION COUNTY STATE
WHILE ATD NOT WHILE ] farm, factory, street, office bldg., etc.)
WORK AT WORK
21. | ottended the d d from . to 2-1. ond lost sow: alive on 2-14

9:30 a.m.

Death occurred ot

m on tha date stated above; and to the best of my knowledge, from the causes stated.

{Licensed Embalner’s Statement on Reverss Side)

22b. ADDRESS 22¢. DATE SIGNED
A\O Cardwell, Missouri 2-20-58
. BURIAL, CREMATION, 23e. NAM'E OF CEMETERY OR CREMATORY 234, LOCATION (City, town, or county) {Srate)
"BOrifT™” | 2-16-58 LULA Arbyrd, Mo. Rt. 1
. FUNERAL DIRECTOR ADDRESS 25. DATE RECD. BY LOCAL REG. | 26. REGISTRAR'S SIGNATURE .
Howard Funeral Service, Leachville,Ar}y, 2-22-58 /'M \ AT QT .
S,



STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalme
by me, or by .o e reeerterecaarneresnreenernanrne «» Stuedent Embalmer No. ..................
working under my personal supervision,

Student .................. PP SIBNE. ..oty et e
Signature of Student Embalmer

Licensed Embalmer No.....................
P. 0. Address.........c.coovviiinieiiinninnnen

Note: The ebove MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failur
to comply with the above constitutes grounds for revocation of license).

If-embalmed by a STUDENT, he also shall gign in his OWN handwriting.

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




