Health,
, Welfare
Public

FILED APR 2 J958..0ic .

THE DIVISION OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH

/S6

58-010381

o0/

STATE FILE NUMBER
Regisfmr's NG-._.Z _____________

Service Primary Rﬁgisﬁrm |lriFf_PE
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residenc I-on
L300 a. COUNTY JASPER a STATE  MIggQUR ! > COUNTY NewrdSR onzz
1-57 b. CITY (If autside corporate limits, give TOWNSHIP only) Inside Limits c. CITY R U RA L Inside Limits {)
9 TO\?(N JOFLIN Yos (X Mo [] TgE:N Yes[] Nefg]
. ¢. FULL MAME OF (If NOT in hospital, give location) | Length of stay in 1b d. STREET (if outside, give location) Resida on Farm
HOSPITAL®S 1. JOHN's HosP. 50 YRS ADDRESS RT, 2, SENECA Yes () Mo [
3. NAME OF DECEASED First Middte Last 4. DATE Maonth Day Yoar
(Type o prim) COKE B. HOPK INS peATMARCH 12, 1958
5. SEX M O 6. C':‘;LOR OR RACE| 7. ::;:::g% NEVER MAR:;:ES FSE DBA:'E C;Fr;I:’THI 8?9 9. A.;EBE':':;:;; ::‘r:ﬁsa I;::AR I:;::DE[R 2:\:{!5.
10a. USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (City and state or country) 12. CITIZEN OF WHAT COQUNTRY?
duﬁég;{g ;(f Ewb;ile\ilr., even if catired) F RINDUSTRY R.R. STEELVILLE, Mo. d USA

135. MOTHER'S MAIDEN NAME

14. NAME OF HUSBAND OR WIFE

13q, FATHER'S NAME D C
FRANK HOPKINS = [|==—===-- ANDERSON PEARLINE E, HOPKINS,

15. WAS DECEASED EYER IN U, 5. ARMED FORCES? 16. SOCIAL SECURITY HD.| 17. INFORMANT Address

(Yes, noNUnkmm)](lf you, give war or dotes of service) UNK O . C . Ho PK I NS ’ R Te 2 , SEN E CA ) MO .

Conditions, [f any,
which gave rise 1o
above causs (a),
stating the under-
lylng cavse last.

DEATH WAS CAUSED BY:
IMMEDIATE CAUSE (o)

18. CAgSE ‘?li DEATH (Enter only ona cousa per line for {a), (%), and {c}.}
ART I.

Uremia

INTERVAL BETWEEN
ONSET AND DEATH

About

!

DUE TO {c)

W
oue To v _Acute nephrosls secondagy to a lobar

pneumonia

4306 X

S
out
wks.

PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the terminal disecss condition given in PART | {0}

19. WAS AUTOPSY

o

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

z
]
= PERFORME
& YES[ 3 NO
& 200, ACCIDENT SUICIDE HOMICIDE- | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART [l of item 18.)
w
5 O o o
3| 20c. TIMEOF .Hour Month, Day, Year
a INJURY a.m.
3 p.m.
20d. INJURY OCCURRED 20e. PLACE OF INJURY {e.g., in or about hame, STATE

20f. CITY, TOWN, OR LOCATION

COONTY

Death oceurred of

°i*5“§‘13§—,58——

WHILE ATD NOT WHILE 0 farm, factory, strees, office bldg., e1c.)
WORK AT WORK —ery
21. | attended the deceased fr 1.12=58 and last 3l e Sliveon __ 3m12=50

m on the date stated above; ond to the best of my knowledge, from the couses stated.

22a0. SIGHA

Doctor, coroner, etc. must use only standard nomanclature in item 18. No symptoms will be listed,

All dissases in Part 1 must be cousolly related.

(Vo Doiog w49

22b. ADDRESS

410 Jackson, Joplin, Mo,

22¢. QATE SIGNED

3-20-58

T3o. BURIAL, CREMATION,

PR R

23b. DATE

3~-14-58

23c. NAME OF CEMETERY QR CREMATORY

OsBORNE MEMORIAL CEM

23d. LOCATION {City, town, or county)
ETERY A\ JOoPL I N,

{State)

M1ISSOUR!

’gl { 24. FUNERAL DIRECTOR ADDRESS 25. DATE RECD, BY LOCAL REG. | 2¢. GISTRAR'S SIGNAT .
2 USTEVE PARKER MORTUARY, JOPLIN, D, H~58 2747,
{Li d Embolmer"s § on Reverss $ide)




e

"."C STATEMENT BY LICENSED EMBALMER

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

DY ME, OF BY ittt reriraver et smnerensnsaaransrresnsitsresassasrnnanterssasannrns «» Student Embalmer No. .......cccocvenenes

working under my personal supervision.

StUABNL ceemeiniiiii i cerre e caee e e Signed Q; '% ...... 2 0 o W A
Signature of Student Embalmer

"L:censed Embalmer No. 2.2/ 2 .....

) N P. O. Address gl%zﬁ«g) 2

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 llcense)

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,

-



