THE DIVISION OF HEALTH OF MISSOURI 58_011143

STANDARD CERTIFICATE OF DEATH  +4<f 3%

alth, . sy
. TATE FILE NUMBER

Melfara % 8 ‘_l
sblic F”'ED AP R 1 0 1 asgish-aliun District No. ..?ﬂq.. . cocec.- Primary Registration District No 223 =7 Wt Registrar's No. _§_&_~__
srvice = 2

‘ %,0 1. PLACE OF DEATH 2. USUAL RESIDENCE (Whero deceased lived. If institution: Residence bofofo,/
4 a 12510

0 \ o COUNTY  ponaolph s STATE M3 ggourt * ©NTYRandolph ™/
300 b. CITY (If outside corporate limits, give TOWNSHIP only) | Inside Limits c. CITY 0? inside Limits
|-56 OR OR o

vown  Cairo Mo Yest Nom TOWN Cairo Mo YosO NoO
c. Eg;_é.l_?m%glz (If NOT inhospital, givelocation}[L ength of stay in 1b 4 STREET {1f outside, give lacation) Reside on Farm
§ INSTITUTION Home ADDRES$S YesO MNoD
5 1. NAME OF First Midile Last 4. DATE Month Day Year
o DECEASED OFTH
3 (Type or print) Wﬂgﬁ H Ro DEX 1958
IF UNDER 1

h 5. sex 6. COLOR OR RACE 7. marrieo [J never marmiep ]| 8- DATE OF BIRTH '9_ AGE b(;? J‘c;;r)s x :ﬂm ni?.n F UNDER 24 HRS.

Male O White wipowep (X Mcso[} May 21 1881 ”MI Mia-

-110a. USUAL OCCUPATION SGM: kind of work done |10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (City and state or country) 0 12. CITIZEN OF WHAT COUNTRY?

during mosl of working life, even if retired)

Retired Farmer. Jacksonville Mo
13. FATHER'S NAME 14. MOTHER™S MAIDEN NAME
| & Rogerasa Namie Halliburton
15. WAS DECEASED EVER IN U.S. ARMED FORCES? 16. SOCIAL SECURITY NO.|[7. INFORMANT Address
{¥es, no. or unkna. (1S pes. give war or dalex of mrvice)
— < Merle Rogers Higbee Mo
iB. CAUSE OF D!ATH_[E‘nter only one cause per line for (a), (b), and (¢).] : INTERVAL BETWEEN

PART 1. DEATH WAS CAUSED BY: 15
IMMEDIATE CAUSE (a)

ONSET QND DEATH
Conditions, ifany, | pue To (o) ’ 7} : M Roa Atrdo—

whick geoe rise to

Coroner caonnot certify to o death dus fo natural causes.

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

a‘bow ::uu ;e). ’
sating the under- . M-
- iying couse lasl. DUE TO {¢) qq% ,x
o PART Il OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1{a) {2 ::%5"_ agzg;-?’
- =
2 h} ves [ wo [J v
_2 E 20a. ACCIDENT SUICIDE HOMICIDE | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part I or Parl 1T of item 18.)
2 5 O o . 0O
2 2 |2e. TIME OF  Hour  Month, Day, Year
H [¥) INJURY a. m.
I E p. m.
_8 X | 20d. INJURY OCCURRED 20¢. PLACE OF INJURY (e, ¢., in or about home, | 20f. CITY. TOWN. OR LOCATION COUNTY STATE
- WHILE AT NOT WHILE farm, factory, streel, office bldg., etc.)
E WORK AT WORK
- - o
- 21. I attended the deceassd from - - . to ? - ?. ? - S’ ' and Iast saw m alive on M
“.; Death occurred at . m on the date atated above; and to the best of my knowledge, from the causes stated.
0. 2. MG RE { Degree or title) Jﬁnnnnis - 22¢, DATE SIGNED
£ -
. 2 s~ IO e 3-29-v%
E ,2 s /A | 22a. BURIAL, CREMATION. . DATE Z3c. NAME OF CEMETERY OR CREMATORY . LOCATION (Cily, tewen. of counly) (State)
ty REMOVAL { Specifs)
..
- Burial March 31 1958 Sunset Memoral. Moberly. Mo

24. FUNERAL DIRECTOR ADDRESS 25. DATE RECD. BY LOCAL REG. GISTRAR'S SIGNATURE
Burton Funeral Home Higbee Mg -3 1~ Y% - ﬁa_h.uhﬂw.g ,

{Licensed Embalmer"s Statement on Reverse 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 e

by me, OF DY .oovniiiiiiiiiicanaennss e aa i ee et nn e e teaeanaerrare e e——anneen R, , Student Embalmer No.......

working under my personal supervision..

Student ...l e
Sighature of Student Embalmer

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HAND
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. . ;... AL
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