All dissoses in Port | must ba cavsally related.

F]LED APR 17 1958

THE DIYISION OF HEALTH OF MISSOURI

58—-013392

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

Xc-38 13 16 STANDARD CERTIFICATE OF DEATH ; STATEF Lﬁmaerz
RN-16222 Registration District No. Primary Registratian District No-.___.ﬁzoh.g_z _____ Regis No-..g___a___g ________
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased ::Iacud Tlf institution: Rn:ldam:e I:)e[oro
. COUNTY : STATE b. NTY ssion,
° Butlep . Missouri Pemiscot & 750
b. CITY {(If ousside corpmuta ate limits, giva TOWNSHIP only} Inside Limits c. CITY Inside lens d
OR Yes ] Mo (] OR Yes[] Mok]
Towe  Poplar Bluff, Mo, ; TOWN_Hawytd
c. FULL NAM%OF {If NOT in hospital, give location) | Length of stay in 1% d. iTDRD%EEES {If outside, give lacatien) Reside on Farm
HOSPITAL OR
INSTITUTION VA Hospital 3 _days Route # 1 YesX] No[]
3. NAME OF DECEASED First Middle Lost 4. DATE Manth Doy Yaor
(Type or print) OF
CHARLES EDWARD MOR GAN DEATH April 6 1958
5. SEX O 6. COLOR OR RACE ?'MARRIEQHEVER marrIED] ] 8. DATE OF BIRTH 9. A1GE {‘llr:';::;; ::'P:}E).ER;::AR I'I::::DER 2:“:‘Rs.
Male White wooweo™] §_onvorceoD)| 1/21/93 &% | |
10a. USUAL OCCUPATION [Give kind of work dene [ 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (City ond siate or country) 12. CITIZEN OF WHAT COUNTRY?
during most of working life, even if retired) INDUSTRY . 0
Farmer Braggadocio, Ma, U.S.A.

13e. FATHER'S NAME
Hiram Morgan

13b. MOTHER’S MAIDEN NAME

Mattie Patterson

34. NAME OF HUSBAND OR WIFE

Lillian Morgan

15. WAS DECEASED EVER IN U. 5. ARMED FORCES?
{Yusr, ne, or unknqwn]l(lf +e@iXg war or dotas of service)
yes Wi

16. SOCIAL SECURITY NO.| 17. |NFORMANI

UNKNOWN

DEATH WAS CAUSED BY
IMMEDIATE CAUSE (o)

PART 1.

18. CAUSE OF DEATHI_{EMH only one cause per line for {a), {b}, and {¢}.)

‘Myocardial Failure

VA Hospital Records

Address

INTERVAL BETWEEN

£§S%A§D. DEATH

DUE TO (b)

Condlitions, if ony,
which gave rise 1o
above cause (a), }
stating the wnder- -
g lying couse lost. DUE TO (c) X L
= PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not ralted 1o the 1erminal disease condition given in PART § {a) 9. géa;ggggg;
5] .
2| Nephritis; Laceration rt. parietal scalp (closed before hospitalized)| _ ves(INeo[]
=1 200. ACCIDENT SUICIDE  HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART Il of item 18.}
Wi -
; O & ] .
3| 20c. TIME OF ,How Month, Day, Yeor v
a3 INJURY a.m.
. pom.
20d. INJURY OCCURRED 20e. PLACE OF INJURY (e. ? , inor abouthome,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT WILE farm, factory, street, office bldg., etc.) ..
\VORKUA .

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

>
23b. DATE

¥4-4-3Y

23a. BUR!AL CREM.ATION

23¢c- NAME OF CEMETERY OR CREMATO

(Degree or title) 22b. ADDRESS 22¢. PATE SIGNED
G W. GASK opChf, Surg Sy O VAH POPTAR BTLUFF, MO LmZmb2

4 {Licensad Embalmar’s Siatemant el Reversa Sida)

- ——




RECEIVED - ,
APR 1 4 1958 - o

BUTLER €O. HEALTH CENTER ._ "'.5 g
FILE No. . nov 7 ‘39 |
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STATEMENT BY LICENSED EMBALMER

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

by M€, OLBY worreereeeeraroennnns e e e T e et eree et e enen: S n iy, Studefit Embaimer No. i iouevervenanes

working under my personal supervision.

SEUABAL oeveenirineirriririiresieeessreasnnsseeesnsnnrerenns Signed .,

P. O, Address

~ . Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER. m his OWN HANDWRITING. (Fanlute
to comply with the above constitutes grounds for revocatidn 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.




