e

Mo, | MAY 2 8 1958 THE DIVISION OF HEALTH OF MISSOURI 8_01!7444_

% Wellare XC-1215259 STANDARD CERTIFICATE OF DEATH "'"'"" ‘STATE FILE NUMBER
Public 5 5
. Servuc. IREG # 15865 Registration District No, / 3 anury R.gutrcﬂon District No. _ Q.uo‘z ,,,,, Raglshuf s No _%,,,,_,___
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where decoased lived. If institution: Residence bef
. 300 a. COUNTY BUTIER a. STATE ARKANSAS b. COUNTY CLAY ‘fd‘“'”‘orlyw
b. CgRY {If autside corporate limits, give TOWNSHIP only) Inside Limits c. CgRY go 20 Inside Limits
vow _ POPLAR BLUFF Yeos [F Mo [ 1ownCORNING g Yos(® Mo ]
0 c. FgLL NAME OF (lf NOT in hospital, give location} | Length of stay in 1b d. STREE’gs (If outside, give location) Reside on Farm
HOSPITAL OR ADDRE
instTuTion VeAs HOSPITAL 9 DAYS CORNING NURSING HOME Yes (] Ne (X
3. NAME OF DECEASED First Middle Last 4, DATE Month Doy Year
(Type or print) oP
JOSEPH FRANK STEWART DEATH MAY 21, 1958
5. SEX 0 6. COLOR OR RACE}| 7. MARRIED] | KEVER MARRIED@ 8. DATE OF BIRTH 9, A&E Ei,:'n:,; ::iz:cﬁeal;::m I:ol::DER 2;:3!5.
MALE WHITE wipoweo[] () oivorcen] 11-25-79 7 ’ I
100, USUAL DCCUPATION [Give kind of work done | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (City and state or country) ) 12 CITIZEN OF WHAT COUNTRY?
during most of working |ife, aven if retired) INDUSTRY
EETIRED FARMER AGRICULTURE SHELBYVILLE, ILLINOIS U.S.A.
13a. FATHER'S NAME i 13b, MOTHER'S MAIDEN NAME 14. NAME OF H.UéBAN[! OR WIFE
WILLIAM O, STEWART ANNA L. PERRYMAN NOT APPLICABLE
15. WAS DECEASED EVER IN U. 5. ARMED FORCES? 16. SOCIAL SECURITY NO.{ 17. INFORMANT Address
{Yas, unknawn)| (If yol, ar or dotes of service) -
i) I : UNKNOWN VA HOSPITAL RECORDS, POPLAR BLUFF, MO,
18. ngE .?l: D[E)EI%-‘%IA‘,S'E?\'&S?. auYu:e per line for (a), {b), ond {c).} INTERVAL 1%'ETWEEN
ART I. D BY:
IMMEDIATE CAUSE (o) _ CHRONIC PYELONEFPHRITIS. . sV EnAL” MdRtHS
.Y ] . ' -

which gave tise 10
obove cauvss (o),
stating the under-

Conditions, if ony, } DUE TO (b)

(OO0 F

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

S lylng couse lost, DUE TO (<}
IE PART Il. DTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not relatad 1o the terminal dissass condition given in PART I (e} | 1%. gesRéggggs 0
g11. FRACTURED HIP, 2, CEREBRAL THROMBOSIS WITH LEFT HEMIPLEGIA ves[] no K] R,
E 2o ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART 1 or PART Il of item {8.)
wt
: 0O 0O G
U| 20c. TIME OF ,Hour :Month, Doy, Year
i INJURY a.m.
% p.m.
20d. INJURY OCCURRED 20e. PLACE OF INJURY (e.g., in or cbouthome,} 20f. CITY, TOWN, OR LOCATION COUNTY . STATE
WHILE ATD NOT WHILE O farm, factory, street, office bldg., etc.)
WORKIT A AT WORK
21. [ attended the decsased from May 12, 1958 o May 21, 1958 xocx
Death occurred at . m on the daote stated cbove; end to the Iaut of my lmowl-dg-, from the couses stated.
220. SIGNATURE -+ Deggabeor 1}l 2%b. ADDRESS 22c. PATE SIGNED
ROBERT S. COHEN, M,D., Chief, Med. Svc. | VA HOSPITAL, POFIAR BLUFF, MD. | 5/22/58
23o. BURIAL, CREMATION, | 235, DATE 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION {City, town, oe county) (State)
Pfsuovu_ (Seasify) . . .
emova 5=22-58 Frieden's Cem. St. Louis, Mo.
24. FUNERAL DIRECTOR ADDRESS 25 DAFE RECD.BY LOCAL REG. i *5 SIGNATURE
/s
¢4 o LFrank- Cotrell Ponlar Bluff, Mo . Ay 4 . ﬁ:::e,
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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 embalmed

- ’ ‘ . LT T ST - - ‘.

... H i T N r
DY 18, OF DY et iiii it r e e an n e s e st s rar e e bo s b saran e anbnaans . Stud'ent Emba‘lmer No. e ernes

working under my personal supervision.

StUdENt -weveeerrimiiriiriiiinice e ngned..%m { Maﬁ/u /<°\

Signature of Student Embalmer '
B UL < s ST S el By TR A S RS SUA Lxcensed Emhal No% ...............

o
- . P 0 Address

YL - Note: 'I‘he above MUST BE SIGNED BY THB LICENSED EMBABMER ia his OWN. HANDWRITING (Fallure
to comply with the above constitutes grounds for revocation of hcense)

If embalmed by a STUDENT, he also shail sign in his OWN handwriting.

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




