THE DIVISION OF HEALTH

OF MISSOUR)

& Waler STANDARD CERTIFICATE OF DEATH Ry
\Z::\:::- 'LED JUN 9 195839i:huﬁon_ District Mo. a—‘ 3 ql Primory Rnglsfruﬂon Dls!m:t Ne._ .ni:'g _2:.& - Roglstmr s No. ,_____A_S _____
1. :LEELEJ:;:YDEATH 2. :SL?[I;\_?EESIDENCE (Where deceased IlvodN If institution: Reusid?n:_- hefo-u,
S. 300 NEW MADRID Mo. cou YNBW Ma gt
V=57 b. CE_’TRY (If outside corporate limits, give TOWNSHIP enly) | Inside Limits c. chY Inside Limits
RN tom _ COMO Yos (1 KD TOWN Malden, Mo. A Yes[) NofE)
0' c. FULL NAME OF (lf NOT in hospital, give lecation) | Length of stay in 1b d. STREET If outside, give |ecmlorh’ Reside on Farm
\ hentotion 4% Mi.N.E. Malden 50 Yrs, AORESS 1| ZM1.N. 5, Malden | ve® w0
3. ?TAMEgFr?nEt)CEASED First Middle Lost 4. DSEE Month Day
vee or® ELLIS ANDERSON JONES oean MAY 16 1958
5. SEX 6. COLOR OR RACE| 7. 8. DATE OF BIRTH 9. AGE {in yaars {F UNDER 1 YEAR| IF UNDER 24 HRS.
nale ’D WHITE ,::o':;::gg NEVE\:.MV?::ES 59518 75 lf) 3nhd,) Wortha | Dovs | Haors I Min,

10b. KIND OF BUSINESS OR

11. BIRTHPLACE (City and state or country)

100, USUAL OCCUPATION (Give kind of werk done 12. CITIZEN OF AT COUNTRY?
?ﬁm Tminq life, avan if retired) INDUSTRY FARNI ING NI_ALTA BEI\]D R Mo - 0 % 'K
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF H_U‘SBAND OR WIFE
CALEB J. W. JONES SARAH E. ANDERSON MAY JONES

15. WAS DECEASED EVER IN U. 5. ARMED FORCES?
(\’n,NOr.unkmwn)l(lf yu,No war or dates of service)

16. SOCIAL SECURITY NO.

496 ko- 1 1S

17. INFORMANT

MAY JONES, PARMA, Mo. "Route 1

INTERVAL BETWEEN
ONSER AND DEAT

18. CAUSE OF DEATHAEmer only one couse per line for {a), (b}, and {c}.)
PART L.

DEATH WAS CAUSED BY:
IMMEDIATE CAUSE (o}

-
s

Conditions, If any, DUE TO (b}

which gave rise o

obove couss {a},

stating the under-

lying cause last. DUE TO (c)

PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH byt not .ﬁ/.d 1o the |ymlm:l diseass condition glvan in PART I {a)

19 WAS AUTOPSY
PERFORMED?

yes[] No[]

-

42062,

y stangar norpen: oture In 1Tem

20a. ACCIDENT SUICIDE  HOMICIDE

20b. DESCRIBE HOW INJURY OCCURRED. (Enter natura of injury in PART | or PART |l of item 18.}

MEDICAL CERTIFICATION

USE ONLY BLLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

O O [
20c. TIME OF .Hour Month, Day, Year
INJURY  a.m.
p.m.
20d. INJURY OCCURRED 20s. PLACE OF INJURY {e.g., inor about home,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE ATD NOT WHILE [:I farm, factory, strest, office bldg., atc.}
WORK AT WORK

]

21. 1 artended the deceeaﬁ-ﬁu6 T M% ,:Z di
Death occurred at .

mon :he ate stated above; and to the best of my knowledge, Jrom the causes stated.

and los! Sow him

her

alive or\& /#-5&'-

All diseoses in Port | must be causally related.

2%3. BURIAL, CREMATION,

By

5-18-58

PARK

ATU WD e or title 22b. ADDRESS ATE SIGNED
%Aﬁ/ MALDEN, Mo. 17 A3
235 DATE 23e. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town, or county) (Sggn-)

MALDEN, MO.

.

FUNERAL DIRECTOR

DAY FUNERAL HOME MALDTJ‘N MO.

25. DA

{Licensed Embalmer’ s Stoteme:

RECD. BY LOCAL REG.

Ay

on Reverse Side)

REGSTRAR'S SIGNAJURE




‘ . 27 1998
OATE RecEWED _ MAT -
NEW MADRID CO. HEALTH CENTER
BV MADRID e

L
STATEMENT BY LICENSED EMBALMER

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

........................................................................................... , Student Embalmer No....................

working under my personal supervision.

Student

Signature of Student Embalmer

Licensed Embalmer Nol'f'og(o
P. O. Address .. Y. Y-

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 license). .

If erbalmed by a STUDENT, he also shall sign in his OWN handwriting. =~ ~

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




