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diseases in Part | must be casuaily relatad. Coroner cannot certify te o death due to natural couses.
USE ONLY BLACK INK OR RIBBON TYPEWRITE {F POSSIBLE

[

THE DIVISION OF HEALTH OF MISSOURI
STANDARD CERTIFICATE OF DEATH

HILED MAY 19 1958 kugiswerion bistic No.o- D 23 3. primery Registasion Distier nexZ. .7 = J’ Z .

STATE FII._E NUMBER

1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institvtion: Residerice bef, -)
. COUNTY a. STATE b. COUNTY odmigaton
° Scott M ssouri Scott
b. CITY (If cutside corparate limits, give TOWNSHIP enly) | Inside Limits c. CITY b inside Limits
OR Yesll Moo OR ] 0 g 0
TOWN Sikeaton °* ° Town  Sikeaton Yosir NoD
c. sglg“l’.r?:{:’dggl: {If NOT inhospital, givelocation)|Length of stay in 1b 4. STRE (1f autside, give locatian Reside on Farm
INsTITUTION Mo, Delta Comm. HobBDa ADDRESS 239 E, Gladys St. YasO NoO
3 =:lll or First Middle Last 4, DATE Month Day Year
CEASED OF
{Type or print) Alma — Laster DEATH 5 2 1958 -
3. SEX 6. COLOR OR RACE 7. 8. DATE OF BIRTH 9, AGE {Fn years | IF UNDER 1 YEAR hF UNDER 24 HRS.
\ ? marrieo (3 never marmieo [ l oot direhdas) (oot T BT o P
Female W hite wipowep [ .a__nwoncto 10wb-1906

10, USUAL OCCUPATION (Qioe kind of work done
during most of working life, even if retired)

Housewife

$05. KIND OF BUSINESS OR INDUSTRY

12, CITIZEN OF WHAT COUNTRY?

- USA

11, BIRTHPLACE (Ciry nod atate or countor)

Sikeaton, Mo,

0

13. FATHER'S NAME

14. MOTHER'S MAIDEN NAME

Molly Newman

{Yes. no_ or unknewn}

0

15. WAS DECEASED EVER IN U. 5 ARMED FORCES?

UIf yes. give war or dates of sarvics)

None

16. SQCIAL SECURITY NO,

I7. INFORMANT Address

493-09-5919

Mamie Smith, Sikeston, Mo.

IMMEDIATE CAUSE (a)

18. CAUSE OF DEATM [Enter only one cause per line for (a), (b), and (c}.]
PART §. DEATH WaS CAUSED BY:

[ 4

Mqa ¢qu tbp ghi‘u-ﬂzcmc.“

INTERVAL RETWEEN
ONSET AND DEATH

Hv

,J—u /144 16-4._.1' —

/ ) -
rhcateons

gf.f-lw‘é«_j 2 t}-OJAM

Death ococurred at

.frofn/;.%:__&s. to
- s

m on the date atated above; and to the best of my knowledge, from the causes ata ted.

Conditions, llanv DUE TO (b) '
which pave ris
£ couse ﬂ '
stating the under. )
- lying cause last, OUE TO (e) 444 X
=} PART 1. OTHER SIGNIFICANT CONDITICMS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1{1) 1. :\EARS;.S:‘J;CE!ES,Y -
3 5 ' L ) Y% / Is7) r A
P ! Uw Q [ s, //"/gqu, s @ callor i om ves O no KT
:—: 20a. ACCIDENT SUICIDE HOMICIDE DESCRIZE HOW INJURY OCCURRED. (Enfer nafure of infury In Part 1 or Parl 11 of item 18.) N
& a a 0 }
3]
i' 20c. TIME OF Hour Month, Day, Year
h] INIURY  a.m.
o p.m.
o .
E | 20d. INJURY OCCURRED 20¢. PLACE OF INJURY {¢. ¢, it or about Aome, 20f. CITY. TOWN, OR LOCATION COUNTY STATE
WHILE AT O NOT WHILE Jarm, factory, street, office bldg., etc.}
WORK AT WORK
o — ——
21, 1 attended the decoase 4 e ] 8 and last saw P‘:’;; alive on o -4~ 55

EIITHII

A

Degree or title}

L. 40

0

22c. DATE SIGNED

5.3.5p

22h. ADDRESS

Sikeston, Mo.

23a. BURIAL, CREWMATION,

Bufta1 ™"

23b. DATE

5-5-58

23¢. NAME OF CEMETERY QR CREMATORY

bikeston City Cemetery

234, LOCATION (City, torrn, or counly) {State)

Sikeston, Missouri

. F

. Won
Nunrielge 'uneraf 6%

ADORESS

apel S

25. b
eston

ATE RECD. BY LOCAL REG.
NS

I 25 REGISTRAR'Z[GNATURE

{Licensed Em

Amer's Statement on Raverse $ide)




e vasevep MAY 12 1958
SCOTT CO. HEALTH DEPT.

co. FLE 1o, 55§ - [/3

STATEMENT BY LICENSED EMBALMER

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

Student Embalmer No........

by me, or L3 RPN 25 S e teaeaas

working under my personal supervision..

Student ...oeiiiii i ciirii st rr s maeraa
Signature of Student Ezbalmer

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING.

to comply with the above constitutes grounds for revocation of license).
If emnbalmed by a STUDENT, he also shall sign in his OWN handwntmg
If this body is not embalmed, fact should be so strated above, =t et ) .
M . c - S Tt ~ - LT - . - . -, ' R
L PN SO .

! U ., T ) [




