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STANDARD CERTIFICATE OF DEATH

[ %]
ey
[1»]
o
(oY
14
]
1
4
=]
'i.
4
!
1
H
1
i
.

e dB=022290 .

STATE FILE NUMBER

Primory Registration Districs No. ____ s 5?? ....c_:__cg..{....,_ Registrer's No.,
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MEDICAL CERTIFICATION

PART ).

which gave rlse 1o
obove couse {a},
stating the wunder-

Conditions, If any,
lylng cause last. }

18. CAUSE OF DEATH (Enter only one couse p
DEATH WAS CAUSED BY:

IMMEDIATE CAUSE {a}

DUE TG (b)

DUE T0 (c)

line for (a), (b}, and {c).)

1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Reside/n{b)efore
a. COUNTY a. STATE b. COUNTY admipSion
Jasper Migaouri Jagper
b. chY (If outside corporate limits, give TOWNSHIP only) Inside Limits c- CIOTRY ‘ Inside Limits
om  Joplin Yesigl No[] tom __ Joplin Yoslg re
c. EgL#I_FIAE%OF (If NOT in hospital, give location) | Length of stay in 1b qu . STREET (if outside, give location) Reside on Farm
SPITAL OR ADDRESS
INsTITUTIoN St Johns 67 Years 0 2117 Connor Yes £] No bl
3. MAME OF DECEASED First Middle Last 4. DATE Manth Day Year
(Type or print) R or
uby A, WOOLEVER peaH  May 31, L1968
5. SEX /| 6 COLOROR RACE{ 7. MARRIED[ ] NEVER MARRIEO ] 8. DATE OF BIRTH 9. AEE‘ Llin':::;; J:::lﬁER ;:,E'AR IEOL:N'DER 2;:%.
3 r T v
| Femnle White wiooweglel  owvorceold] g o - |
10a. USUAL OCCUPATION {Give kind of work done | 10b. KIND QF BUSINESS DR 11. BIRTHPLACE (City and stote or country) 12. CITIZEN OF WHAT COUNTRY?
ing most of warking life, even if retired) DUSTRY O
usemother ospita | Prosperty, Missouri U.S.4A,
135. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 4. NAME OF HUSBAND OR WIFE
Alvin Pease Saphonia Whitaker
15. WAS DECEASED EVER IN U. 5. ARMED FORCES? 6. SOCIAL SECURITY NO.| 17. INFORMANT Address
(Y-H no, ar m\lr.nqvm)' {If yos, give war or dotes of service) - -
Py - My B

INTERVAL BETWEEN

ONSET AND DEATH

4200

lhlerea!

o O

0. ACCIDENT SUICIDE  HOMICIDE

PART II, OTHER SJGNIFICANT CqNDlTIDNS ONTRIBUTING TO DEATH but hot related te the terminal diseoss condhtion given in PART I {o)

Selet o5ty .

19. WAS AUTOPSY
PERFORMED? l

YES{, ], NO[]

(I

RIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART [l of item 18.)

20c. TIME OF ,Hour
INJURY  a.m,
pom.

wMonth, Day, Year

20d. INJURY OCCURRED °
WHILE AT NOT WHILE —j
WORK . AT{VORK O

20e. PLACE OF INJURY (e.g., in or shout home,
- farm, factory, street, office bidg., etc.)

20, CITY, TOWN, OR LOCATION

COUNTY

STATE

21."1 attended the deceased from
Death occurred at

hagy 26, 1955 .-
1“S5 _‘AM

3t 45,

and last tgiv i'::._ulivn on

-]

m on the date stated above; and 10 the best of my knowledge, from the causes stated.

22c. PATE SIGNED

C/2/58

23b. DATE
REMOVAL (Specify)
6 = 2 = 58
24. FUNERAL DIRECTOR ADDRESS
Thornhill-Dillen Joplin, &ssouri

éegr-- or Iillc).g O 22:5' ADDRESf 30 ‘( )1-\.‘.4....4-9- M ﬁ“"

23c. NAME OF CEMETERY OR CREMATORY

Ogark Memorial

23d. LOCATION {City, town, or county}

Noplin,

{State)

25. DATE RECD. BY LOCAL REG.

b-/0-/75%

Higgouri
GIITRAR'S SIGNAT +
ATl

{Licensnd Embalmar's Statement on Reverss Side)
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STATEMENT BY LICENSED EMBALMER

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

., Student Embalmer No. .............o..
working under my personal supervision.

-
SEAAERE rvvrveremeeereevesesseeeesssssaseesen s enseaneesecans Signed 6252«:.—&!& .
Signature of Student Embalmer
‘ Licensed Emb r No‘?g?c)

P. O. Address/..7 Jeftet
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). oo - e
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, ..

.




