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USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

All diseases in Part | must be cousally reloted.

X%
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THE DIVISION OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH

27

58-026408

STATE FILE NUMBER

Primary Registration District No. ia‘/f__

Registrar's No.._. .

/40

1. PLACE OF DEATH o P 2. USUAL RESIDENCE (Where deceased lived. |f institution: Residence before
a. COUNFY Pemiscott o STATE Mo, b. COUNTY ﬂeml'sil’fﬂt*t:‘
b. CITY (If outside corporate limits, give TOWNSHIP only) Inside Limits c. CITY . "‘",‘ o liside L
Yes @ Ne [] OR Yes} 1 {‘
0wy Hayti - 518/ rome Hayti -
<. figlir!’]‘?:ﬁ%g': [l NOT in hospital, give location) | Length of stay in 1b % iB%%E'gS (If outside, give location) Reside on Farm
E
INSTITUTION Hayti 5 yrs. Mallory St. Yea ] No[X
3. NAME OF DECEASED First Middle Last T 4. DATE Manth Day Year
[Type or print) o OF :
Mattie Farrow. PEATH . June 15, 1958
5. SEX 6. COLOR OR RACE 7‘mamso|j@evea marrizn[] 8. DATE OF BlRTH ¥ 1r =9‘ 'A‘.;;é ‘(i yoors UEUNDER i YEAR| IF UNDER 24 HRS.
3 -. LA d 1 hmhdny) ‘Manths | Doys Hours Min.
Female™| Colored wooweo[] ( owvorceol]| « 13r THIBT6 g

100, LUSUAL OCCUPATION [Give kind of work done
during most of working life, even if ratired)

10b. KIND OF BUSINESS OR
INDUSTRY

1. BIRTHPLACE (Clry crld state or eeunlry)

Ne Carolmgx**

-s"x:k.-.:-?':{

.12, CITIZEN OF WHAT COUNTRY?

U. S.

130, FATHER'S NAME 13b. MOTHER®S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
Ben Joyce Unknown | Joe Farrow
15. WAS DECEASED EVER IN U. S. ARMED FORCES? 16. SOCIAL SECURITY NO.{ 17. INFORMANT Address
(Yes, no, or unknawn)| {If yea, give war or dates of service)
¢y s 357-14-4610 Joe Farrow-Hayti, Mo.

PART |. DEATH WAS CAUSED BY:

IMMEDIATE CAUSE (a)

18. CAUSE OF DEATH (Enter only one cause per line for (a), (b), and {c).}

& pApr A AN,

INTERVAL-BETWEEN

ONSETQ,ELI:EATH
& .

Londiriens, if any,

By LD

DUE TO (b)

obove couse {a},

which gava rlae to
stating the under-

Mjc}kww o

FRENVIR ! VN

5 lying couss last. DUE TO (e}
= PART . OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TG DEATH'but not refated 1o the terminal disesss condition given in PART I (a) 19. WAS AUTOPSY
3 PERFORMED?
: 0/~ YES[ ] NO
& | 20o. ACCIDENT SUICIDE HOMICIDE | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART { JPART il of item 18.)
w
C a d a
§ 20c. TIME OF Hour Month, Day, Yeor
a INJURY  a.m.
k3 p.m.
20d. INJURY OCCURRED 20e. PLACE OF INJURY {e.g., inorabouthome,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
wHILE ATD NUT W'HILE [:] farm, .ctory, street, office bidg., etc.)
WORK ! ) L
21. | attended the deceased from tL - - D_g . to ’é -r>7- ng and last saw hhin“r-p“" on Q - l L. Jy
Death occurred at "2 %"“‘— ~ m on the dote s?ui_ad cbove; ond to the best of my knowlsdge, from the causes stated.

220. SIGNATURE ' {Degreo or title} Fo 22b. ADDRESS . 22¢c. DATE SIGNED
CLM’QI\M/\&A A w8, ) AR 4 “')-%’7{
23a. BURIAL, CREMATION, | 23b. DATE 23c. NAME OF CEMETERY OR CREMATORY ‘ 234, LOéATION {City, town, or county) {Stete}
REMOVAL (Specily) .
Burial  8-21-58 Sand Hill Cemetery New Madrid, Mo.

24. FUNERAL DIRECTOR ADDRESS

onder Funeral Home-Lilbourn, Mo,

7=3-d

25. DATE RECD. BY LOCAL REG. | 2

EGISTRAR'S SIGNATUR

{Licensad Embalmec’s Statement on Reverss Side)

v




7-200-59

- . SEP 5 1954
JUL 141956 '

]

STATEMENT BY LICENSED EMBALMER

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

by Me, OF BY 1o i e g , Student Embalmer No, ...............cee.

working under my personal supervision.

SHUUAEIE  ererrnencrneenrrneessrersinernrnsrenasasinsrsnsreanass Signed M‘%Gﬁ‘—ﬂd{a ................

Signature of Student Embalmer

Licensed Embalmer NoF8=T2.........
p. O. Addresgf%ﬂdﬂ,..%

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

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

/




