Health,

X Welfore

Public

Service

- 300

1-57

1 ve Tialed.

(4]

All disecses in Part | must be cawsally reloted.

o

USE ONLY BLACK iNK OR RIBBON TYPEWRITE IF POSSIBLE

I Hrr:ﬂ SEP 15 1958i:|rn|ian_ District No. ...

THE DIVISION OF HEALTH OF MISSOUR1

STANDARD CERTIFICATE OF DEATH STATE FILE NUMBER
__Qz 2 e Primary R.glstluhon DlsIrlct Ne, ___30 %7._“____ Regulrar s No. No. _‘/__2__0 ________ -

98-029766

1. PLACE OF DEATH

a. COUNIY Ne.\_ft on

2. USUAL RESIDENCE (Where daceased lived. If institution: Residence bcfou
0. STATE Mi 8 SOIlI'l b. COUNTY Ne“]t 0

a4

b. CITY (If outside corporote limits, give TOWNSHIP only) Inside Limits c. CITY Inside Limits
16w Neoshio ves i % {10137 1om Beosho Yool No[J
c. Egls—#l':":r%gF (If NOT in hospital, give location) | Length of :tay in 1b d S.{)RDEEE.QS (If outside, give locatien) Reside on Farm
INSTITUTION Sale Memorial H PSP minute§ A 710 N, :Hig h St. Yes [ 1 No

3. NAME OF DECEASED

(Type or print)

Firse

John

5. SEX

Male o

6. COLOR OR RACE

7.

White

wioowed[] s pivorcen[)

Middle Lasr 4. DATE Month Day Yeor
3 - OF
W. Cooper cearhug. 28, 1958
MARRIED B NEVER MARRIED(] 8. DATE OF BiRTH 9. AGE (In yeers JF UNDER i YEAR] IF UNDER 24 HRS,
. Months | Dors

Hours ]‘ Min.

April 27, 1896 g™

10a. USUAL OCCUPATION {Give kind of work done

GI’ 6&' é‘fﬂé‘ﬁh- wven if retived)

10b.

GFBEEry Busine

KIND OF BUSINESS OR 11. BIRTHPLACE (City end state or couniry) 12. CITIZEN OF WHAT COUNTRY?

55 Izard County, Arkangas U,S. A

130. FATHER'S NAME

3 .

Harvey William Cooper

13b. MOTHER'S MAIDEN NAME Lt 4. NAME OF HUSBAND OR WIFE

Mittie Carder Sarah Cooper

15. WAS DECEASED

(Yas, ml\'fdu*mwﬂ)-

EVER IN U, 5. ARMED FORCES?

(M you, yﬁonédmu of service)

17. INFORMANT Address
Sarah Cooper Neokho., Mo,

16. SOCIAL SECURITY HO.

557-16-362

PART I.

Conditions, I any,
which gave rise to
abave couse (a),
stating the wnd
lylng ctowse last.

8. CAUSE OF DEATHJEan only one cuu:e per line for (e}, (b), and {c}.)
DEAT

IMMEDIATE CAUSE {a)

WAS CAUSED B

DUE TO (b)

INTERVAL BETWEEN
/ . ONSET ATH

)

DUE TO (¢

Murg_: '

PART . OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the termingl dissass condltion given in PART | {a)

No»t_

430 )

19. WAS AUTOPSY
PERFORMED? o~
YES[ ] NO[Z—

c

200. ACCIDENT SUICIDE HOMICIDE
O

20b.

a

DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART il of item 18.)

TIME OF Hour
NJURY  o.m.

p-m-

20c.

MEDICAL CERTIFICATION

Month, Day, Year

WHILE AT

work  OJ

204. INJURY OCCURRED
NOT WHILE
AT WORK

O

20e. PLACE OF INJURY (e.g., in or about home,
form, .ctory, street, office bldg., etc.)

201. CITY, TOWN, OR LOCATION COUNTY STATE

Death occurred ot

21. | ottended the deceased from

”")? and last 'suw:i';-::li\um M &é. Jegi -

'y’:a;’p mon 1

date stoted above; ond 1o the bast of my knowledge, from the causes stated.

-

,%ZZTURE a {Degrea or title
~ 0

230. BURIAL, CREMATION,

Barigr™

23b. DATE

225, ZDRESS : s 22¢. PATE SIGNED

P-FJF
. 23, LOCATION (City, town, or county)
8 1.0.0.F, Cemetery

Septs; 1, 19

(Stare}
Neosho, Missouri

24. FUNERAL DIRECTOR

ADDRESS

Clark Funeral Home Neosho, Mo.

25. DATE RECD, BY LOCAL REG. | 2p REGIFRAR'S SIGNATU,

7-3-5% xid

{Licensad Embalmes’s Siatement on Reverse Side)
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STATEMENT BY LICENSED EMBALMER

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

BY ME, OF DY i ittt s e a e re e s s et s s , Student Embalmer No. ........c.cocuenen |

working under my personal supervision.

Student ..o e
Signature of Student Embalmer

Licensed Embalmer Ncns-da‘:r—é
P. 0. Address S/ R Se. Woac/

................................

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN ANBWR[TII&G. (Fs?lure |
to comply with the above constituies grounds for revocation of license).
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.




