pt. Health,
. & Welfare
5. Public
Ith Service

.1

0

symptoms will be listed.

efc, musi use oniy stonderd nomenclature in item 18. No

All diseases in Port | must be causally related.

er,

G

S, 300
[v ~-57

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

IFILED AUG 1 9 1ggﬁgistrutioq District Na.

X

THE DIVISION OF HEALTH OF MISSQUR]
STANDARD CERTIFICATE OF DEATH
_.._.2_-,22 ________________ Primary chutruhon Dlsmct Ne, _____ég,z

58—-029997

______ Registrar's No..

STATE FILE NUMBER

t. PLACE OF DEATH 2. USUAL RESIDENCE (Where daceased lived. If institution: Residence before |
a. COUNTY o, STATE . b. COUNTY admis sion)
Y Migsouri Clinton
b CIOTRY {If outside corporate limits, give TOWNSHIP only} Inside Limits c. CITY Inside Limits
TowN Ruchmond Yes (] Mo i h?‘.-_,o 10WN Lathrop Yes[} NeX}
Egls-fl;l NAMEOOF {lf NOT in hospital, give location} | Length of stay in 1b d. STREET (If sutside, give location) Reside on Farm
TAL OR ADDRESS -
~nsFesenRay County Memorial| 10 days YesX1 No%d
3. NAME OF DECEASED First Middle Last 4. DATE Manth Doy Yeor
[Type or print) OF .
Doris_ Jean White DEATH  Aug. 12 1958
6. COLOR OR RACE|( 7. mARRIED[ TNEVER MARR.EDE 8. DATE OF BIRTH 9. AGE {In years {IF UNDER 1 YEAR| IF UNDER 24 HRS.
last birthday) | Menths | Doye Hours Min,
lo_ {|VWhite wooweo[] ¢) owvorceo[[May 3, 1925 33 |

100. USUAL OCCUPATION (Give kind of wark done
duting most of working lifa, even if retired)

Housework

10b. KIND OF BUSINESS OR
INDUSTRY

11. BIRTHPLACE {City ond state or cauntry)

Orrick, Migsouri

12 CITIZEN OF WHAT COUNTRY?

o UeSeAs

13a. FATHER'S NAME

13b. MOTHER*S MAIDEM NAME

14. NAME OF HUSBAND QR WIFE

William Allen White Pearl Barber None
15. WAS DECEASED EVER IN u 5. ARMED FORCES? 16. SOCIAL SECURITY NO.| 17. INFORMANT Address
(1 yen aive e or deten of wrvice) None rs . Talmadge White Excelsior Spgs. Mo.

{Yas, go, or unknown}
o

PART I. DEATH WAS CAUSED BY

IMMEDIATE CAUSE (a)

18. CAUSE OF DEATH (Enter only one cause per Ijpne for {a}, (b), an :) )

€‘>’t"

£ der s

INTERVAL BETWEEN

Conditiony, if any,

DUE TO (b} /TA l//W /9'// C

‘{0 Yooy

ONSET ANDJPEATH
& L

which gove rise to
above couse {a},
stoting the undar-
lying couse last.

i

DUE TO () ﬁ-u / 0

Co//tson /

PART N. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related te the termingl disease condition givan in PART I {(a}

19. WAS AUTOPSY
PERFORMED? .

YES[] Nojz

200, ACCIDENT * SUICIDE HOMICIDE

X O O

20k, DESCRIBE HOW INJURY OCCURRED. (EYI nature of injury in PART I or PART Il of item 18.}

AV 7T o

/5/0/:'

20c. TIME OF Hour Month, Doy, Year

MEDICAL CERTIFICATION

—

L

INJUR .
/03%m f-2- 55
20d. INJURY OCCURRED .| 20e. PLACE OF INJURY (e.g., inor about home,

201, N, OR LOCATION W7

Y‘

Death occurred at

WHILE ATD NOT WHILE farm, factory, mo! ofhce bldg., etc.}
WORK AT WORK N2 DN N
21. | attended the deceased from

s

m on the date

ated above; and to the bes? of fmy knowledne,

the’couses stated.

-} 220. SIGNATURE /

73a. BURIAL, CREMATION, T DATE
REMOV AL (Spacify}

Aur, 14, 195

227 X"

K358 |

:;ijs OF CEMETERY OR CREMATORY

outh Point

Orrick

7 V%««MJ

234. LOCATION {City, town, or county)

{S1a1e)
Missouri

24. FUNERAL DIRECTOR

4

ADDRESS

Orrick Misaouri

25. DATE RECD. BY LOCAL REG.

./ -/9¢ ¢

26. REGISTRAR'S SIGNATURE

{Licansed Embalmar's Statemant on Raverse Sidt)v

ﬂ%//é&ﬂn/




oo

- e - - N 4 Mt H
- : ! 1. 1
~ _: ., B ) P"--‘\c N . ‘:‘ ""-\h
R SN o a .
' STATEMENT BY LICENSED EMBALMER

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

by mMe, 0T BY et s s e .» Student Embalmer No. ...................

working under my personal supervision.

Student ..o e s s e
Signature of Student Embalmer

L oo * *+ & Licensed Embalmer Noy-\j /
[
, P. 0. Addressoie e Zogsd 2.
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 embalmed, fact should be so stated above. )




