THE DIVISION OF HEALTH OF MISSOURI

 Health, 5_8_0:1334'? -
& Welfore - STANDARD CERTIFICATE OF DEATH TTTTTTTTUSTATE FILE NUMBER
 Public i 13 -
h Service HLED SEP 3 0 lgﬁiltruﬁor\_ Distric!‘Na. / "7 & Primary Registration Diliricj [y it Rn_gi:trur's No..",l""..___?. _____ -
1. PLACE OF DEATH 2. USUAL RESIDENCE (Whore deceased lived. If institution: Residence befocd’
5. 300 o. COUNTY a. STATE II E b] COUTT} Rriilﬁj:iﬁ d
1-57 . chv {If outside corporate limits, give TOWNSHIP only) | Inside Limits c. CITY Inside Limits
4 ‘ YuD No X} 09,5' TOWN Richland Yes{¥l Noe [
. Egls_h?:{o\%gF {1 NOT in hospital, give location) Lengﬂ\ o onth 15 d. iE%EREE-gs {If cutside, give location) Reside on Farm
sTiTuTion Ceder Grove Nursing Home NS Richland Yes [] No 9
3. NAME OF DECEASED First Middie Last 4. DATE Month Day Yeaor
{Type or print) or
Ella Lavina Por DEATH §
5. SEX 6. COLOR OR RACE| 7. MARRIED[ ] NEVER MARRIEDL ] 8. DATE OF BIRTH 9. AIG‘,E glr:';::;; IF UTﬁE?;YEAR I:ioLui:DER 2:":RS.
Female /| White wooweol® f owosceoll|  Sept. 19,187 “BLI0™ ("B [
100, USUAL OCCUPATION (Give kind of wark done | 10b. KIND QF BUSINESS OR . BlRTHPLACE (Ciry oud state or country) 12, CITIZEN OF WHAT COUNTRY?
during most of working life, even if retired) INDUSTRY O
-Home Camden County Mo U.S.A.

otc. must use only standard nomenclature in item 18. No ;ym-ptnms will be listed.

¢tor, cerofer,

ES]
b‘«:R-.. All diseases in Part | must be causally related.

1

Jo. FATHER'S NAME

es M. Winfrey

13b. MOTHER*S MAIDEN NAME

Sarah Pr

14. NAME OF Hj.léBAND OR WIFE

t.chett John A. Pope

15. WAS DECEASED EVER IN U. S. ARMED FORCES?
{Yes, no, or unlmnvm)l {1l ye3, give wor or dates of service)

16. SOCIAL SECURITY NO.

17. INFORMANT Address

Edward W _

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE
MEDICAL CERTIFICATION

PART I.

Conditiona, if any,
which gove rise to
above couse (a),
stating the under-

18. CAUSE OF DEATH (Enter only ane gouse per line for
DEATH WAS CAUSED B

IMMEDIATE CAUSE (c)

} DUE TO {(¢)

(b), and {c}.}

¢L&%pww’7fié%z("

INTERVAL BETWEEN
ONSET iND DEATH

DUE TO (&) /[ﬁya%ﬂﬁ Q«tz:gﬂ @/{(,//f

3

5/7//?9‘5/

605 X

lylng cowse lost.
PART Il, OTHER $IGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not ralated to the terminal dissose condition given in PART | [q) 19. ge;:gg&gsy
YES[] NO
200. ACCIDENT  SUICIDE  HAOMICIDE 20b. DESCRIBE HOW INJURY QCCURRED. (Enter nature of injury in PART | or PART Il of item 18.}
] | O
20c. TIME OF Hour  Menth, Day, Yeor
INJURY a.m.
p.m.
204. INJURY OCCURRED 20e. PLACE OF INJURY (a.g., inor about home,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE ATD NOT WHILE | form, lactory, street, office bldp., etc.)
WORK AT WORK P - L .
21. | ottended the daceased from , to s {8 ond last Saw hl il alive on é - 5
Death occ%d ot 1 s stated abeve; and 1o the best of my knowlddge, e causes stated.

- ,dim S vrerigl % /

22¢c. DATE SIGNED

7245

236-8

1AL, CREMATION,
REMDVA.L {Specify)

23b. DATE

~ ADDRESS

23c. NAME OF CEQETERY OR CREMATORY

__Qak_ﬁaun_ﬂematery

23d, LOCATION (CiHy, town, or county)

£ (state)
fiishland

Mo
24 REGISTRAR'S SIGNATURE

25. DATE RECD, BY LOCAL REG.

P26 - )7 5§

(Licansed Embalmer’s Stotement on Reveish Side)

L ALy
7




.‘Recei;red SEP 29 1958 L

- T s -
Laclede County Health Unit

SRR File No. /37 .. -

Date Ff‘lled SEP 29 1958 .

P T DL

W
hl

STATEMENT BY LICENSED EMBALMER

CF

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

by me, or by

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

working under my personal supervision,

Student

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

Signed ,\!
Signature of Student Embalmer

.» Student Embalmer No. .......ocoiiieins

T Redd ...

Licensed Embalmer N 79’5 ......

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).
: [f embalmed by a STUDENT, he also shall sign in his OWN handwntmg.
If this body is not embalmed, fact should be so stated above.
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