THE DIVISION OF HEALTH OF MISSOURI

58—035619

{ealth, -
Welfare AN DARD c IFI(ATE OF DEATH 2 STATE FILE NUMBER
ublic é E 5 - T ?
arvice ny 14 1Q=&g||"a!|on District W .4 =t ..—Primory Registration District No. —:' ---------------- Registrar’s N“-‘-—-—--é-f—z--—-—-
18 S5 ¥ [ "N N IR=A"A®
- PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence befsfe
0 a. COUNTY Butler o. STATE Mo . b- COUNTYC arte I'cdml“y}w
57 b. CIOTY {If cutside corporats limits, give TOWNSHIP only} Inside Limits <. CBTRY Inside Limirs
R - o .
TOWN cl ja L 3 . s TOWN
0 Poplar Bluff, Mo Yos ] No [ oww  Kllsinore Yesf) No[]
c. FULL NAME OF (If NOT in hospital, give location) | Length of stay in 1b O’ gd STREET {If eurside, give locotion) Reside on Farm
hanioyion Ponlar Bluff Hogop.. S ADORESS None Yes [ 2o
3. FI'AME OF pE;:EASED Firsy Middle Last 4. DS;E Month Doy Year
yPe or print . s
Jacob T. Huddleston | oean Oct. 28, 1958
5. SEX 4. COLOR OR RACE| 7. T 8. DATE OF BIRTH 9. AGE {In yeors JF UNDER 1 YEAR] IF UNDER 24 HRS.
e . MARRIED] ] NEVER MARRIED[ ] 8 6“' {airr:doy) MTU [T Hours Min.
Fale o hite wiDOweD[T]  f oivorceo[] Jan.1l9,189, I 8

10a, USUAL OCCUPATION (Give kind of work dens

10b. KIND OF BUSINESS OR

11. BIRTHPLACE (City and stote or country)

12. CITIZEN OF WHAT COUNTRY?

diseases in Part | must be causally related.

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

- ~during,most of working life, even if retired) INDUSTRY
FMInis ? Ark. / B.S.
130. FATHER'S NAME 13b. MOTHER*'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
Unknown Unknown cffie Dover Huddleston
15. WAS DECEASED EVER IN U, 5, ARMED FORCES? 16. SOCIAL SECURITY NO.| 17. INFORMANT Address -
Y w37, na, or unknown as, give wat or dotes o tvice x
(o™ vrknewm|(lf ves. 0 doresslaemiest | Unknown Iv'rs J.Y.Huddleston sllsinore, Mo.

18. CAUSE OF DEATH (Enter only one cause per line for {a}, (b), and (c).)
PART |. DEATH WwAS CAUSED BY:
IMMEDIATE CAUSE (a)

INTERVAL BETWEEN
ONSET AND DEATH

2!&:-‘_

above couse ({al,
arating the wndar.

which gave rise fo }

) Conditions, if ony, . DUE TO (b} m WQ.. wﬁ_—__
,M ceetited Helied o

WHILE AT NDT WHILE
WORK D O

farm, factory, street, office bidg., etc.)

g lying cause last. DUE TO ()
= PART ll. OTHER SIGNIFICANT CUNDITIMCONTRIBUTH‘IG TO DEATH but not reloted 1o the 1stminal disease condition given in PART | {a) 19. WAS AUTOPSY
5 PERFORMED? O
g LUIOD YES[] NO[]
| 20e. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART Il of item 18.)
w
8 O o O
3[ 2c. TIMEOF Hour Month, Day, Year
‘a INJURY a.m.
] p.m.
20d. INJURY QCCURRED 200. PLACE OF INJURY {e.g., inor ghouthome,} 20f. CITY, TOWN, OR LOCATION COUNTY STATE

21. 1 ottpepied the deceased from

th occurred at .

, to

A

end last sow |I:|.;|
m on the date stated above; and to the best of my knowledge, from the causes stated.

alive on

735: SIGHNATURE ' 2 E [Degroe or title} O nyESS J n:/-QATE SIGNED
Z3a. BI.IRIAL, CREMATION, | 23b. DATE 23e. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (Ciry, town, & county) ({S1ate}
EMOVAL ({Sgecifr} . s .
uria 10-31.-58 Whites Mill Cem. ollzgdnore, ho.

24. FUNERAL DIRECTOR ADDRESS

Frank-Sotrell Forlar 31uff, lo.

25, DATE7P %’ﬁm

2. SIGNATU

{Licensed Embalmer’s 5!:!4-11—0: Re€erse Side)




RECE) 4GP :
BUTLER CO. HEALTH CENTER ;
FILE No.

~ON 34

MDA UiTume s emm .

STATEMENT BY LICENSED EMBALMER

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

.» Student Embalmer No. .........covuvrnee

by me, 0FbY i, OO RRTRUN

working under my personal supervision.

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

Signature of Student Embalmer

Licensed EmNo... el
P. O. Address), /. 6

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failufe
to comply with the above constitutes grounds for revocation of license).

1f’embalmed by a STUDENT, he also shall sign in his OWN handwriting.
If this body is not embalmed, fact should be so stated above.




