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USE ONLY BLACK K OR RIBBON TYPEWRITE IF POSSIBLE

THE DIVISION OF HEALTH OF MISSOURL

STANDARD CERTIFICATE OF DEATH

58-035648

STATE FILE NUMBE,

603

HIER OCT D A {ARpyistation Distric No.___-____f?_tg________,P.i

mary Registration District No. g .. Registrar's No

-1. PLACE OF DEATH
a. COUNTY Butler

2. USUAL RESIDENCE (Where deceased lived. If institution: Residence befare
o STATE Ii'esouri * ©NTY Butd e‘}?"‘""“

b. CITY (If outside corporate limits, give TOWNSHIP only) Inside Limits

c. CITY Inside Limits

OR e OR L
row Poplar Biury Twsps, [0t 0w Pop.ar Blurz Yes[] Nog]
c. FULL NAME QF (If NOT in hospital, give location) | Length of stay in 1b o’joﬂ')%EEE'gs ] (t§ outside, give location) Reside on Farm
NP RR # 4 1o yrs. o " RR 7 4 Yes [} Mo [
3. NAME OF DECEASED First Middle Last 4. DATE Month Doy Year
{Type or print) . opP )
Beatrice Hampton DEATH.™: ,(0-10-.908
5. SEX 6. COLOR OR RACE} 7. MARR’lmﬁ REVER MARRIED] 8. DATE OF BIRTH 9. AGE {In years JF UNDER | YEAR| IF UNDER 24 HRS.
l{_‘e Lu.a.l.d / ._Jrlj_ Te \\'IDUWEDD / DIVORCEDD _L- 'f - l907| blzr birthday) | Months ! Cays Heurs J Min.

105. KIND OF BUSINESS OR

S " home

10a. USUAL QCCUPATION (Give kind of work done

dur|ngbmgwl wwhég l1fw, mven If ratired)

11. BIRTHPLACE {City and stote or country) 12. CITIZEN OF WHAT COUNTRY?

Grandin, Missouri Usa

13a. FATHER'S NAME

Bob Clevelana

13b. MOTHER®'S MAIDEN NAME
Eiizabeth

14, NAME OF H}.léBA.ND_ OR WIFE

Smita Erpy Humptou

15. WAS DECEASED EVER IN U. 5. ARMED FORCES? 16. SOCIAL SECURITY NO,

(Y“‘I“r'\')" unknqvm][(lf r-ti‘lrb gnr datas of service}

17. INFORMANT
Eroy Hawpton,

Address

Poplar Bluti, HMc,

18, CAUSE OF DEATH (Entar only ona cause per line
PART 1. DEATH WAS CAUSED BY:

IMMEDIATE CAUSE (a)

{a}, (b), ond {c).)

()Y‘OVIQY‘V

INTERVAL BETWEEN
ONSET AND DEATH

S min

/Srombosis

Conditions, Hf any, DUE TO (b)

above couse (a),

which gave rise to
stating the under-

430

21. | ottended the deceosed from

s RO

Z lying couse last. DUE TG (¢)
— PART I1. OTHER SIGNIFICANT CONDITIONS CRMTRE MG, TO DEAT buj not related to the terminal diseass condltion givan in PART | (a) 19. gég:ggﬁgg;’
< T
L
4 ar, DJ a eslly YES{] NO
= | 20a. ACCIDENT SUICIDE HOMICIDE 20b. .DESCRIBE HOW INJURY OCFURRED. (Enter nature of injury in PART | or PART Il of item 18.)
w
o O O O :
S| 20c. TIME OF .Houwr Month, Day, Year
' INJURY  am.
3 p-m.
20d. INJURY OCCURRED 20e. PLACE OF [NJURY(-.?., inor about home,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE ATD NOT WHILE [:I form, factory, street, office bldg., etc.)
WORK AT WORK .
— ———— —

ond lost saw alm alive on

m on the date stoted ubcu, ond to the but of my knowlodgc, fmm the ¢couses tiated.

~

M. D. 0

.c.er- 22c. PATE SGNED

o/

225 ADORESE, i n 7 {;’ea/ﬁ: OFf
Pup.as Bauf Llssouril

T3a. BURIAL, CREMATION, | 23b. DATE 23c. NAME OF CE_IIE‘I'ER\" OR CREMATORY
BHLET™ |10-16-1958 |Walton Chape

23d. LDCA‘I’ION (City, fown, or county} “lseare)

Butler.County, Mo,

1 Cemetery

24. FUKERAL DIRECTOR ADDRESS

Gre.r Croy & F:Ltch,, Popiar Biuil

25. DATE RECD. BY LOCAL REG.

. 649 ST

- RE

[Licwnsed Embalmer’s Statoment on Reverse Side)



0CT 2~ 1958
BUTLER CO. HEALTH CENTER
FILE No.

2 A .RECEIVEDV . Qo6 § 0302 - -

STATEMENT BY LICENSED EMBALMER

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

DY M@, OF DY ieriitiiiiieiiiii et cenn st bn e bre s et e ry gt s srsns i nn ., Student Embalmer No. ....c.ceovuverennn.

working under my personal supervision.

Student oo e -
Signature of Student Embalmer

Licensed Embalm Noé/?/zf

P. 0. Addresg/c #7457 . . %= ety

Note: The above MUST BE SIGNED BY THE LICENSED EM_BALMi-:R in his OWN HANDWRITING. (Railure

to comply with the above constitutes grounds for revocation of license).
* If embalmed by a STUDENT, he also shall sign in his OWN handwriting, ~
- '!’s;lf this body. is-not embalmed, fact‘s!l.ould be so stated above.

M




