Health,

& Welfare

Public

1 Service

Q\P All diseases in Part | must be causally related.

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

THE DIVISION OF HEALTH OF MISS0URI

STANDARD CERTIFICATE OF DEATH

“_EU OCT 2 8 1ggaggis|rusior! District No. _b-— 3—

Primary Registration District No.

____________ .';')TAB—OSS?OO

TE FILE NUMBER

BoUS. s LTH.

1. PLACE OF DEATH
. COUNTY .
: Cape Girardeau Mo

2. USUAL RESIDENCE (Where deceased lived.

If institution: Residence baig,
"Mi¥5ourt Cape &iP8Pdeau d"‘/

b. CITY (if outside corporate limits, give TOWNSHIP onty) Inside Limits CITY Inside@imirs
TowN Cape Girardeau Yos & Mo OIG? Tow Cape Giraprdeau Jo | Ve N[l
¢. FULL NAME OF %iwﬂtospzniaiﬁgcmian) Length of stay in 1b STREET {If ourside, give locotion) Reside en Farm
HOSPITAL OR D
iNsTiTuTioN Nursing Home 24yrs 51%°€8 E111s Street Yes [ o[
3. NAME OF DECEASED First Middle Last 4, DATE Manth Day Yeor
{Typa or print) OP
William Marton Goad DEATH Qct,12, 1958
5. SEX 6. .COLOR OR RACE T'MARRIEDD NEVER MARRIED] ] 8. DATE OF BIRTH 9. AE,E E;".J.J:LS ;xr:}asn[i’:’:m |:nli:{’DER 2:‘:?5.
Male o| white wooweo[ g ovosceo(l| Nov, 9, 1866 b l |

10s. USUAL OCCUPATION {Giva kind of wark dems | 10b. KIND OF BUSINESS OR

11. BIRTHPLACE {City and state ar country) 12. CITIZEN OF WHAT COUNTRY?

urjhg mas lifs, aven if retired) INDUSTRY
Re LiTed SR Ve tdeoror Selvin Indiana / U.S.A,
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
William Touls Goad Jane aylor Dead
13. WAS DECEASED EVER IN U 5. ARMED FORCES?_ 16. SOCIAL SECURITY NO.| 17. INFORMANT Address
{Yas, no, Ngnqwnq (If yus, give wor or dates of service) None IVe g t G’Oad Du tchtown MO

18. CAUSE OF DEATH (Enter only one cause per line for (), (b}, and {c}).}
PART 1. DEATH WAS CAUSED BY:

IMMEDIATE CAUSE (o)

INTERVAL BETWEEN
~—=—1 ONSET AND DEATH
M, LA, _)

Conditions, if any,

DUE TO {b]

: 7 p

-

s’

which gave rlas to
above covse {a),
stating the under-

I

L

T9YA

g lying couss last. DUE TO (<)
= PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH bur not ralated 1o the terminal disesse condition given in PART | {a} 19. WAS AUTOPSY
Py PERFORMED
i YES[] WO
&= | 20a. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART Il of item 18.}
w
G g O 0
S| 20c. TIME OF How  Honth, Doy, Year
a INJURY  am.
¥ p.m.
20d. INJURY OCCURRED We. PLACE OF INJURY (e.g., inor abouthome,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE ATE] NOT WHILE E] form, factory, street, office bldg., etc.)
WORK AT WORK
21. | attended the deceased frolﬂ#i /61/5 33 ; i E

Deoth occurred a1
—

‘ZI and last in@liv
t on the date stated above, ond to the E&8¥Tof my kmwladga,

'om the couses stated.

QW{ {Degras o title) 0 6 b. ADD ATE SIGNED
23e. BURIAL, CREMATION, ;3:. DATE 23c. NAME OF CEMETERY OR CR;ATORY 23d. LOCATION {Cliry, town, or county) (5tm)
VAL (Specify)
nrial 10a]4.58 Bleasant 3111 Cemt l il'iman Mo,

L 5
24. FUNERAL DIRECTOR

L.L.Haman Cape Girardeau Mo

ADDRESS

DATE RECD. BY LOCAL REG.

ot 1953

Gmnm% W

{Licensed Embalmer's Statement on Reverss Side)




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 Lottt eet e r e et reen et e aeaaeaean e en e r b reenenae , Student Embalmer No. .........c.eeeu.ns

working under my personal supervision.

Student ooeen e
Signature of Student Embalmer

T Licensed Embalmer No.. 2863, ... .
P. 0. Address GARS..Givardesan

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 handwriting.

[f this body is not embalmed, fact should be so stated above.




