THE DIVISION OF HEALTH OF MISSOURI
O STANDARD CERTIFICATE OF DEATH —28=036'788

!;, *&{'cr- STATE FILE NUMBER |
wblic [
 Sarvice HLED NOV 3 19589.smmn Dlsmct No. _____. 4\5:, ___________ Primary chlstruhol\ DIS?IICT No. ___, Q.Z_Q_Q_..’.-_..-_ Reglstrr.u' s Ne. Ne., ,,__,______/__i,._.. '
1 . PLACE OF DEATH 2. USUAL RESIDENCE (Where deceosed lived. I institution: Residence bofore
. 300 a. COUNTY JASPER o STATE M |S9SOUR | b COUNTY JASPEQdﬂ"H'o
1-57 b. CITY (If outside corporate limits, give TOWNSHIP only}) | Inside Limits c. CEI'Y o Lf.qg‘ tnside Limits
TngJN JOPL| N Y“ﬂ N°D TO\E'N JOPL' N a Yns[ﬁ NoD
E c. FULL NAME OF (If NOT in hospital, give location) | Length of stay in 1b d. STREET {If outsida, give location) Reside on Farm
HOSPITAL OR ADDRESS
| INSTITUTION. 409 WaLL ST, 63 YRS |409 WaLL ST. Yes [ | No K]
a F[AHE OF DE)CEASED First Middle Last 4. DATE Manth Day Yeor
ype or print . OF
OL IVE CULL 1SON peath OcToBER 27, 1958
5 SEX | 6. COLOR OR RACE| 7. mARRIED[ JNEVER MARRIED[ ] J&. DATE O‘F BIRTH 8 -3 AIGE (.,.':::,Y; |;:,||:4}‘D'qu::m I;ouuN.DER 2:‘:'95.
a4 T I
F w wiooweo] 2, oivorceo[ ]| YUNE 6 L] 1871 85’ I
10a. USUAL OCCUPATION [Glve kind of work done | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (City ond state or country) 12. CITIZEN OF WHAT COUNTRY?
during f working life sven if retired) INQUSTRY
"HO USEWIFE HoNE Urica, Onto 1 U.S.A.
130. FATHER'S NAME 135, MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE DEC 'n
UNK UNK Joun W, CuLLISON, (933
w
o [| 15 WAS DECEASED EVER IN L. S. ARMED FORCES? 16. SOCIAL SECURITY NO.| 17. INFORMANT VAU~ Address
2 {(Yas ﬂtN:Unkmm)I(ll yos, give wor or dotes of service) RS . EL S ' E M R OAKE S ’ I L}09 ‘VA L L S T "
& 18. CAUSE OF DEATH (Enter only one cause per line for {a), (b}, and (c).) INTERVAL BETWEEN
L PART I. DEATH WAS CAUSED BY: ONSET AND DEATH
w IMMEDIATE CAUSE {a} Aneaxemia . L days
g .
e Conditians, if eny, , DUE TO (b} IIremia 6 mo
> which gave rise to
; above :;uu 50). }
i . .
elz Iying couse lasr. ) DUE YO () Cardio-vascular-renal syndrome L yrs
; DEF PART N, QTHER SIGHIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related 16 the terminel disease eonditlon given in FART | (a) 19, WAS AUTOPSY
3 o5 PERFORMED
I g4 K YES[] NOGH 2
. % 5| 200. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in PART | or PART H of item 18.)
- - wr
il 0O O 0O
6 < NG| %c. TIMEOF .Hour Month, Day, Yeor
5 oo INJURY  a.m.
§ : B3 p.m.
E 5 20d. INJURY OCCURRED 2e. PLACE OF INJURY {e.g., inorabouthome,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
1T W WHILE AT—) NOT WHILE farm, factory, street, office bldg., atc.) )
3 3 WORK AT WORK
5 21. I attended the deceased from g] an . ’19 EA . to Qc E. ,19 58 ond last 'sawti"; alive on Oct 24 ,] Q58
H Death occurred at 2:4L0 AM, - m on the date stated above; and 1o the best of my knowledge, from the causes stated,
3 22a. SIGNATURE @ {Degree or title) 2b, ADDRESS - 22¢, QATE SIGNED
o
E 4. e pary Joplin,Mo, _110/29/58
230, BURIAL, CREMATION, | 23b. DATE 23c. NAME ffF CEMETERY OR CREMATORY 73d. LOCATION {City, tawn, or county} (State)
if;
b BYRYAE-™ | 10-30-58 SeNECA CEMETERY 8ENE Missour1
, 4 -
0 24. FUNERAL DIRECTOR ADDRESS 25. DATE RECD, BY LOCAL REG. 26. REGISTRAR" 5 SIGNAT, .

STEVE PARKER MORTUARY, JOPLIN, MD. /9 -B/-/959

i d Embeimee’s 5 on Reversas Side)




8561 6T 030 ., ... By

STATEMENT BY LICENSED EMBALMER

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

DY ME, OF DY it et s s re e a vt e e e e rss s e nes e .» Student Embalmer No. ...................

working under my personal supervision.

SEUAENL vvvereiiiireevererreeeeereeeeseresseesseessiareanees : Signed.ﬁz.%....gm ......................

Signature of Student Embalmer
- . Licensed Embalmer NoZ--S'//

P. O. Address..?za. ............ Ve
* “"Nbtél Th& above'MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failare
to comply with the above constitutes g’ouqu f‘or‘ 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.




