, Heelth,
& Weliare

 Public

y Service

5. 300
1257

Z

o symptoms will be listed.

nemenclature 10 1fem

. g-w All diseases in Port | must be causally related.

-

"%

€

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

THE DIVISION OF HEALT

STANDARD CERTIFICATE OF DEATH
Primary Reglsrruhon Dlstrncl No. Jod 8)

| FILEG DEC 15 1958w o .. 4 7

H OF MISSOURI

58-039113

STATE FILE NUMBER

270

.. Registrar's Ne.

rad

............... e

l 1. PLACE OF DEATH / 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence fcro
o. COUNTY CALLA"‘!AY a. STATE MI SSOURI b. COUNTY TEXAS"&‘“'“
b. C:DTRY (It outside corporate limits, give TOWNSHIP only} Inside Limits c. CEFRY Inside Limits
Towe  FULTGN Yes il No [ 1o ELK CREEK Yas[T] Ne[J
€. FgLL”HACfUE)gF (1 NOT in hespital, give lecation} | Length of stay in 1b onda STREET (I outside, give location) Reside on Farm
HOSPITA ADDRESS
wstTuTion o1 . HOSPITAL #l 3 years op Yos [] Ne (T
3. NTAME OF DECEASED First Middie Lost 4. DATE Manth Day Year
int [a)
{Type or print) ARTHUR H. HORNER DEAFTH 12 - 5 - 1958
5. SEX 5. COLOR OR RACE] 7. JEI 8. DATE OF BIRTH 9, AGE (In years }F UNDER 1 YEAR| IF UNDER 24 HRS,
MARRIED[ JNEVER MARRIE . n y L
MALE O '{‘IJHI TE WIDDWEDD o DIVORCEDD 1—1—1881 ’thr'hdny] Menthe | Days Hours | Min,
10a. USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (City and state or cowntry} 12. CITIZEN OF WHAT COUNTRY?
ri F working life, even if ratired) INDUSTRY il
FHRATE FARM TENNESSEE ; | U.S.A,
13a. FATHER'S NAME 13k. MOTHER'S MAIGEN NAME 14. NAME OF HUSBAND OR WIFE
LUTHER HORNER LUCINDA HAMPTON
15. WAS DECEASED EVER IN U. S, ARMED FORCES? 16. SOCIAL SECURITY NO.| 17. INFORMANT Address 1
(Yax o S FTERIPLY Py ofve wer o dotes of sarvic) UNKNOWN ST. HOSPITAL #1, FULTON, MISSOURI 3
7

18, CAUSE OF DEATH (Enter anly one cause per line for (g}, (b}, and {c).)

PART 1. DEATH WAS CALISED BY:

IMMEDIATE CAUSE (a}

Arteriosclerotic Heart Uisease

INTERVAL BETWEEN
ONSET AND DEATH

Conditians, if any, DUE TO (b) Rieht, Bundle Branch Block
which gove rise to }
abave couse ({a),
stating the wundsr- -
% lying cousa last, DUE TO (<) :
E PART il. OTHER SIGNIFECANT CONDITIONS CONTRIBUTING TO DEATH but not related to the terminal dizease condition given in PART | (g 19. \gAS AéJTOPSY
ERFORMED?
(5
o Diarrhea 4200 YES[ ] NOfy] -
21 206 ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART Il of item 18.)
wt
v O O O
S| 2c. TIMEOF Howr  Menth, Day, Year
a INJURY a.m.
x p.m.
Hd. INJURY OCCURRED 20e. PLACE OF INJURY {e.g., inor abouthome,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE ATD NOT WHILE D farm, factory, sireet, office bidg., etc.)
WORK AT WORK

w12/

5/1958

2 K¥awatd oid RERs & 11/2/1955
Death eccurred at og V]_

ond lass BRRAK XX

m on the date stated above; and to the bast of my knowledge, from the causes stated.

%‘6 URE {Degrea or title)
j;/—%-’%arnld G, Freund, 1-;.D

22b. ADDRESS

St., Hospital No.

1

22c. RATE SIGNED

12/5/58

2#4 URIA%REMATION. zas DATE
ésm AL (smu?) _5 3»~

23¢. NAME OF C TERY OR GREMATRRY '234
b

LOCATz {City, rown, or coum‘-)

(Stuh)

24. FUNERAL DIRECTOR ADDRESS

25. _DATE RECD. BY LOCAL REG.

Koe f. /958

{Liconsed Emboimer's Sictement on Reverse Side)

%RAR 5 SIENATUR )



STATEMENT BY LICENSED EMBALMER

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

BY M@, OF DY iienieiieiieir et i iieie s rrarsrosbm s tass e s rars s rnes baa b st sran i .» Student Embalmer No. ..........ooeeniit

working under my personal supervision.

Student oo s s e Signed ... ..iiieeire e e e
Signature of Student Embalmer R .

.License_d Em.balmer Nc; ......................
P. 0. Address......cccociiiiiininininineneens

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HAﬂoww_@;{Fauur@
o TN A

to comply with the above constitutes grounds for revocation of license).
If embalhed by a STUDENT, he also shall sign in his OWN handwriting,.

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

2N




