' walt THE DIVISION DF HEALTH OF MISSOURI — 30
Ve SYANDARD CERTIFICATE OF DEATH ~ —- 38- Fﬂ%ﬁg

Public -—
.5.".“ I F”.ED D EC 2 2 lg@skmmn District No. e, j.qn,/.z—.—:.'_____-l:’nmcry Rnglst Registrar's No.____dé_ _________
¢ff 1. PLACE OF DEATH 2. USUAL RESDENCE (Where deceased lived. If instifution: Ruldencn bafore
. 300 a. COUNTY Howell . STATEAY gag b counmpultono m;yon)
1-57 b. CIOTRY {If outside corporate limits, give TOWNSHIP only) Inside Limits’ . CBI'RY g a3 0 Inside Limits
TOWN Mtn . View » Yerfgd No [X]. TOWN near Salem g Yes[] NDE
. Ii-:igLé’-l NAM%OF {If NOT in hospital, give lacation} [ Length of stoy in 1b . STREET I‘Q‘ ou:slde, give location) Reside on Farm
SPITAL OR . ADDRESS -
Sst. Francis S days Star Yes I No[]

3. NAME OF DECEASED First . Middle Last 4, DATE Month Day Year

(Type or print) HELEN MARY HALLANE ohy Dece 6, 1958

5. SEX 6. COLOR OR RACE| 7. 8. DATE OF BIRTH 9. AGE {1 FUNDER 1 YEAR| IF UNDER 24 HRS.
fe le l white :;L:RJE%AEVERDT::::C':EB mr R 22 . 1886 ?2|ut bi:'ﬂ;:;; Months | Days Heurs ] Min.

10a. USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (City and stats or country) 12. CITIZEN OF WHAT COUNTRY?
durm n af wo;im lifa, cvon iF retired) INDUSTRY . {

(retired) reataurant Chicago, Ill. USA

13a. FATHER $ NAME 13b. MOTHER'S MAIDEN NAME 14, NAME OF HUSBAND OR WIFE

Charles Goldthwaite Ella Pearsons Carl E. Hallane
15. WAS DECEASED EVER IN U. S. ARMED FORCES? 16. SOCIAL SECURITY NO.| 17. INFORMANT Address

(o o ka0 o oo e el (5181 0= 6548 Carl E. Hallane, Salem, Ark.
18. CAUSE OF DEATH (Enter only one cause per line for (a), (b), and {c). INTERVAL BETWEEN
PART I. DEATH WAS CAUSED BY: . ONSEJ AND DEATH
IMMECIATE CAUSE (a) .
Canditions, if anr, } DUE TO (b) __GQM._ZM’M 5. ‘3""“""

which gave rise to
obove cause {a},
stoting the under

Iying cavse last, DUE TO (<)
FART Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not relcted 1o the terminal disease condition given in PART | (a) 19. WAS AUTOPSY
PERFORMEI?
334 X, YES [} NO& 2
20a. ACCIDENT SUICIDE ~HOMICIDE 20b. DESCRIBE HOW INJURY QCCURRED. {Enter nature of injury in PART I or PART 1] of item 18.)

a a (|

20c. TIME OF Hour Month, Doy, Yeor
INJURY a.m.
p.m.
204. INJURY OCCURRED 20e. PLACE OF INJURY (e.g., inor abouthome,] 20f. CITY, TOWN, OR LOCATION COUNTY
WHILE ATD NOT WHILE D farm, fucfory, straet, office bldg., etc.) .
WORK AT WORK 2

21. | attended the deceased from ”"! { ‘ '2 a . to I 14 6 E g and last saw hl = plive on z ti L l ‘Sé
Death occurred at a Pelle m on the dote ftated chove; ond to the best of my knowledge, from the causes stated.

22q, SIGNATURE ogree or title} z 22b. ADDRESS . 22c. DATE SIGHED
\)74,. "}’h% West Plains, Mo. JA-12-3%

23a. BURIAL, CREMATION. ‘nb. DATE 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town, or couaty) {State)
mrial" Dec.9,1958 | Howell ¥alley Cem. Howell Co., Missouri

24. FUNERAL DIRECTOR DRESS 25. DATE RECD. BY LOCAL REG. . STRAR'S SIGNATURE
CARTER FUMESRAL HOME ﬁ\
al WEST FLAINS, MO, SEZ-1)—

Li d Embolmes’s 5 on Reverse Side)
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All diseases in Part | must be cavsolly related.




STATEMENT BY LICENSED EMBALMER

1 hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed
by me, % ......................................................................................... , Student Embalmer No. ...................

working under my personal supervision.

' N e e
SEUAENE verrerreemososeoeeo oot . Signed /) ();/Q, ...............................................

Signature of Student Embalmer

-Licensed Embalmer No..% ............ i
- . 1. CARTER FUNIRAL HOME
P, O. Address..... . MELII N L |

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). |
" 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,




