Health,
L, Welfare
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Service

All diseases in Port | must be cousally related.

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

g

STA

THE DIVISION OF HEALTH OF MISSOUR]

ERTIFICATE OF DEATH
;‘”EU U EC 2 3 1ggggistrulior! District No. zyk ............. -Primary Registration District No.

NDARD

58-044537

STATE FILE NUMBE

30267

VI

. PLACE OF DEATH 2. USUAL RESIDENCE {Where daceased lived. If institution: Residence béfore
o- COUNTY  Jadkson o STATEy( cconri b. COUNTY 7o .10 g o™ *sip®)
b. CIOTRY {if outside corporate limits, give TOWNSHIP only} inside Limits <. C(I)TRY 75.05 Inside Limits
TOWN Independence Yes k] Mo [] town  Independence 9 Yesf] No[]
< FgLé NAME gF (If NOT in hospital, give location) | Length of stay in 1b d. STREET {1f outside, give location) Resida on Form
eriTution Indep. San. & Hosp| 30 years ADDRESS 118 North Huttig Yes G NeK]J
3. NAME OF DECEASED Firse Middle Laat 4. DATE Month Day Year
{Typo or print) OF
ERMA P, HOOD DEATH Dec. 13, 1558
5. SEX 6. COLOR OR RACE I'MARRIEDDNEVER MARmEDD 8. DATE OF BIRTH 9. A:‘;E :.‘,, :.,,. :ﬂun:sngven t; UNDER z:“HRs.
Female White wioowenK] S oivorceo[]| Jan., 27, 1905 gy irihoen) [Membe | Borx | Hows I Min-

10a. USUAL GCCUPATION {Give kind of work done
during most of vmrhmg life, aven if ratired)

Housdwife

Domes

10b. KIND OF BUSINESS OR
INDUSTRY

tic

11. BIRTHPLACE [City and state or country)

Atherton, Missouri

[

12. CITIZEN OF WHAT COUNTRY?

U.S,.A.

122. FATHER'S NAME

Oral 0'Dell

13b. MOTHER'S MAIDEN NAME

Mabel Adwmms

14.

NAME OF HUSBAND OR WIFE
Foster Hood, Deceased

-~

15. WAS DECEASED EVER IN U. 5. ARMED FORCES?
(Yas, no, or unlmnvm)l {tf yeos, nar-oww or dotes of service}

16. SOCIAL SECURITY NO.

Unknown

17. INFORMART Address

Robert W.Hood, 80l Brookside, K.C. 22, Mo,

18. CAUSE OF DEATH (Enter only one couse par
PART [. DEATH WAS CAUSED BY:

IMMEDIATE CAUSE (o}

ine for {a), (b}, g

INTERVAL BETWEEN
OJSET AND DEATH

Deoth eccurred a1

m on the dote stated cbove; and to the bast of my knowledge, from the cavaes stated.

Canditians, If any, DUE TO (b)
which gove rise to }
above couss (a),
wtating the wnder-
g tying ecauss lost. DUE TO (¢)
= PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but 001 related 1o the terminal disecse condition glven in PART | {a) 19. WAS AUTOPSY
3 PERFORMED?
s _ YES [\* NO
£ 1 20. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART ) or PART Il of item 18.) L
['")
C ) ] d
S[ 2¢c. TIMEOF Heur Wonth, Day, Year
g INJURY  a.m.
x pain.
20d. INJURY OCCURRED 20e. PLACE OF INJURY {e.g., inor abouthome,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE ATD NOT WHILE ) farm, Lctory, street, office bidg., etc.)
WORK AT WORK
21. | attended the deceased from , to and last mw’}: alive on

21b. "DATE

12-16-58

23c.

{Dogres or title)

22b. ADDRESS

/()B4

4

HAME QF CEMETERY oR CREMATORV
Woodlawn Cemetery

234, LOCATION (Clty,

IngePenden

22c, DATE SIGNED

24. FUNERAL DIRECTOR
eo.C,Carson & Sons,

ADDRESS

Indep.,

Mo.

25. DATE RECD. BY LOCAL REG.

[R~€~SF

{Licensed Embalmer’s Statement on Reverse Sids)

N

2f. REG?TRAH'S SIGNATUR




STATEMENT BY LICENSED EMBALMER

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

by ME, OF BY oot e e s e e e e , Student Embalmer No, ...................

working under my personal supervision.

Student ...ocoiviiiiiiiiiiiniiaen eertreaceiiasienrsesrrat
Signature of Student Embalmer

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN
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.



