THE DIVISION OF HEALTH OF MISSOURI

58-045010

Health, -
L Welfare SIA DARD CERIlFlCAIE OF DEA‘H STATE FILE NUMBER
Public j
Service r”.ED D EC 2 9 ]%&gi"'u'ioq District No. Primary Registration District No. No. _{.Zgz ...... chistrur's_ No.___ A/ % _____
1. PLACE OF DEATH 2. USUAL RESIDENCE {Where deceased lived. If instisution: Residencs befo,
a0 ) a. COUNTY New ladrid o STATE Miggouri b CONNTY Novr Maordd
1-57 b. CITY {If outside corporute {imits, give JOWNSHIP only) {nside Limits c. CITY o f} .o InsidofLimits
T8¥R\'N Yes ] Ne li TgﬁN Li lbO'L'LI‘l‘l L Yes[ ] NofTj
c. f{glé_é_l.fl:lALMEogF {If NOT in hespital, give location) L'ength of stay in Ib d. SERBEET {If outside, give location) Reside on Form
Al
iNserruTion e Ra 1 Yrs. W Yes B No[]
3. NAME QF DECEASED First Hiddle Last /4. DATE Month Doy Yeor
(Typa or print} D . or
onnie Pingard PEATH Dec, 19, 1958
5. SEX 6. COLOR OR RACE| 7. (78. DATE OF BIRTH 9. AGE {in yeors IF UNDER 1 YEAR| IF UNDER 24 HRS.
' _ MARRIED[ ] NEVER MARRIEDT | . {tn years JF U al
: Fenale “hite winowen[ ] pivorcen[ ) Dec. 17 ? 19)"'1 tqigmdm "y i - I -

100, USUAL OCCUPATION (Give kind of werk done

during most of working life, aven if retired)

over vorked

10b. KIND OF BUSINESS OR

INDUSTRY
b.o

11. BIRTHPLACE (City and state or country) !

Franklin Co., Alabang

12. CITIZEN OF WHAT COUNTRY?

U.S5.A.

13a. FATHER'S NAME

13b. MOTHER'S MAIDEN NAME

14. NAME OF HUSBAND OR WIFE

tem 18. No symptoms will be listed,

ture In |

nela

use onily stancaré noma

.

L. Pinkard

Jessie Dell

Never Married

15. WAS DECEASED EYER IN U. 5. ARMED FORCES?

16. SOCIAL SECURITY NO.

17.

INFORMANT

Address

(Yul\lr,onr unl:murn)| (If yox, give war or dotes of service)

X

W. L. Pinkard R. 1 Li#lb

urnsz Mo

PART I.
IMMEDEATE CAUSE (a)

18. CAUSE OF DEATH (Enter only ane cause per line for {a), {k), and (c}.)
DEATH wWa5 CAUSED BY:

l¢ %\.-

INTERVAL BETWEEN
ONSET AND DEATH

MEDICAL CERTIFICATION

vV

/7’

—

Conditlons, If any, . DUE TO (b) —
which gave rize to

above couse ({a), } <

tati th der-

Iy couee lowr. ) DUE TO {c) )dr\M\M it S

PART I1. OTHER SIGNIFICANT CONDITIONS CO“RIBUTING TO DEATH but not related to the 1erminal diseass condition given in PART 1 {q)

593

19. WAS AUTOPSY
PERFORMED?

YES ] NO[X] 2.

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

ner, ¢1C. mus

Oro

T, €

0 W All diseases in Part | must be causally relared.

S Uoctho

24. FUNERAL DIRECTOR

Osburn Funcral Ilone, Iayti,Mo.

ADDRESS

R-do- & &

25. DATE RECD. BY LOCAL REG.

20a, ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART Il of item 18.)
O O £l
TIME OF Hour Month, Day, Yeor
NJURY  am.
p.m.
20d. INJURY OCCURRED 20a. PLACE OF INJURY (o.g., inorabouthome,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE ATD NOT WHILE 0 farm, factory, street, olfice bldg., etc.)
WORK AT WORK
21. 1 attended the decsased from SI3—Jf - 0 J2-/F-XF  andlastsewfaliveon_ SR /R -X R
Death occurred ot 0 P.M. m on the d_ute stated above; and to the best of my knowledge, from the couses sioted.
22a. SIGNATURE {Degreas or title) ﬂ 22b. ADDRE 22c. DATE SIGNED
[
ijL.4424/6;7 Jﬁ A 4 , o, |[2-
23e. BURIAL, CREMATION, | 23b. DATE 23c. HAME OF CEMETERY OR CREMATORY 23d. LOCATION (d!y. town, o1 county) {State)
REMOY AL [Soeify) - . .
CAOVAT 12-29-58 St. Paul Cenctec y Haleyville, Alabana

{Licansed Embalmer's $tatemeni on Reverse Side)

B L Ml Lot




4
Pl

STATEMENT BY LICENSED EMBALMER

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

by me, or by vuvrriiriie i, teetresierataseaeaeeeinraerateventraanrraaraeaatisaasanann .» Student Embalmer No. ...................

working under my personal supervision.

Student ..ooeei e
Signature of Student Embalmer

P. 0. Address.,., 008 000 000

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.



