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o only standard nomencloture in item 18. No symptoms will be listed.

. [ )
All disagses in Pgrt | must be cousally related.

THE DIVISION OF HEALTH OF MISSOUR|

FILED DEC 24 1958

Registration District No.,

STANDARD CERTIFICATE OF DEATH
3 Primary Registration Dimi:_rﬁZ_Q-Z_% _________ Regisfmv'sj&@:jf

58-046896

STATE FILE NUMBER

Lt

1. PLACE OF DEATH 2. USUAL RESIDENCE (Where doceased lived. If institution: Residence befpra
a. COUNTY Scott a STATEM] ssouri b‘ZOUNT‘But‘,ler“"“”j}"'w
b. CITY {If outside corporate limits, give TOWNSHIP enly) Inside Limits c CITY o Lo Inside Limits

TSSN Sikeston Yes &NoD Tg‘%N Fisk '] Yes[ ] Ne[]]
¢. FULL NAME OF (if N sgital, give location) | Length of stay in 1b d. STREET (If autside, give location) Reside on Farm
HOSPITAL OREE. f 1}%’% ADDRES
INSTFTUTION Hv‘-lf Rest }Jome BMo SR#I Fisk Yes [ No[]
kR (NTAME OF DE::EASED First Middle Last 4. DATE Month Day Year
ype or print QF
Silgmund — Little peati  Oct 13-1958

.S 6. COLjC:R OR RACE{ 7. N% 8. DATE OF BIRTH 9, AGE t |F UNDER 1 YEAR] IF UNDER 24 HRS.

¢ MARRIED (Y MEVER MARRIED[ ] (i pears

haTe Wh te WIDOWEDD DIVORCEDD c-e-lgos qy) '0 l Dﬁs Howrs | Min.

10a. USUAL OCCUPATION (Give kind of wark done

during mast of working tife, avan if ratirad)

J0b. KIND OF BUSINESS OR

"Wething

1t. BIRTHPLACE (City and state or country)

Jackson,Co. Ark.

12. CITIZEN OF WHAT COUNTRY?

1 Usa

13a. FATHER'S NAME

Tom Little

13b. MOTHER'S MAIDEN NAME

Florence Allsn

14. NAME OF HUSBAND OR WIFE

Nora Little

USE ONLY BLACK INK OR RIBBOMN TYPEWRITE IF POSSIBLE

16. SOCIAL SECURITY NO.

15. WﬁDECEASED EVER IN L. 5. ARMED FORCES?
——

{Yes, .} unkmvm)l (I yos, give wor or dates of service)

17. INFORMANT

Nora Little

Fisk, Mo,

Address

18. CAUSE OF DEATH (Enter enly one couse per line for {a}, (b}, and {c).}

PART I. DEATH WAS CAUSED BY: L M

IMMEDIATE CAUSE (a}

y SEPR

INTERVAL BETWEEN
NSET AND DEATH

7 la-er
L3 7

Conditions, il any,

which gove rise to
above cause {a),
atating the under-

i

DUETO(b)ML Lot .ng_"g,«y} /c‘,/f'- f[r_.‘,;f—

legra

Death occurred of

% lying cause last, DUE TO (c)
= PART ). OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but ndt reloted to the terminal dissasll condition given in PART | {a} 19. WAS AUTOPSY
A " . 3 PERFORMED?
0 an Kdnsgus Do SLa7f 52 x ves[] NO (G2~
| 20a. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART il of it_sn‘i 18.)
w - -
6 o o O
S| 20c. TIMEOF Hour Month, Day, Year
8 INJURY  o.m.
F p.m.
20d. INJURY OCCURRED 20e. PLACE OF INJURY (e.g., inorabouthome,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE ATD NOT WHILE O form, factery, street, office bldg., etc.) .
WORK AT WORK
21. | ottended the deceased from povoun X 1 I ffz to /OI/IJ’/_;K? and last iawqh?: aliveen _ / f) =~ / 2, -‘-j-fy

m on the d_ate stoted obove; and to the best of my knowledge, from the causes stoted.

220, SIGNATURE (Degree or title)

M- D

<

2h. A/Dgss k :

22c. DATE SIGNED

lo-22-58

13e. QURIAL CREMATION, 23‘5- DATE

rehemoval  10_13-58

23c. NAME OF CEMETERY QR CREMATORY

Brown Chapel -

Butler,

234. LOCATION {City, town, ot county)

{S1e1a)

CO. Mo.

24. FUNERAL DIRECTOR ADDRESS

Fisk, Mo,

25. DATE RECD. BY LOCAL REG,

2~/ 3P

26. REGISTRAR" ?GHATUE?E :

{Licensed Emboimer”s Statement on

Reverse Side)




P

R _ : e

STATEMENT BY LICENSED EMBALMER

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

[ LT =T 3 O ST OPP PP .» Student Embalmer No. ...................

working under my personal supervision.

--/.“M‘.h".
~
Student .eoecvnvieiriiic e ae e e Signed . /£.... CY .t TL el
Signature of Student Embalmer

-+ «Licensed Embalmer No.é‘ Z. ? df
P. O. Address/ /72

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).

[fembalmed by:a STUDENT, he also shall sign in his OWN handwriting. .-

If this body is not embalmed, fact should be so stated above. —_




