alth,
‘elfare
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All diseases in Fart 1 must be causally related.

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

d

jg[] FEB g9 1'g§§gistrnﬁon_ District No. 4 7

i

THE DIVISION OF HEALTH OF MISSOURI

. STANDARD CERTIFICATE OF DEATH

Primary Registration District No.____z_Qﬂ_z?m_____ Registrar's Na.

<23=-0U00469

STATE FILE NUMBERZZX

Z

_1..PLACE OF DEATH 2. usuu. RESIDENCE (Whor deceased lived. If institution: Residence before.
a. COUNTY STATE b, COUNTY admission
CALLAWAY Missonri New Madrig
b. CITY (If outside corporate limits, give TOWNSHIP only} Ingide Limits c. CITY r / -2-0 Insldu Limits
R Yes Ne {} oRr C ¢ Yes[[] No[]
TOWN FULTON & Tomn_Catron
c. FULL NAME OF (If NOT in hospital, give location) | Length of stay in Ib 4. STREET {If outside, give location) Reside on Farm
HOSPITAL ADDRESS Y D No D
IenTuTion State Hos p. #1 Syrs. lmo. =
3. NAME OF DECEASED First Middle Last 4. DATE Month Day Yaar
{Type or print) OF
TOM PRIMUS peath January 27, 1959
5. SEX 2 §. COLOR OR RACE 7'MARR|ED[:] NEVER MARRIED[ ] RATE OngéT 876 9. AGE EI" ,.:;; ;:J:}:J-E R :]):,EAR I::::DER 2:‘::?2&
Male Colored wooweng ) pivorcen[ ]| daRpmd S388 J

10a. USUAL OCCUPATION (Give kind of work done
during most of working life, sven if retired)

106, KIND OF BUSINESS OR

FRPH

1.

BIRTHPLACE (City and state or country) 12. CITIZEN QOF WHAT COUNTRY?

arming West Memphis, Arkansas Uy,S. A
13a. FATHER'S NAME 13b, MOTHER*'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
unk. unk, unk,
15. WAS DECEASED EYER IN U. 5. ARMED FORCES? 16, SOCIAL SECURITY NO.[ 17. INFORMANT Address
(Yes, no, or w mvm) {If yus, give war or dates of service) ] » .
u l unk. ptate Hospital No, 1: Fultcm‘ Migannrid

18. CMJSE OF DEATH (Enter only one causa per line for {a), (b), ond {c).}
PART 1. DEATH WAS CAUSED BY:

INTERVAL BETWEEN
ONSET AND DEATH

IMMEDIATE CAUSE (@ __ Fractured Hip and Pneumonia
Cenditions, if any, DUE TO (b)
which gove rige to }
above causs (a),
stating the under-
g lying couse last. DUE TO {c}
= PART I, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the terminal diswase conditien given in PART | (q) 19. gAg:ggSggY
5 E ?
s YES[] NO 2.
21 200. ACCIDENT  SUICIDE  HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter notur@m%w.ol item 18.}
w 3 _, -
3 dJ ] O rem_.8, 9 - C8kRicren
Gl 20c. TIMEOF .Hour Month, Day, Year BavY: 1. AFFIDAVIT OFi;%Wf
3 INJURY  a.m. e, Ugs. Boxsh
2 pum, | 2. pocumenT p S IT 193k 7
20d. INJURY OCCURRED 20e. PLACE OF INJURY (e.g., inor about home,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT OJ NOT WHILE O form, lactory, street, nﬂlcn bldg., etc.) l? -7
WORK. AT WORK

"TEF X‘t‘%ﬂﬂhﬁlwnd from

Deoth occurred ot

=21-193J,

b OO R -
ate stated above; and to the bul of my knowledge, from the causes stnlad

[State Hospital No, 1; Fulton,Mo

. ADDRESS 22c. DATE IGNED

p 1-27-59

230, auauf,'cnemnon, 23c. NAME OF CEMETER{! OR CREMATORY 23d. LOCATION (City, town, or county) {State)
REMOVAL {Speclfy)
Buriad Jan‘{/ ¢ 59 D.K. Popler Eluff Mo

24. FUNERAL DIRECTOR ADDRESS

Maupin Funeral Home, Fulton,Mg

L o

25. DATE RECD. BY LOCAL REG.

/.2 /959

6. REGISTRAR'S SIGNATURE

(Licensed Embalier’s Statement on Reversa Side)

—c




. L L T Tl TN

STATEMENT BY LICENSED EMBALMER

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

[0 LT N L U PSP .» Student Embalmer No. .........ovvnrnen

working under my personal supervision.

Student .o s i et e, . 'f ............................

Signature of Student Embalmer
- -- Licensed Embalmet
o P. O. Address.....i
* 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.




