ralth,

THE DIVISION OF HEALTH

OF MISSOURI

felfare

blie

‘rvice

1. PLACE OF Dg 2. USUAL RESIDENCE (Where de:eased lived. If institution: Rnsldence begfore
00 ., " @ COUNTY S+, Franp_o isg STATE  Migsouri b COUNTY Phelps® drvi 3 sic)
-57 b. CITY {If outside carporate limits, give TOWNSHIP only) Inside Limits <. CITY 2 Inside Limits
OR a4 X OR &8/ r%n
town St. Yrancois Township Yes [J No [k Town  Rolla ¢ R R
. FULL NAME OF (1f NOT in hospital, give location) | Length of stay in 1b d. STREET (If outside, give location) Iii
HOSPITAL O ADDRESS Yes No‘rﬁ‘
INSTTUTION State Hosnital # ) 15y ,10m,1 3dlay
3. NAME OF DECEASED First Middle Last 4. DATE Month Day Year
{Type or print} . OF
CORA TUCK®R DEATH Januvary 16, 1959
5. SEX , 6. COLOROR RACE| 7., 0 eofg] |08 DATE OF BIRTH 9. AGE (in yeors ,ﬁf,.','ﬂ“é:ﬁml T i
. N irende 1
femdl e white wibowen[”] oivorcen[]| Abduti 11934, AHt, m
104, USUAL OCCUPATION {Give kind of work done | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (City and siate or country} 12. CITIZEN OF WHAT COUNTRY?
during mast of working life, even if reficed) INDUSTRY ) . o
none Missouri U.S.A.
13a. EATHER'S NAME 13b. MOTHER'S MAIDEN NAME 4. NAME OF HUSSBAND OR WIFE
_Fred B.Tucker Iula Logan None
15. WAS DECEASED EVER IN U. 5. ARMED FORCES? 16. SOCIAL SECURITY MO.| 17. INFORMANT Address
{Yes, no, or unknawn)]| (I yes, give war or dates of service) . . ‘
no none Records State Hospital # J-Farmineton, M |

All diseases in Fart | must be cavsally related.

STANDARD CERTIFICATE OF DEATH
'-Rﬁg"'mf“’" District Neo. . 3.3/ é _______,,____,.,,,,Prlmury Ragls?raﬂon District No. é c) 7 s‘_‘ Reglsfrnr s Ne. ___,___,é, ___________

T STA"T"E"HLEN Sl
E '

DEATH wAS CAUSED BY:
IMMEDIATE CAUSE ({a)

PART L

18. CAUSE OF DEATH (Enter only one cause per line for {¢), (b), and (c}.)
Far advanced pulmonary tuberculosis,

INTERVAL BETWEEN

ONSET AND DEATH

Conditions, if any,

bilateral y as-reveaicd by—x-my—about-s-yoars-ago.

which gave rise ta
above couse (a),
stating tha under-
lying cause last,

} DUE TO (b)

DUE TO {¢)

Mental Deficiency.

PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the terminal diseass condition givan in PART | {a}

02 x

19. WAS AUTOPSY
PERFORME
YES[[] NO

Z

20a. ACCIDENT  SUICIDE HQMICIDE
O O g

2%, DESCRIBE HOW INJURY OCCURRED. (Enter nuture of injury in PART | or PART |l of item 18.)

2c. TIME OF Heur Month, Doy, Yeor
1NJ

Y a.m.
p.m.

MEDICAL CERTIFICATION

20d. INJURY OCCURRED
WHILE AT NOT WHILE 0
WORK AT WORK

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

20e. PLACE OF INJURY (e.g., inor abouthome,
farm, factory, street, office bldg., etc.)

20f. CITY, TOWN, OR LOCATION COUNTY

STATE

21. 1 attended the deceased from

March 3,193

, to Ja‘n' lb’ 19590nd last Sow m alive on Jarl . 16’ 1959

Wurud at 7 : 50 F. M. : m on the date stated above; and to the best of my knowledge, from the causes stated.
224, SIGNATURE egree or titla) > nb. ADDRESS  State Hospital No.l 22c. PATE SIGNED
Aw ~ @@E&A_ o Farmington, Missouri 1-16-59
23a. BURIAL, CREMATION, | 235, DATE 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, tewn, or county)} (State)
R REMOVAL (Spacify) . .
Removal Jan.24,1959 iWashington Univ. Anat.Deptl, St. Louis, Missouri
F. 24. FUNERAL DIRECTOR ADDRESS DATE RECD, BY LOCAL REG.
;./

Cozean Funeral Home ,Farm:mgton, Mo, (

26 REGISTRAR'S S!GNATUR% Z



STATEMENT BY LICENSED EMBALMER

74
I hereby certify that the body whose name is recorded on the reverse side of this certificate was %&d

......................

by me, or by

working under my personal supervision.

NOT EMBALMED

SEUAENL correiiiii i e e re e e e ra it oY= T U |
Signature of Student Embalmer

- Licensed Embalmer No........coviiieviinnen

P. O. Address ..................................

- 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 algo shall sign in his OWN handwriting.
If this body is not embalmed, fact should be so stated above, i




