Health,
5 Welfare
Public

Service

. 300

1-57 Fal

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF FOSSIBLE

All diseases in Part | must ba causally related.

FILED MAR 4 18BGeistotion District No.

THE DIVISION OF HEALTH

OF MISSOURI

STANDARD CERTIFICATE OF DEATH

S 3

SO /o

Primary Registration District No. €

7£

STATE FILE NUMBER

—m Registrar’s Mo, ____

1. PLACE OF DEATH C d 2. USUAL RESIDENCE (Where deceased lived. |f institution: Residance before
a. COUNTY ape Girardeau o« STATE Miggourd b CONTY — gapgm==or
b. C:JTRY (If cutside corporate limits, give TOWNSHIP only) Inside Limits c. CIOTY af & ?. ! Inside Limits
R .
ot Canpe rardesu Yos fui No [ ] town  Cape Girardeau ¢ | Yedul N[
<. FgLL NAME OF [lf NOT in haspital, give location) | Length of stay in 1b d. STREET (It outside, give location) Reside on Farm
HOSPITAL OR . ADDRESS
iNsTITUTION St Francis 5 day 227 8 Bacific Yes[] No[]
3. NAME OF DECEASED Firss Middle Last 4. DATE Month Day Yeor
{Type or print) OF
Edgar Fred "Kain OEATH Feb 23 1959
5. SEX 6. COLOR OR RACE T'MARRIEE;E JEVER MARRiEDE] 8. DATE OF BIRTH 9. AGE (in years JEUNDER 1 YEAR| IF UNDER 24 HRS.
M last birthday) | Menths | Days Hours Min.
ale White weoweo[]  owvorceo[ ]| Nov 12 1888
100. USUAL OCCUPATION (Give kind of work dane | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE {City and stote or country} ‘) 12. CITIZEN OF wWHAT COUNTRY?
during most of working life, sven if retired) INDUSTRY
orker International Bonna Terre.  Mo. I.8.A

130. FATHER'S NAME

Fred Kiain

13b. MOTHER*S MAIDEMN NAME

14, NAME OF HUSBAND OR WIFE

Mra,. JBdgar: Eailr

15. WAS DECEASED EVER IN U, S, ARMED FQRCES?

{If Ws, w. vg orflu of service)

(Yaa, no, or unknawn)!
Yes

16. SOCIAL SECURITY NO.

420-05—

17. INFORMANT

Address

ra Jesse Miller, Murphysboroe I11

PART I.

Conditions, if any,
which gave rise 1o
abave cause {a),
stating the under-
lying couss last.

DUE

18. CAUSE OF DEATH (Enter only one cause per line for (o), {b), ond {c).}

DEATH WAS CAUSED BY;
IMMEDIATE CAUSE (o) _Cgljml l

-

INTERVAL BETWEEN
ONSETAND DEATH

7/
a?l

DUE TO (b} T?% . W

T0 (&)

PART H. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the terminal disease condition given in PART | {a}

19. WAS AUTOPSY
Ty PERFORMED? .
s L YEs(] Nno[] €

20a. ACCIDENT SUICIDE HOMICIDE

20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART il of item 18.)

MEDICAL CERTIFICATION

O O O
20c. TIME OF Hour Month, Day, Year
1 INJURY a.m.
p.m.
20d. INJURY OCCURRED 2e. PLACE OF INJURY (e.g., inor abouthome, | 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT[:] NOT WHILE I:I farm, factory, street, office bldg., etc.)
WORK AT WORK .

21. | attended the deceased from
Decth ?ccurred at

5L
1

o3 [5G

m on the date stated above; and to the best of my knuwled(a, fram the causes stated.

I y i
and last 'suw:'i':zlive on 2/231/3‘-?

rd

230. BURIAL, CREMATION, | 23b. DATE
REM%\:’ALiSpccify)
Puria

{Degree or title
.

™

&

&A‘“DiR EES ) n"o

ATE SIPNED

24/0Y

22e

.

-5

23c. NAME OF CEMETERY OR CREMAT(’R‘(

23d. LOCATION [City, town, or county}

Cape Girarde :

I (steres 7

/

L) ~
:2‘ 2 =)
24. FUNERAL DIRECTOR

Brinkopf Howell

ADDRESS

Cape Gir Mo.

25. DATE RECD. 8Y LOCAL REG.

el 27, /1957

26- REGISTR

Al GNATURE
DheeHoome)

{Li d Embalme’s §

on Reverse Side)




STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was embaimed
DY M@, OF BY oottt e e eate e ey e e raaaas , Student Embalmer No. ...................

working under my personal supervision.

Student .cooeeiiiii e
Signature of Student Embalmer

P. 0. 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 also shall sign in his OWN handwriting.

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

.




