ectth, THE DIVISION OF HEALTH OF MissouRl 5__9__:,QQ_6_43_4._,_,__.._-

W:'I.far- STAN DAg CER7TIF|CATE OF DEATH 9‘ STATE FILE NUMBER
ubhic s
pervice gistration Bistrict No. / Primary Registration District No. 7€ ¥ =~ . Registror’s No.._é,_z _________
m&Mﬂ.R 11 195% / =
1. PLACE OF DEATH 2. USUAL RESIDENCE [Where deceased livad. F institution: Ras‘i’de_nc_o beigpe
s M
300 e COUNPY Lississippi o STATE Migsourd b CONTY Iy gg e’
-57 I b. CBTY (If cutside corporate limits, giva TOWNSHIP only) tnside Limiss c CITY [] f:,_- '7 . Inside Limits
R OR
TOWN Charleston Yes3g] No[] town  Charleston o| vkl N[
c FgLFl’-I::lAEl%OF (If NOT in hospital, give location) | Length of stay in 1b d. STREET (If outside, give location) Reside on Farm
HOSPITAL OR ADDRESS .
mstiTuTion 008 Jean St. 15 yrs. 608 Jean st, You [ No [
3. :‘TAME OF DESEASED First Middle Last 4. DATE Month Day Yeor
ype or print . OF
| Frank Pettigrew DEATH  Feb, 25, 1959
5. SEX ,L 4. COLOR OR RACE| 7. MARRIED[ JNEVER MARR]EDD 8. DATE OF BIRTH 9, A:GE' {In z;,,; l;::‘TP?ER;LEAR IEOUN!DER 2;iHnRs.
as oy, [ urs. .
Male Col. woove X 2. owvorceol]| Dec. 31, 1886 43 |
10¢. USUAL OCCUPATION (Give kind of work dons | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (City and stote or country) 12. CITIZEN QF WHAT COUNTRY?
durin&?nn of working life, even if ratired) INDUSTRY 1]
armer Wolf Island, Missgo U.S.4A.
130. FATHER'S NAME 13b. MOTHER'S MAIDER NAME 14, NAME OF HUSBAND OR WIFE
william Pettigrew zinnie Stegall Doshia Pettigrew
w
L o 15 WAS DECEASED EVER IN U. 5. ARMED FORCES? 16, SOCIAL SECURITY NO.| 17. INFORMANT Address
h o Yes, ne, k 1f yas, give war or d of servi -
g {Yes, no. NS nqvn)l( yss, giva war or dates of service) Mrs. Elaine Ha-m:lton,éos Jean, Charleston|M°o
o 18. CAUSE OF DEATH (Enter only ane couse per line for {a), (k), ond {¢).) INTERVAL BETWEEN
w PART I. DEATH WAS CAUSED BY: - ONSET AND DEATH
w IMMEDIATE CAUSE (q) Lttt ettt B -
& .
: = . 5
: kY Conditiony, thany, . DUE TO (b) M’,&’W W 4 et s Ae,
i > which gave rise 1o } /
3 = above couse [a),
; z stating the under-
; 8 % Iying couse laar. DUE TO (c)
- E e PART I, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING JO DEATH but not related 1a the terminad dissasa condition given In PART [ (a) 19. WAS AUTOPSY
1 & ¢ . PERFORMED?
< ofc &V"L?"wﬁf/ 434& ves[] NOLY 2o
; - 5'2“ 2| 20a. ACCIDENT SUICIDE HOMICIDE 20b. DEWBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART I1'af item 18.) A
; = - w
t E j ;J 2c. TIMEOF Hour Month, Day, Year
ra ORO INJURY  am.
; ‘g : EH p.m.
+ E g 20d. INJURY OCCURRED 20a. PLACE OF INJURY {e.q., inor abouthome,| 206 CITY, TOWN, OR LOCATION COUNTY STATE
i+ w WHILE ATD NOT WHILE D farm, factory, street, office bldg., ete.)
i85 gl | woRk AT WORK
' E 21. | attended the deceased from / - 2‘ k‘ 5-_7 , to z- 2 5\- f—e snd last saw:?;' aliveon .2 — 2—/ "»j—?
. 5 Death occurred at 9'1_55 P . m on the dote stated chove; ond 1o the best of my knowledge, from the couses stated.
. _g . 22a. SIGNA'I% (Eeqree or title) HM 22¢. DATE slcnso(/_
-
E : i g o1 226 -
2 /}/ S Plif) Az oi2-26 -7
Z30. BURIAL, CREMATION, | 23b. DATE 23c. NAME OF CEMETERY OR CREMATORY 734, LOCATION (City, tawn, or county) {State)
MOV 4L {Specily) .
Burdaf™" {Uarch 3,1959 Uak Grove Cemstery Charleston, Missouri

E DIRE! R ADDRESS 25. DATE RECOD. BY LOCAL REG. | 26. REGISTRAR’S SIGNATURE
ﬁ Charleston, ¥0e | 2 ap. &/ 757 ,d_,,_,_m‘,q/ﬁ ﬂwm{?ﬂ"#
. I L4

{Licensed Embalmer’s Stotement on Reverss Sids)




-

wabadd 8 IOSEE am

STATEMENT BY LICENSED EMBALMER

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

DY D, OF DY i ettt et te e e eae et ere e e arar e s enna e s , Student Embalmer No. ......cocvvvviinans

working under my personal supervision.

Student oo
Signature of Student Embalmer

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure
to comply with the above constitutes grounds fot 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.




