THE DIVISION OF HEALTH OF MISSOURI

59-010805

Heolth,

, Welifore STAN DARD CER."FICAT! OF DEATH T STATE FIL MB v
e o FIER MAR 27 1959 2 QGO'?
Service Registration Distriet No. .oceeee cecreeraor cnen Primary Regi:rrntien DistriceNo. . s Reginm o... .

| §
. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Resldiﬁcn before
a. COUNTY a. STATEMTSSOURI b. COUNTY i sion)
-57 b. CITY (i sutside corporate limits, give TOWNSHIP only) | fnsido Limits < chv Inside Limits
oW ST, _LOUIS Yes i@ Mo 1own__§Te LOUIS ™ Yosg) Mol
FULL NAME QF jn bespit i iag) | Length of stay in 1b d. STREET (tf outside, give lacation) Resid F
? I HOSPITAL OR ﬁlbﬁ—g '@. MLtﬁg . ADDRESS ¢ vnu e on Farm
INSTITUTiON 1 proute HOSPITAL _ 4936, ST. LOUIS, Avenud =20 N[
3. NAME OF DECEASED First Middle " Lost ¥ pate Monih Doy Yoar
{Type or print} OF
i CLAY oeati 3/ 1Ith / 1959
5. SEX 6. COLOR OR RACE T‘MARRIEDDNEVER MARRIED[] 8. DATE OF BIRTH 9. AGE (in years §F UNDER i YEAR| IF UNDER z;ﬂas.
Tost birthday) [Mantbs | D Howr It
; MAIR X COL, woowen[X 2, ovorceo[d| 3 24+h/ 188A A GTY'B_ . [ "
E 100. USUAL OCCl:PATION :Gw- kind of work done | 10b. :(NINE OF Eusmsss OR 11. BIRTHPL ACE [City and state or country) . 12. CITIZEN OF WHAT COUNTRY?
. uvmg most of working lile, even if retired) DUSTR
: Retir FARVER ; Arksnsas UeSed

13a. FATHER'S HAME 13k, MOTHER'S MAIDEN NAME

14. NAME OF HUSBAND OR WIFE

| _HARVEY _ cray MARY Amanda (deceased)

b = | 15. WAS DECEASED EVER IN U. §. ARMED FORCES? 16, SOCIAL SECURITY NO.| 17 INFORMANT Address APt, Is

A a {Yas W wnknawn)] (M ¥, - dar f servica) *

~ e | -h or daofes of ser

, 8 NONS ? é : 4453C00K_Ave

B R T

;& : - .

W IMMEDIATE CAUSE (a) (5, yron a"‘f W “/M—bﬂag_/ oS

: =

- [

3 7 4,, cog -

: w Condltians, if any, DUE TO {b) M’M“ /5-/ .(az;. S Sy

; : w::eh gave ris-( r,- [

. abave cau .

; z stating rh-“und:r- 4 QN O Fl /

| g é bying couse laat. DUE TO (C)

s ZHE PART Il. OTHER SIGNIFICANT COMDITIONS CONTRIBUTING TO DEATH but not related 1o the terminal disease condition given in PART | {g) 9. WAS AUTOPSY

'3 < PERFORMED?

F % g £ YES E] NO E 2

| - % = | 200. ACCIDENT SWICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART Il of item 18.)

— = w

v O ] 0

3 Uid

9 SQ0{ e TIMEOF Hou Month, Doy, Year

E 4 oga INJURY a.m.

EE b p-M-

' _E g 20d. INJURY OCCURRED 20e. PLACE OF INJURY (e.g., inerabout home,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE

i w WHILE ATD NOT WHILE ] farm, .ctory, street, office bldg., etc.)

s g WORK AT WORK

i E 21. | attended the deceased from 5-; , o W ’/ jyéhﬁuﬂd last luwh”ullvu on 3 } /}}J_-;

E Deoth occurred ot 3 d/ L m on the date stoted above; and 1o the best of my knowledge, flé the Aus stated.

] 22a. SIGNATURE _ (Deg/e or title) 4 » 22b. ADDRESS 22c. DATE SIGNED

B

s U 22 & et - Y25 35 a L 3 )3)s

23e. BURIAL, CREMATION, | 23b. DATE 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town, or county) !sm.)

nsuowu.. ( seify}

Marien,Arkansas

3 /13 / 59

25 DATE RECD. BY LOCAL REG.

. E ECTOR aooress GARRISON
62% il MAR 13 g

2616, No

"HeT i 110

4 Embal *2 Stat

{L1 on Reverse Side)

P




STATEMENT BY LICENSED EMBALMER
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