THE DIYISION OF HEALTH OF MISSOURI

vt STANDARD CERTIFICATE OF DEATH ~595 Q@E%S ----------

f 2943
 Service APR R 1qgsgislrn:ioq District No. Primary Registration District Now e Reg_istr ______
. 1. PLACE.OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Resjdg 3 beforg
2. 300 a. COUN}:J a, STATE Misaouri b. COUNTY admifsion)
(57 i b. CIOTRY (if outside corporate limits, give TOWNSHIP only) Inside Limits . CBTY Inside Limits
R
/ o TOWN Stelouls Yes (X No ] TOWN St oliouls Yes[X Ne[]J
J } / c. Pﬁgls-il’_llr’ll:#EOI?F {If NOT in hospital, give location) | Length of stay in 1b d. S'I[')R%ET {lf outside, give location) Reside on Form
. ADDRESS
¢ wstitution Park Lane- Hospital 3 days 2621 N, Market Yes (] No[§
3. NAME OF DECEASED First Middle Last 4. DATE Month Day Y eor
{Type or print) 0P
Kattie Haven DEATH rch 21, 1959
5. SEX 6. COLOR OR RACE} 7. MARRlEDEﬂ;IEvER marriEo[ ] 8. DATE OF BIRTH 9. AGE (In years JEUNDER i YEAR| IF UNDER 24 _HRs.
Femle ) White WlDOWEDD va [:I Igebirfhday) Manths I Doyt Hours [ Min.
; ovorceol]| Septe 21, 1900
‘E 10o. USUAL OCCUPATION (Give kind of work done | 10k, KIND OF BUSINESS OR 11. BIRTHPLACE {City and state or country) 12, CITIZEN OF WHAT COUNTRY?
= durin: st of working life, evan if retired) INDUSTRY ']
2 Housework At Home Viest Plaing,Mo, UsS,
_—_;' 13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14 NAME OF HUSBAND OR WIFE
: . Tom Heard Floretta Moore Ray Haven
E- ﬂ_JI 15. WAS DECEASED EVER IN U. 5, ARMED FORCES? 16. SOCIAL SECURITY NO,| 17. INFORMANT Address
- {(Yas, unknqwn){ {1 , give war or dat f service)
= g™ NS v otes of = Unknown Ray Haven, 2621 N, S
z a 18. CAUSE OF DEATH (Enter only one couse per line for {a), (k). and (c).} INTERVAL BETWEEN
& w PART |. DEATH WAS CAUSED BY: ONSET AND DEATH
. w IMMEDIATE CAUSE () Gerebral Hemorrhage & Hypertension
2 4
= &
-; g_" Condltions, if any, DUE TQ (b}
£ > which gove rise 1o
H [ above cause {a),
< r4 stating the under- l
£ g z lying cawse last. BUE 10 (g)
E - =Y 1= PART Il. OFTHER SIGRIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the terminc] dlseane condition given In PART [ [a) 19. WAS AUTOPSY
£y by PERFORME
2 e YES[ ] NO
g - % % | 20a. ACCIDENT SUICIDE  HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. ({Enter nature of injury in PART | or PART Il of item 1B.)
<= ZRu
S [ o o O
5% <WG120c TIMEOF Howr Moath, Day, Yeor
$8 opd INJURY  am,
= ‘.__i' : E p.m.
gE % 20d. INJURY OCCURRED Hle. PLACE OF INJURY {e.g., inor about home, | 20f. CITY, TOWN, OR LOCATION COUNTY STATE
JEr u WHILE AT iLE form, factory, street, office bldg., etc.)
5 2 WORK AT WORK "
<'c 3-19=59 hor
| 21. | attended the decessed from 'l....'l ?_59 )t and lost $aw |0 alive on 3n]} Q_C:Q
% - Death occurred ar _—'MA_M'* m on the dote stated above; and to the bast of my lmnwler.lge, from the cuuus stated.
éj‘: - &%ﬁn}( W-wu or title H.D. o 22b. A.DDREES m Q?N@
b
8= S, %— ',444.1 ) 4930 “indell Blw,
o 2300 BURIAL,CREMATION, 2387, ATE - \ 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATLION (Ciry, town, or county) {State}
ﬁMov.\tﬁrm / L C
emo 3=23=59 ocal Cemetery Kennett,mo.
24. FUNERAL DIRECTOR ADDRESS 25. DATE RECD. BY LOCAL REG. TRAR’ SIGN RE
Albert H.Hoppe,L700 Washington Blvd. MAR 23 '§9 ,1 . D

{Licensed Embalmes’s Statement on Revers Side} : /5, "




STATEMENT BY LICENSED EMBALMER

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

BY ME, OF DY 1oiiriiiieeiis i ta et ., Student Embalmer No. ...................
working under my personal supervision.

LY TTs (= 1| SRR TPPEPS I
Signature of Student Embalmer

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

.




