THE DIVISION OF HEALTH OF MISSOURI b
Health, ) 7
o, APR 9 1959 STANDARD CERTIFICATE OF DEATH —59=011978 .
Public
Service = /lz, R.gutrahnn District No. _3 3 3 ____________ Primary Regllh’ullon Dlnnct No&& 2_4___..____ Regumv s No. __ﬂ___________
1. PLACE OF DEATH 2. USUAL RESIDERCE (Where deceased lived. If institution: Residence befo
300 ao. COUNTY Scott a. STATE mss Ouz'i b. COUNTY Scott admission)
1-57 0 b. CITY (If outside corporate limits, give TOWNSHIP only) Inside Limits c. CITY ] - fnside Limits
OR YesX] No [ ar “ Yes[] N
TOWN Sikeston o3 TowN  Benton . o [X
¢. FULL NAME QOF {If NOT in hospital, give locatien) Lengih of slubm 1b d. STREET #H outside, give location) Reside on Form
HOSP AL 9R Moo Delta Comm. Hos ADDRESS Route Yes & No[]
3. NTAME OF DECEASED First Middle l'-I?BDD 4. DATE Month Doy Yasr
(Type or print) OF
BOBEY JOE oeaw 3 15 1959
5. SEX s 6. COLOR OR RACE| 7. MaRRIED[ ] NEVER MARRIEDE 8. DATE OF BIRTH 9, AF.E' E;:ﬂ‘:::'y; ::J::-ER iv:.m IF uu'oen 24 :ns_
. ¥ele White wipoweo[ ] owvorceo[ ]| March 15,1959 —— | a— Di ]
§ 10a. USUAL QCCUPATION (Give kind of work dons | 10k, KIND OF BUSINESS OR 11. BIRTHPLACE (City ond state or country) 12. CITIZEN OF WHAT COUNTRY?
£ during most of working life, even if retired) INDUSTRY )
: el OB LA L2 Sikeston, Missouri ¢ UeS.Ae
E 13a. FATHER'S NAME 13b. MOTHER®'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
3
Wilford William Todd Marilyn Maxine Matthews
w
L :_DI 15, WAS DECEASED EVER IN U. 5. ARMED FORCES? 16. SOCIAL SECURITY NHD.] 17. INFORMANT Address
. - Yas, wunk IF ye lve w d f lce]
: g {Yus, N mwn)l[ Yoz giva war or dates of service) None Wilford W. Todd._R;FD # 1 Benton Mi S0
P a 18. CAUSE OF DEATH (Eater only one cause per line for (a), i), and (c INTERVAL BETWEEN
4 b PART |. DEATH WAS CAUSED BY: ON. D JRATH
r w IMMEDIATE CAUSE ()
: &
i Conditions, if ) .
B g‘- which ::v- I'|I.I":° } bue 10 (b, f f
- gbove couse (a), L Y
z stating the under- 0 égn c
g g lylng cause last. DUE TO (c) g
. GOfE PART ll. OTHER SIGNIFICANT CONDITIONS CONTMIBUTING TQ DEATH but not réfred te the terminal dluu;{nndlrlon given in PARTH (a) 19. WAS AUTOPSY
‘g - b PERFORMED?
E_' M E 7600 YES[] NO[] ¢
5 __;., % % | 200. ACCIDENT SWICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART [l of item 18.)
3 - 0 a [
r3 42
39 SHO( . TIMEOF  Hour Month, Doy, Year
r 3 mps INJURY  a.m.
£ E s
: E é 20d. INJURY OCCURRED 20e. PLACE OF INJURY (e.g., inor about homs,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
;LW WHILE AT NOT WHILE farm, _ctery, streat, offics bidg., etc.)
;5 g | work AT WORK
E- E 21. | ottended the deceased from j o ; 3 /; i .o 3“]-5.’;‘— 9 and last sow alive on _&‘_/_L&"
% a Death occurred ot a? L7 - . 4 mon the date stated above; and ta the m my knowledge, from the couses stoted.
: E 220. i 22b. ADDRESS TE SIGNED
2 Sikeston, Mo, E
<
23a. BURIAL, CREMATION, | 23b. DATE 23z E OKCEMETERY OR CREMATORY 23d. LOCATION {City, town, or county) {State)

iinl”" |3~/ 7-/90F | Yhiry Couecrt Comerery | Bearod, /77 0.

24. FUNERAL DIRECTOR ADDRESS 25. DATE RECD. BY LOCA.L REG, | 25- REGISTRAR'S SIGI(ATIJRE P
1 . .
wehort Lon ome i 3-23-37 |\ DbuBth, Acnilsr -

{Licensed Embalmer’s Statemant on Reverse Side)

N




v vy

STATEMENT BY LICENSED EMBALMER

.

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

by me, O DY e s e e s e e r s ., Student Embaimer No. .........covcenvenn

Licensed Embalmer No.% 7j
. P. O. Address (£ ,% -

N’G. (Failire

working under my personal supervision.

b 1T =Y 1| PP Signed ..,
Signature of Student Embalmer

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDW
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,




