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THE DIVISION OF HEALTH OF MISSOURI

HLED MAY 26

1339

Registration District No. ....

109

STANDARD CERTIFICATE OF DEATH
~Primary Registration District No. No. {fg_y

59-01'7248

STATE FILE NUMBER
Regmrar s Ne., ‘z

ol [

Ibubll:
Service
. K

' 1. PLACE OF DEATH 2. USUAL RESIDERCE {Where deceased lived. If institution: Residence Before
300 a. COUNTY Dunklin a. STATE Missouri- b. COUNTY admisspbn)
157 b. CE)TRY (If ovtside corporate limits, give TOWNSHIP only) Inside Limits <. CIOTRY Inside Limits
TOWN Ruli'.&l,__ AUﬁI}ﬁ.pl"l 'I'“rp . Yes (] No q TOWN Camnhell Yes[ ]| Ko |;|
c. FULL NAME OF (If NOT in hespital, give location) | Length of stay in 1b é STREET = {If outsids, give locatian) Reside on Farm
;3 HOSPITAL OR 3y o ADDRESS  RFD ¥ No []
INSTITUTION ol o o L
3. NAME OF DECEASED First Middie Last 4. DATE Month Day Year
F {Type or print) OF
Herbert Rogers DEATH - 15- 1959
5. SEX 6. COLOR OR RACE| 7. 8. DATE OF BIRTH 9. AGE (In yeors IF UNDER 1 YEAR| IF UNDER 24 HRS-
MARRIED 3} NEVER MARRIED[_] . - years
- - last hirth Menth D H Min.
, male white { wtooweo% oivorcen[] 12-5-1916 “4|2' i Tol ™ I )
; 109. USUAL OCCUPATION {Give kind of work done | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (City and state or country) 12. CITIZEN OF WHAT COUNTRY?
z X during mast of working life, even if retired) INDUSTRY
; rarmer Rector , Arkansas u.S,A
; 132. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
: klmer Rogers Ada Ward Charline Rogers
2
3 15. WAS DECEASED EVER IN U, 5. ARMED FORCES? 16. SOCIAL SECURITY NO.| 17. INFORMANT Address
~ {Yws,_ne, ar unknawn}| [H yes, give war or dat f sarvice} -
; h - S 421-09-360D wmrs laverne jadyman,~ister
z 18. CAUSE OF DEATH (Enter only one cause per line for (a), (b}, and {c}.) INTERVAL BETWEEN
PART I. DEATH WAS CAUSED BY: ONSET AND DEATH
IMMEDIATE CAUSE (a) Cecerebration instan

0 HISHL T

FOETMRIUMI U WIS e W S

MEDICAL CERTIFICATION

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

Conditions, it any, . DUE TO (b) Self Tnflicted pun shot woimd
which gove rtae to ~
cbave c<ouse [a), }
stating the under-
lying couse lost. DUE TO {¢)
PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the terminal dissose cendition given in PART | (o} 19. WAS AUTOPSY
PERFORMED? O
T7¢ Yes[] wo[]
20a. ACCIDENT SUICIDE HOMICIGE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART | of item 18.)
d I% ]
20¢c. TIME OF Hour Month, Day, Year
INJURY  om.
p.m.
20d. INJURY OCCURRED 200. PLACE OF iNJURY (e.g., inor about home,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WH1LE AT NOT WHILE rJ farm, factory, street, office bldg., etc.)
a AT WORK
21. 1 ottended the deceased from ) ond last suwﬁ alive on

Death occurred at

m on the date stated above; and to the best of my knowledge, from the couses stoted.

All diseases in Part | must be causally related.

GNATURE - w’y__z J3 | 22b. ADDRESS 22¢c. PATE SIGNED
ﬁ,ﬁ"“",.m, m,.,’,.,f v o Ctoroner Kennett, Mo, 5-21-59
23a. BUR!AI.. CREMATIDN 235. DATE 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town, or county) {State)
REMOV wcify) N . .
> ria 5.17-1959 | tock Sprinfs Cem. Hector Ark. Rt # 2
o 24. FUNERAL DIRECTOR ADDRESS 25. DATE RECD. BY LOCAL REG. 26, REGISTRAR'S SIGNATURE

Mitfhell Funeral Home,ector, Ark

- 4-22-59
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d Embolmer’s $ on Reverse Side}




- y3gWNN 3714 ALNNOD

Yo

g;____;?.}::u/-......

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, or by

..........................................................................................

«» Student Embalmetr No. ........ccoirinieen
\
working under my personal supervision.

Student

Signature of Student Embal.mer

Licensed Embalz N037j4v‘

P. 0. Addre 7/,,/1_

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDV}(TING (Failure
to comply with the above constitutes grounds for revocation of hcense)

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.
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