\
THE DIVISION OF HEALTH OF MISSOURL

59—018124

'No. 300

wee || FILEU MAY 201959 STANDARD CERTIFICATE OF DEATH 51820 File Nouaomemromsrrvomssseenis
| BIRTH KO. REG. DIST. NO. /Lg—é PRIMARY REG. DIST. NO. cﬁOO/ R.gmm.m..,,...eg\.s.-ée -
1. PLACE OF DEATH 2. USUAL RESIDENCE (Whore decoased lived. 1i lnstisutlon: residence before
. T . adm
a. COUNTY Jaspe T a STATB kla b COUNTCI.. aig . /wloal
b. CITY (If outcide corpora , URAL and . LENGTH OF L CITY ] ence w "
R outoide corpurate limi, writs R F1.? r,:::!:ghip) (S:TAY iz wbia place) t oR Vini;a d l:tl}:;-d w“l:rl::hd mz"
TOWN Joplin TOWN ]
d. FH!._SLPII#\#E OF (If not in bospital or institution. give street address or location} »&3 STRREEEer {1 rural, give location}
o Nstionon St Johns Hosp. P 511 North 1st

3. DECEAS%FI-:) a. (First} b. (Middle) " e. (Last) 4. DATE (Month) (Day} (Year)

{Type or Print) James Elbert Ford DEATH 5 12 59
5. SEX 6. COLOR GR RACE | 7. MF!‘J%F\!;'EB EF\\;’EECNEBRRIED, 8. DATE OF BIRTH 9.11\.55 (l::ln)tn l\:; ll?l::.l T YEAR | F ONDER 4 HES.

), (Bpeciiy} it ay] ont! Days | Hours | Min.

Male o | White HaT T8 /| May 30 1900 58 || |
10a. USUAL OCCLIPATION (Givekind of sork | 10b. KIND OF BUSINESS OR IN- | 11. BIRTHPLACE . . 12,

e i o oo e o o AL (City wnd State cz Foreign Countrv) I%&w%yww
Mechanic Ark 2.A,
13a. FATHER'S NAME 13b. MOTHER™S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE

Sam Ford Anna Bronner Bertie Ford
15. WAS DECEASED EVER IN U.S.ARMED FORCES? | 16. SOCIAL SECURITY { 17. INFORMANT S SIGNATURE OR NAME ADDRESS
{Yes, no, or unknawn) | (If yes, rive war or dates of service) . .

bR Bertie Ford 511 N lst st Viniia, Ok

18. CAUSE OF DEATH MEDICAL CERTIFICATION %‘:gg}fﬁl;‘g%m
3 1. DISEASE OR CONDITION ; H
- Tnter only onecausoper | Ly op ey PEABING TO DEATH* (4, aB-OﬁJCH-a PG M OM tildr— o <

Y

WRITE PLAINLY—USING UNFADING BLACK INE—MAKE A PERMANENT RECORD

line for (), (b), and {(¢)

*This does not mean
the mode of dying, such
as heor! foflure, asthenta,
eic. It means the dis-

ANTECEDENT CAUSES

Morlid conditiona, if any, givl

MADLE%%? Carcinormd OF— Ly G—

rise to the above cause (a) slating

the underlying cause last.

2‘—23\4)

case, infury, or complica- DUE TO {c)

1, OTHER SIGNIFICANT CONDITIONS

Condifions eontribuding to the death but nol
related to the dicense or condition eausing death.

tion which caused death.

19a. DATE OF OP'IEI%}\; 150, MAJOR FINDINGS OF OPERATION 20, AUTOPSY? 2,
/4 é 3 /( ves [ wo
21a. ACCIDENT {Bpecity) 21b. PLACE OF INJURY (e.g.. inerabout | 2lc. (CITY, TOWN, OR TOWNSHIP) (COUNTY) (STATE)
SUICIDE bome, farm, fastory., siroet, ofice blde,.0%0.}
HOMICIDE
21d. TIME {Month) (Day} (Year) (Houn 21e. INJURY QCCURRED | 21f. HOW DID INJURY OCCUR?
WHILE AT NOT WHILE
INJURY WORK AT WORK

22. [ hereby cerlify that I atlended the deceased from M, 1

alive on Ay

, 19 59 , and that death occurred al

, lo MA‘[ 2 , IQSU' , that I last saw the deceased

2_=_ m., from the causes and on the dale slated above.

(Degree or title} O

CHMEARES MD

23a. SIGNATURE

Instaly /Mo

23b. ADDRESS

420 Byees JopLid Ma,

23c. DATE SIGNED

51555

24n. BURILAL, CREMA- | 24b. DATE

THBFEY o] 5-14-59 Mt Hope

24:. NAME OF CEMETERY OR CREMATORY

Afton,

2d. LOCATION (City, town, or county)

(5tate)

Qkla

DATE REC'D BY LOCAL ﬂAR S SIGN .

S-/18-/789

5 P8 PURSEEY 1SHE Miam ) ¥ la

(i.icenscd Embalmer’s St.nlcmtm on Reverse Side)




- - e sy AR R T e R MR YR vl e A e ~omm

STATEMENT BY LICENSE[}\EMBALMER
. . , =l

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

o R T B < 3 . Student Embalmer No............

working under my personal supervision..

LR AT s 13 + L ORI Signed ‘:‘;/t)% ﬁ{mﬁ— ........................

Signature of Student Embalmer

Licensed Embalmer No2.3/%

Sr v LU .
P. O. Addressg%ﬂ

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Fa
to comply with the above constitutes grounds for revocation of license},

If embalmed by a STUDENT, he also shall sign in his OWN handwriting.

¥ this body is not embalmed, fact should be so stated above.




