THE DIVISION OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH

hLED MAY 1 8 T959?°Bl!fruﬂon District No. . 3 7,..8.: __________ Primary Rogl:fruhon Dum:! Ne,

-~—-59g‘f:-;9:'.’f@%347 ------------
HSE2 it 7,

- PLACE QF DEATH 2, USUAL RESIDENCE (Where deceased lived. [f institution: Residence efore
a. COUNTY a. STATE b. COUNTY admi s sigh)
Yiright Mi assouri Fipioht
b. CITY (If outside corporate limits, give TOWNSHIP only)} Inside Limits c. CITY nside Limits
TR Mtn Grove, Yes K] No (3 [k, Mtn Grove Yesf] Mo
g. FULL MAME OF (1f NOT in hespital, give location) | Length of stay in 1b /,'/:} STREET {Hf outside, give location) Reside on Form
entuvion At Home 3 months AOPRES R # 2 Box 7C Yer O M)
3. NAME OF DECEASED Firss Middle Last 4. DATE Month Day Year
{Type or print) 0
Robert E. Lee Scarlet DEATH REBY May 6, 1959
. SEX 6. COLOR OR RACE| 7. MARRIED] JNEVER MARRIEDD 8. DATE OF BIRTH g, A&E “":r;;:;; ::J:ﬁetz ;::AR l:oL‘::J’DER z;‘:?s.
Male o Cau |3 wooweo[]  owomcesKd| 9 16- 1903 55 I I
10a. USUAL OCCUPATION {Give kind of work done | 10b. KEND OF BUSINESS OR 11. BIRTHPLACE (City ond state or country} e} 12. CITIZEN OF WHAT COUNTRY?
during most of working life, aven If retired) INDUSTRY P
laborer | @@ —e——- - ———— lissouri US4A.
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
Maderson Scarlet Liza VWhitehead e
15. WAS DECEASED EVER IN U. 5. ARMED FORCES? 16. SOCIAL SECURITY NO.| 17. INFORMANT Address
Yws, no, or unkngwn)| (I ive wor or detes
Tom g )zt e o denen o nanvicd) 1491-16-7598 Gladye Belt Mtn. Grove, Missouri

18. CAUSE OF DEATH (Enter ¢nly ane cause pe; fcr {a}, (b}, and {c).}
PART I. DEATH WAS CAUSED BY: m
IMMEDIATE CAUSE (a) —C/&Vﬁ

INTERVAL BETWEEN
e

R

Conditions, if any, DUE TO (b)
which gove rise 10
above couss {a},
stating the under-
lying causa last. DUE TO {c)

PART Il. OTHER SIGNIFECANT CONDITIONS CONTRIBUTING TO DEATH but not reloted 1o the terminal diseass condltion given in PART | (o)

R ¢ OX

19. WAS AUTOPSY 0
PERFORMED?

YES[ ] NO[]

MEDICAL CERTIFICATION

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

200. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART 1 or PART Il of item 18.)
O OdJ ]
20c. TIME OF Hour Month, Day, Year
INJURY a.m.
pem.
20d. INJURY OCCURRED 20e. PLACE.OF INJURY (e.g., inor abouthome,} 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE ATD NOT WHILED farm, factory, straet, affl bldg. ytc.)
WORK AT WORK ;@,{zﬂ;—ﬁ“-—g‘_-&—? oo
> ? 7 / -
21, | attended the deceased o LTS o leam U 77 “;Zl last saw P27 alive on GUrer & 14 Vel d

Deoth accurred ot

714

8 m on the date stoted above; and to the bast of Ey_knowledge, from the causes stated.

Doctor, coroner, efc. must use only standard nomenclature in item 18. No symptoms will be listed.

All diseases in Part | must be causally related.

securing the medical certification in the specific monner require

22a. SIGNATU
)

{Degree or title) 4/0

g ) %QDRESS — é/ %

22c. DATE SIGNED

5-7-§85

[ Ea

Lia}

. BURIA’L, CREMATION,| 23b. DATE 23e. NAME OF CEMETERY OR CREM.‘\TOR‘I’ 23d. LOCHTION (Chry, town, or county) {Stae)
REMOV AL {Specily)
ova 1 5-6-59 Vloodland Cemetery pbell, Missouri
24. FUNERAL DIRECTOR ADDRESS 25 DATE RECD. BY LOCAL REG. GISTRAR'S SIGNATU
-
rell Cruig Mtn Grove, idissouri ?—/4 S7 @/’44,4

{Licensed Embolmw’s Statement on Reverss Side)




patid eted

e rbam AT ssna

G- =

1%

[

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 Embalmer No. ................

working under my personal supervision.

Student

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

Signature of Student Embalmer

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.

-




