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Corener cannot certify to o death due to natural causes.

= Joctor, coroner, eoftc. must uze only standard nomencigture n 1tem 5. No symptoms will be listed, All
USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

22 liseases in Part | must be casually related.

A
Dy

L

Registration District No, ...

THE DAVISION OF HEALTH OF MISSOURI
STANDARD CERTIFICATE OF DEATH

. Primary Registration District No. ...

59—020564

STATE FILE NUMBER

wnne Registrar’s No. 2.’{3..

1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceasad lived. If institution: R"idendcn b-{i‘-
+ . admigfion}
= COWNTY  Butler - STATEi gsouri  » Bfitler 7/
b. CITY (If outside corporate limits, give TOWNSHIP only) |} Inside Limits c. CITY |nsi;; Limits
OR OR
towy  POplar Bluff Yesu  Noix] rowm Poplar Bluff Yesti NorX
c. FULL NAME OF (1f NOT inhospital, givelocation)|Length of stay in 1b . R . .
HOSPITAL DR 'y,t TREET {}} oylside, give lacation) Resids an Farm
mstiTution Route # 5 50 ¥rs. | poress Route f;é 5 YesX Noa
a ::r[:“ ::,n Firat Middle Last 4. DA;E Month Dy Yeer
N [
(Type or print) FRANCIS IYIONIA UHL oaath June 21 ’ 1959
5. sex 6. COLOR OR RACE 7. MarriED [J-nEver marRiep []] B DATE OF BIRTH 9. AGE (In yenrs | iF UNDER | YEAR IF UNDER M HRS,
. lext Listhday) [3iontha | Dazs | Hours | Min.
Male ¢! White 1 WIDOWED oworcen [} L1=6-1.893 ) l

] 10a. WSUAL OCCUPATION (Give kind of work done

ring most of working life, ecen if retired)

106. KIND OF BUSINESS Oft INDUSTRY

11, BIRTHPLACE (Ciry snd xtate or country)

12, CITIZEN OF WHAT COUNTRY?

(Yea, no, or unknown)

No None

(If uew. oree war or dater of aervice

armer Farming W. Liberty, Illinois'| Usa
13. FATHER'S NAME {4. MOTHER'S MAIDEN NAME
Francis Joseph Uhl Minerva Botiruff
15, WAS DECEASED EVER [N U. S, ARMED FORCES? 16. SOCIAL SECURSTY NO.| {7. INFORMANT ~ddrexs

Mrs, Dorothy Cochran St. Louis , Mo,

MEDICAL CERTIFICATION

PART 1. DEATH WAS CAUSED BY:
IMMEDIATE CAUSE (a)

Conditions, if any.
which gare ris¢ fo
abote cauge (),
stating the under-

7 Ihe unmer DUE TO (¢}

18. CAUSE OF DEATH [Enter only one cause per line for (g}, (), and (¢}

DUE TO (b) %L&Lmﬁéﬁeg

INTERVAL BETWEEN
ONSET AND DEATH

;;4LA~La“LmA£s?FQ cxiulo?ﬁ‘

lying canse logt.

emal
21, ! attended the deceased from

PART 11, OTHER SIGHIFICAKT CONDTIONS CONTRIBUTING TO DEATH BUT MOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(m)} 19 :h;i Ag;ZOPSY
ERFORMED?
? %X ves ] wo 2-
20a. ACCIDENT SUICIDE HOMICIDE | 200. DESCRIBE HOW INJURY OCCURRED, (Enter nature of injury in Part Ior Parl Il of item 18} 7
O & * !
A, S
20c TIME OF Flour Monlh, Day, Year
INJURY i, -
/30 p. m. 6"2/"5? ‘
20d. INJURY OCCURRED 20e. PLACE OF INJURY (e, g., in or ahout home, | 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT [} WOT WHILE Jarm, factory, slreet, office bldg., efc.)
WORK AT WORK R ode

. to h

Death occurred at

and last saw h;; alive on

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

4

222. PCNATURE wﬂm or title)
U Coroner

22h. ADDRESS

a

Poplar Bluff, Missouri

22¢. DATE SIGNED

ADDRESS

| Greer Croy & Fitch Poplar Bluff,

1o, 0H7 /G

23a. :v.ﬁm.. c?smug?n{ 23 DATE! 23¢. NAME OF CEMETERY GR CREMATORY 23d. LOCATION (Cifg. for . Of county) (State)
EMOVAL (Spect . >
Bartal™ | 6-23-59 Black Creek Cemetery | Poplan Bluff, Missouri
24. FUNERAL DIRECTOR : TURE A~

{Licensed Embalmer's Statament on Reverse Side)
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STATEMENT BY LICENSED EMBALMER
I hereby certify'r that the body whose name is recorded on the reverse side of this certificate was em
Dy me, OF By .. iiie e iis it eere e e tes et

-~

working under my personal supervision..

SHUAENE ce e oinisininiieerninrcerae s inannanenanas
Hignature of Scudent Embalmer

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

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

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

" AL SR



