Haealth,
& Walfore
Public
Service

THE CIViSION OF HEALTH OF MISSOUR|

STANDARD CERTIFICATE OF DEATH
383

Primory Registration Diswrict No..__

09-022052

STATE EILE NUMEE
wcen. Registrar’s Noo (

SHBE.......

biku JUN 17 185 cgisuorion Drics No. .

1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence efore
. 300 a. COUNTY Lawrence o. STATE Missouri b. COUNTY Gp enudm-ss n
. 1=57 b. C{IJTRY (If ourside ¢orparote limits, give TOWNSHIP only) Inside Limits c. C(IJTRY 39 A insifla Limits
, ° Tow Mte Vernon Ves [ Nof ] 1owN  Sprinefield © ¢ | Ye® wO
c. FgLL NAME OF (if NOT in hospital, give location) | Length of stay in 1b d. STREET {If outside, giva location) Reside on Form
P HOSPITAL OR ADDRESS .,
A INSTITUTION S i \ 1100 W, Atlantic Yes [ Ko [B
“w_| 3. NAME OF DECEASED First Middie Last 4. DATE Manth Day Year
(Type or print) OF
Olive Houston Baugh peaTH May 31, 1959
5. SEX 6. COLOR OR RACE} 7. 8. DATE OF BIRTH %, AGE (I s+ F UNDER 1YEAR| IF UNDER 24 HRS
Female White MARRlED NEVER MARRIEDD N 8 i“ l,i:'K::y’ Months | Days Hours Min,
i { wioowep[ ] pIvorcED[] ove 9, 1887 7

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

wocTor, corpner, etc. must use only stondard nomencloture in item 8. No symptoms will be listed.
-

All diseases in Part | must be causally related.

100. USUAL OCCUPATION (Giva kind of wark done | 10k, KIND OF BUSINESS OR 11. BIRTHPLAGCE (City end state or country) 12, CITIZEN OF WHAT COUNTRY?
during most of working life, even if retired) INDUSTRY . .
ifa Misgissippi 1 USA
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
Unknown Mary E, Houston R. He Baugh
15. WAS OECEASED EVER N U. S. ARMED FORCES? 6. SOCIAL SECURITY No.| 17. INFORMANT Address

{Ya3 no, or unknown}] (If yes, give war or dates of service)
o

0-428-110~51004 San.records,Mo.State San.,Mt.Vernon,Mo,.

[
—
k]

g
L)

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
8 IMMEDIATE CAUSE (a) Miliary Pulmonary tuberculosis
Conditions, if anv. . DUE TO (b)
which gave rise to
obove causs (o). }
stating the undar
g lying cause last. DUE TO (&)
= PART It. DTHER SIGNIFICANT CONDITIONS COMTRIBUTING TO DEATH but naot relatad 16 the terminal disease condition given in PART | (o) 19. gégéﬂgTOPSY
3 N RMED?
o Papillary adenocarcinoma of rectum 002y | 1 vesX wo[d
| 20e. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY GCCURRED. {Erter nature of injury in PART | or PART I of item 18.}
o
o ] ] O
Ol 20c. TIMEGF  Hour  Month, Day, Year
a INJURY a.m.
* p.m.
20d. INJURY OCCURRED 20e. PLACE OF INJURY (e.g.. inorabouthome, | 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE ATD NOT WHILE O farm, factory, street, oifice bldg., etc.)
WORN AT WORK b
21. | cttended the deceased from MEY ﬁ. 1959 . o Ma! 31 3 I 959 and last saw her live on Ma.Y 31, 1959
Death occurred at =h0 Sellle m on the date stated above; and 1o the best of my knowledge, from the couses stated.
22¢. SIGNATURE {Degree or title) ) 22b. ADDRESS 22¢. PATE SIGNED
CEH ol res 2. . Mt. Vernon, Mo. L-2-S5o
2%a. BURIAL, CREMATION, | 23b. DATE # | 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION {City, town, or tounty) (State)  *
REMOVAL (Specify)
al 5-31-59 Snrlnaf‘lp]d Moo
24, FUNERAL DHRECTOR ADDRESS 25. DATE RECD. BY LOCAL REG,

Rex Rainey Funeral Home,Springfield,Mo.

6 REGISTRAR'S SIGNATURE Z

4 w2 -39




BSEL 21 NAP,

STATEMENT BY LICENSED EMBALMER

1 hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed
DY M@, OF DY oot ceer et et rra et et se e reee et e ar s een e palmerNo. .....4.....ovevee ‘

working under my personal supervision.

L] T =Y 1| TSN i CAT AN o og ot Sl B s
Signature of Student Embalmer "‘
"~ Licengég-Embalmer \,5,/2—\

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER j#'hi§ OWN HAND 9" NG. (Failure
to comply with the abové constitutes grounds for revocation of license).

If embalmed by a STUDENT, he also shall sign in his OWN handwf#iting.
If this body is not embalmed, fact should be so stated above.




