r
JRI DIVISION OF HEALTH - STANDARD CERTIFICATE OF DEATH
FILED VS SEP 2 1858

NDED

DOCUMENT

BY AFFIDAVIT OF

Registration District No. __________.\_é______.Primary Registration District Ne, __é_o o] Reglsh'arx No. ___é_? g

59-028316

STATE FILE NUMBER

1. PLACE OF DEATH 2. USUAL RESDENCE (Where decessed lived. If inatitution: Resid 'c'a befare
a. COUNTY Butler a, STATE MO, b. COUNTY Byt ler rmission)
b. CITY {If cutside corporate limits, give TOWNSHIP only) Length of stay in 1b c. COI'Il'tY Inside Limits
1own  Poplar Bluff TOWN Poplar Bluff vl No D
c. FULL NAME OF (If NOT in hospitsl, give location) Inside Limits d. STREET {f cutside, give location) Reside on Farm
HOSPITAL OR v m N ADDRESS . v N Ij{
insTivTioN Lucy Lee Hospital, IncfY=A "U 955 Cynthia Street ™0 ™
3. #AME OF DE)CEASED First Middle Last 4. .DAIE Month Day Year
ypea or print OF
Robert Allen Scott oa  August 15, 1959
5. SEX 6. COLOR OR RACE 7. Married [1  Never Married [] |8. DATE OF BIRTH | - ASE {last birthday) | IF UNhDER ) YEAR l: UNDER 24 HR
Widowed Divorced [ Months Days ours l Min,
Male W x 9/28/76 82
10a. USUAL QCCUPATION (Giva kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY| 11. BIRTHPLACE {City and mate or country) | 12. CITIZEN OF WHAT COUNTRY

dur§g most of working life, even if retired) L
alesman

fe Ing.&RealEst

te

Depmark,Ark.

U,S.A,

13, FATHER'S MAME

John L. Scott

13b. MOTHER'S MALDEN NAME
Sarah Jane Milner

1. NAME OF HUSBAND OR WIFE

Olpa Kelly Scott

15. WAS DECEASED EVER IN U.5. ARMED FORCES? INOQ
{Yes, na, or unknawn} | {If yes, glve war or dates of service)

16, SOCIAL SECURITY NO.

-091-26-1581

17.
?daugﬁ%

McPheeters 955 Cynthia
er? ce erﬁolalar Bluff, Mol

18. CAUSE OF DEATH {Enter only one cause pear line for {a}, (b), and {c}.
PART I. DEATH WAS CAUSED BY:

INTERVAL BETWEEN
OMNSET AND DEATH

Conditions, If any,
which gave rite 1o
above cause (a},
stating the under-
lying cause lasi.

|

DUE TO {c)

T Unamwe

IMMEDIATE CAUSE () CMW had Prus't'nh [ MMQL_W—

e MAn +

L
ovetom_ > Paseas ) Branied

ﬁEMOVA fipaclfv) ’

8-l7-59
24. FUNERAL DIRECTOR ADDRESS

Iocal

z PART 1. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the terminal PART §II. If deceased was female was
g disease condition given in PART | {a) there & pregnancy in last 90 days.
B Jove] aw [ O unknown
E 19, WAS AUTOPSY | 20s. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY QCCURRED, (Enter nature of injury in PART 1 ar PART || of item 18.)
= PERFORMED? m} a a
0 YES [] NG{J
3 20c. TIME OF Hour Month, Day, Year
= INJURY a.m.
2 p.m.
20d. INJURY QCCURRED 20a. PLACE OF INJURY {e.g., in or about home, | 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT WORK (J farm, factory, street, office bidg., atc.)
NOT WHILE AT WORK [
21, 1 attended the d d from ]-2/2 1—/ 58 fo. 8/ 1 5,/ 59 and last saw :Ie,.:‘ alive on 8/ ]-5/ 59
Death occurred ?n ]-0 15 A I'!'\ on the date stated above, sand to the best of my knowledge, from the causes srated.
72, SIGNAT ??7 % - (Degree orjb 22b. ADDRESS [ 22 GATE SIGNED
30N, 2ndSt, -PoplarBluff ,Mo. [8/21/59
a. BURIAL, "' 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, 1own, or county) {51ate)

Wynn,/&rlgansas

Greer Croy & Riteh Poplar Bluff,

Ml)zs ?/CD 37)0\1_ REG.

(Licansed Embalmer’s $tatement on Reverse $|da)
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- * > . STATEMENT BY LICENSED EMBALMER

! hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by n

‘ Student Embalmer No.___ T —==—.

or by

working under my personal supervision

Student —_— Signedw
Signature of Student Embalmer
Licensed Embalmagr No._i é;‘ 2

4
Note: The above MUST BE SIGNED BY THE LICENSED: EMBALMER in h:s OWN HANDW ITING. (Failure to com,

- 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 i5 not embalmed, fact should be so stated above. .
o .
N e T .. N
Cad N X, LR S - N

~ .. LY




