JRI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH -6(-041271
FILED V§egiDnEfEn Dis?i:]gs?.-.é____&_--__?rimary Registration District N:\Z-.Q_Z_Q.,_Regisrrar'l MNo. "%'--L-b__ STATE FILE NUMBER

NDED
1. PLACE OF DEATH 2, USUAL RESIDENCE (Whera deceased lived. If institution: Residence before
. COUNTY . STATE COUNTY admissi
* Cape Girardeau ' Missouri Cape ission}
b. CITRY {If outside corporate limits, giva TOWNSHIP only) Length of stay in 1b c. COITY Inside Limits
R
TOWN Cape Glrardeau 38 Jyr TowN cape Girardeau Ya dy No OO
c. LLg.éPNAME OF (If NOT in hospital, give location} Insida Limits d, SEREEES 6 (If outside, give location) Reride on Farm
ITAL OR ADDRE. 2 t
INSTITUTION Yesfig No 7 3 Benton \ No
627 S Benton ¥ 0 0 red
a. :_:AME OF DECEASED First Middle Last 4. Dé\FTE Month Day Yeaar
ype of print)
Eddie Florence Harmon oeai Nov 26 1960
5. SEX 4. COLOR OR RACE 7. Married BF Never Married [J 18. DATE OF BIRTH | 9 AGE (last birthday) ':\DUNDER } YEAR ': UNDER 24 HR
Widowed Divorced 3 * ours Min.
Female White idowed 01 veesd O | Jan 30 [1891 69 CRES |
10a. USUAL OCCUPATION {Give kind of work done | 10b. KIND OF BUSIMNESS OR INDUSTRY] 11. BIRTHPLACE (City and s1ate or country} | 12. CITIZEN OF WHAT COUNTRY
dury ] ife, even if retired)
‘HeTY sWa el None Gordonville Mo. U.S.A
13a. FATHER'S NAME 13b. MOTHER’S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
Samuel M Thompson Malinda Dgle C.T Harmon
15. WAS DECEASED EVER IN U.S. ARMED FORCES? 16. SOCIA psi? RITY NO. [17. INFORMANT Address
(Yes, unknown) | (1f yes, giyve war or dates of service)
gl | potes Mr C.,I Harmon Cape Gilrardeau Mo.
P= 18. CAUSE OF DEATH (Enter only one cause per line for€a), {b), and {c). INTERVAL BETWEEN
uz-l PART |. DEATH WAS CAUSED BY: M ONSET AND DEATH
g IMMEDIATE CAUSE (2)
o
o]
a Conditions, if any, DUE TO (b}
which gave rise to
above cause (a), y ,
stating the under-
lying cause last, DUE TO (c) .
z PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but nor releted to the terminal PART NI, If deceased was female was
'9_ disesse condition given in PART | (a) there » pregnancy in last 90 days.
; | O Yes I C} No I [J Unknown
E 19. WAS AUTOPSY a. ACCIDENT  SUICIDE  HOMICIDE 20b, DESCRIBE HOW INJURY OCCURRED. {Enter nature of mjury in PART | or PART |l of item 18.)
i PERFORMED? w] m] O
) YES ] NO
-l
| 20 TIME OF  Hour  Menth, Day, Year
3 INJURY  am. . MR
. g p-m. -
l 20d. INJURY QCCURRED 20a. PLACE QOF INJURY (e.g., in or sbout hame, | 26f. CITY, TOWN, OR LOCATION COUNTY STATE
| . . WHILE AT WORK [ farm, factory, sireet, office bidg., etc.)
' N WORK
NOT WHILE AT WORK (] . P P .
21. 1 attended the deceased fr a ;B %ﬂd last uwmalim on l(‘/Z):;/bd
Death occurred  at. L] M y m on the date stated above, and 1o the best of my knowledge, from the causes stated.
w (Degree or tiile) 22, ADDRESS \ 22¢. DATE SIGNED
QO .
c 2 ey, MO L ernaA Lok w119k
z 23b. DATE $3c. NAME OF CEMETERY OR CREMATORYT 3d. LOCATION (City, town, or counpy) {State} *
[=]
= 11-28-1960 Lorimier Ca
= Wi‘ﬂkﬁiﬁh owell R CAvpress CGlr Hos 25, DATE RECD. BY LQCAL REG. |24 [REGISTRAR'S SIGNATURE
5 [~29~-bo X
T
(Licensed Embelmer’s Statement on Reverse Side)
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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 |

or by Student Embalmer No.

working under my personal supervision.

Student

Signature of Student Embalmer

Licensed Embalmer No. ‘/ ?? 9('

Lo P. O. Address

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in hls OWN HANDWRITING.

“with the above constitutes grounds for revacation of license). .
If embalmed by a STUDENT, he also shall sign in his OWN handwriting. . o

1 o If this bddy is'not 8mbalmed, fact should bé. so slated above - .=-.. I

- R R ¢ - i s z ’

_(Failure to con



