ISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH

AILINLAYILIYIG N 1S REWUIRU ARL A FWLLV YYD

—61-004691

{Licensed Embalmer’s Statemen? on Reverse Side)}

STATE FILE NUMBER
Registration District No. ______“ ¥ ¥ ______Primary Registration District No. _3.9-9.7.--%@.#: No. ________.Z_Q_..
AMENDED LT ‘
N AtFo ol 2. USUAL RESIDENCE {(Where deceassd lived. If institution: Residence before
. COUNTY . STATE b, COUNTY dmissi
e : Butler ’ Arkansa$ Clay acmission)
% b. Ccl,'ll'!\' (If outside corparate limits, give TOWNSHIP onty} Length of stay in 1b c. C(ga\‘ Inside Limits
wi 3
= ownpoplar Bluff Town Corning Yea B} Ne D
< c. FULL NAME OF {If NOT in hospital, give lacation) Inside Limirs d, STREET (If cutside, give location) Reside on Farm
E HOSPITAL OR ADDRESS
< INSTITUTION DOCtor t [ Hospi-tal Yaa X Ne O Yo O Noﬁ
a
3. NAME OF DECEASED First Middle Last 4. DATE Month Day Year
(Type or print) ) OF
NANNIE MaE HAMILTON DEAM February 1, 1961
5. SEX 6. COLOR OR RACE 7. Maerried [ Mever Marred B3 |8, DATE OF BIRTH | 9 AGE (last birthday) | IF UNhDE* fDYEAR ': UNDER 1": HR
i 1 ours in.
Female White Widowsd D Preced O [11-12-18B6 7k (M) Y '
10a. USUAL OCCUPATION {Give kind of work done { 10b. KIND OF BUSINESS OR INDUSTRY| t1. BIRTHPLACE (City and state or country} | 12. CITIZEN OF WHAT COUNTRY
uging most ofaworking Jife, even if retired) . o
Re £1PEY WS ENEs School Clérksville,Texas USA
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF ﬁUSBAND OR WIFE
. Charles W. Hamilton Allie Simpson Never Married
15. WAS DECEASED EVER IN U.5. ARMED FORCES? 16. SOCIAL SECURITY NO. 17. INFORMANY Address
Yes, ki 1| {If , Qi dat f i .
es Ay ko | O ves ghve e o ot o] service) Naomi Hollaway Piggott, Arkansas
[ 18. CAUSE OF DEATH (Enter only one cauze per line forf{s), (b), and (c). INTERVAL BETWEEN
E PART |. DEATH WAS CAUSED BY: 07551' D DEATH
o z IMMEDIATE CAUSE [a) .LLQ/[M, QAL G @Q L@WU &J
L] N
(=] [
: axel ' Jai 0 4 Ao
5 a Condisions, if any,]  DUE TO [b) \/mw Q@N ﬁ.Q» JANL
Lrd whith geve rise to -
z i °'7"""d""] Ophes Xoalh . (4 it A Yeana/
= tating t -
i et ] oue 00 _\_QAPLAQUUANOOLR « (4, [Thrue :
= PART It. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but mof relasted 1o the terminal PART ILI. f decsased wa female was
g diseaze condition given in PART | (a) there a pregnancy/in last 90 days.
§ I O Yes l M l a Unlmowni_
b‘_: 19. WAS AUTOPSY 20a. ACCIDENT  SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART Il of item 18.)
-] PERFORMED? a] O O
o YES [J NO
| 20 TIME OF  Houl  Manth, Day, Year |
3 INJURY a.m.
g p.m.
20d. INJURY QCCURRED 20e. PLACE OF LNJURY (e.g., in or about home, | 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT WORKX O farm, factory, street, office bidg., etc.}
NOT WHILE AT WORK O )y { /
o : rad rl 4 > L
é 21. | sttended the deceased fro Ll , - G: O . to_é _ML.M last uwmaliw on. 01// / I(ﬁ/
o Desth occurred at. ~ 10 H O(\ p m on the date %ed sbove, and 1o the best of my knowledge, from the couses stated.
= n
8 S 23a, SIGNATURE 0 ) {Degreojor title) . Waiss 7?7 22cJDATE SIGNED
I - -
@ = / m. D onlan 6Q;L..Bﬂ‘ o_12/)3), )
Py Z3a. BURIAL, CREMATIORY Z3c. NAME OF CEMETERY OR CREMATORY U 23d. LOCATION (Ciry,‘t n, or county} TAED
y (a] REMOVAL (Specify) . . :
2 &l Burial 2-4-61 Piggott Cemetery Piggott, “Arkansas
= < 24. FUNERAL DIRECTOR ADDRESS 25. DATERECD. LOCAL REG. EG R'S SIGNA E
3 I " Box 377 18 /67
= @ Russell-FErmert Corning, Ark. 7 5



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, f// f %
Student ( 7 Signed__f AL -t0 Ja
Signature of Student Embalmer f (
Licensed Embalmer No. Zy‘

P. O. Address riz - 7"

Note: The above MUST BE SIGNED BY THE UCENSED EMBALMER in his OWN HANDWRITING. (Faiure 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.





