:SOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH

___5_-.‘..3_________anary Registratian District No. 3 ______

Registration District No. ___

—-61-012938

STATE FILE NUMBER

L0 irnione L L. €

AMENDED o 1AR
[¥al] o JJdUl
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before
a. COUNTY a. STATE b. CQUNTY admissi
un" Cape Girardeau e Gir —hlmn)—_
% b. Cé'lRY K ounid?‘ corporata limits, give TOWNSHIP only) Length of stay in 1b c. CITY Inzide Limits
w JE, CR
TOWN . : T
b OWN Qape Girardeau 8 yra, OWN man all Yes g No DI
<. FULL NAME OF (If NOT in hospnal lacation} Inside Limits d. STREET *~ (If cutside, give |ocation) Reside on Farm
w HOSPITAL OR fé‘ Courese ADDRESS
= STITYTI Yes Na (O Yes (1 No ;]
3 lub 245-K—8llis :
3. HAME OF DECEASED First Middle Last 4, DOATE Manth Day Year
ype or print) F
Harold Lee Tibbs vEATH April 23, 1961
5. SEX 6. COLOR OR RACE 7. Married []  Never Marriedﬂr 8. DATE OF BIRTH | 9. AGE (last birthday) | If UNDER | YEAR IF UNDER 24 HR
Male White Widowed [] Diverced [J 2_28_1942 19 Manths Days Hours Min.
10a. USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY| 11. BIRTHPLACE (City and state or country)} | 12, CITIZEN OF WHAT COUNTRY
- during most of working life, even if retired)
Studant dchool Popilar BInff, Mo, . Sa A,
13a. FATHER'S NAME 13b. MOTHER’S MAIDEN NAME i 14, NAME OF HUSBAND OR WIFE
Leo Tibbs ¥axine Long NONE
15. WAS DECEASED EVER IN W.5. ARMED FORCES? 17. INFORMANT Address
{Ye: or unknnwn)l (If yes, give war or dates of service)
. ok ok Maxding Tibbs (ape Gir,, Mo
= 18, CAUSE OF DEATH (Enter only one cause per line for {a), (b), and (c]. bk INTERVAL BETWEEN
E PART |. DEATH WAS CAUSED BY: ONSET AND DEATH
B g IMMEDIATE CAUSE (a) Carbon Monoxide Pois oning
3 =
2 Q
wi o Canditions, if any, DUE TO {b)
u'-,, which gave rite 10
Z above cause (a}, s
= stating the under-
Ilying cause last. DUE TO (¢}
z PART 1. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TQ DEATH but not related to the terminal PART 111, 1§ deceased woas female was
g disesse condition given in PART | {a} there a pregnancy in last 90 days,
§ IC] Yes [ O Ne I O Unknown
E 19. WAS AUTOPSY 20a. ACCIDENT  SUICIDE  HOMICIDE 20b. DESCRISBE HOW INJURY OCCURRED. {Enter nature of injury in PART | or PART |} of item 18.)
x PERFORMED? ) a g
© YES O MO Suicide Put s garden hose in the axhauat pine & the other
& | 20c. TIME OF  How Month, Day, Year :
a INIURY a.m.
2 porm- end of it in the rear window of the drivers aside,
20d. INJURY QCCURRED 20e. PLACE OF INJURY (e.g., in or about home, | 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT WORK ] farm, factory. street, office bidg., e1c.)
A NOT WHILE AT WORK i@ Cape Rock Dr, Cape Sirardesu Capa Gir, . Mo
é 21. 1 sttended the deceased from_ to—. and last saw Eﬁ; alive on
o Desth occurred at 1 1 14‘7 P m on the date stated above, and to the best of my knowledge, from the causes stated.
—
3 o 2. SIGNATURE {Degree or title} 276, ADDRESS 22 DATE SIGNED
I -
& £ (“&jj‘,‘ Coroner Cape Girardeayn, Mo, 4-24-61
Z | 3. BURIAL, CRE 73b. WATE 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, fown, of cownty} {State}
o a REMOVAL {Specity) .
9 r BUFiAl 406-1961 lemorial Pa FL_G_Qmeiﬁrv Cap r;jla.tdaauaq%n
- < 24, FUNERAL DIRECTOR ADDRESS 25, DATE RECD. &Y LOCAI. REG. | 28, GISTRAR'S SIGNATURE
us )— -
= @] Ford & Sons Cape Birardeau, Mo. 4 LT~ (o / z—‘-—c—m J(Mi;r-

{Licensed Embalmer’s Statement on Reverse Side)




STATEMENT BY LICENSED EMBALMER

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

or by Student Embalmer No.

working under my personal supervision.

Student i - _ Signed : UJ -(a : M

Signature of Student Embalmer

) Licensed Embalmer No. 5 LY l
’ ’ ' : P. O. Addresg&@m&@

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comj
with the above constitutes grounds for revocation of license).
- If ernbalmed by a STUDENT, he also shall sign in his OWN handwriting.
If this body is not embalmed, fact should be so stated above.






