ARTMENT OF PUBLIC HEALTH AND WEBLFARE

AISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH 61 «gg :aﬂﬁj
istration District No. __-__---_,_E&___Primary Registration District No.O..Q_.o_.a_Regimu'a No. _-;-9.- - St t £

AMENDED

DATE AMENDED

INSTEAD OF

[y

SHOULD READ

ITEM NO.

DOCUMENT

BY AFFIDAVIT OF

e D

Y
ot

]
1. PLACE OF DEATH 2. USUAL RESIDENCE (Whers deceased lived. If institution: Residence before
a. COUNTY a. STATE b. COUNTY . admission}
- Cape Girardeau Missouri St Francois 2
b. CITY (I outside corporate limits, give TOWNSHIP only) Length of atay in 1b c. CITY Inside Lingits
S %o e
dd\. ’Elﬂl\sk‘-r dey T Farmington 0 Ny
c. FULL NAME OF (If NOT in hospital, give location Inside Limits d. STREET (1f cutside, give location) Raside on Farm
HOSPITAL OR ADDRESS
INSTITUTION et. Ic Hol'_ Yes O No R R.R. 1 Yes O No [
3. HAME OF DECEASED First Middle Last 4. DggE Month Day Year
ype or print) !
Bob Mullinax DEATH  July 16, 1961
5, SEX 6. COLCR OR RACE 7, M'"i"dn Never Married [ [8. DATE OF BiRTH | 9- AGE (last birthday) I'::NHDER IDYEAR IF UNDER 24 HR
Widowed [] Divorced [ ths ays Hours Min.
Male White 2/25/19081 53
10a. USUAL OCCUPATION (Give kind of wark done | 10b, KIND OF BUSINESS OR INDUSTRY BIRTHPLACE (City and state or country} | 12. CITIZEN OF WHAT COUNTRY
during most of working life, even if retired)}
orer Sta, | St Francois C

13a. FATHER'S NAME

David Wilburn Mullinax

13b. MOTHER'S MAIDEN NAME

Ioutiah Lewson

14, NAME OF HUSBAND OR WIFE

Hazel Mullinax

15. WAS DECEASED EVER IN U.5. ARMED FORCES? 14. SOCIAL SECURITY NO. 17. INFORMANT Address
(Yes, no, or ugknown) |{If yes, give war or dates of service) .
| Hagel Mullinex, Fgmiggtgn. Mo BB, 1
18. CAUSE OF DEA‘IH (Enter only cne cause per line for’ (u) {b}, and (e). INTERVAL BETWEEN
ART 1. DEATH WAS CAUSED BY: OMNSET AND DEATH
IMMEDIATE CAUSE (a} QO l - MSAQ*J-—‘
- .
Conditions, if any, DUE TO (b} 2 b
which gave riss to
above causa (a),
stating the under.
lying cause last, DUE TO [c) .
z PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the terminal PART 1) If decoasad was female was
g disesse condition glven in PART | {a) there a pregnancy in last 90 days.
;) ‘ Lo . ' O Yes I O Ne I O Unknown
E WAS AUTCPS 205 ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW IRJURY OCCURRED. (EnT®r naturs of injury in PART t or PART I of item 18.)
[ PERFORMED? O a
(V] YES O NO
-
& | 20c. TIME OF  Hour  Month, Day, Year
s INJURY  a.m,
2 pom.
20d. INJURY QCCURRED 20e, PLACE OF INJURY (e.g., in or about home, | 20f. CITY, TOWN, OR LOCATICN COUNTY STATE
WHILE ORK farm, factory, sireet, office bldg., etc.) .
= ta d last saw L‘lm alive on. T—
Death occurred at. y o on the date stated above, and to the best of my knowledge, from the causes stated,
222. SIGNATURE {Degree or titls) 22b. ADDRESS 22c. DATE SUYPNED
la__camm_i&gﬁﬁmﬂlgu Mo . 1-1%
235. DATE 23c. NAME OF CEMETERY OR CRE 23d. LOCATION (Cily, town, or county) " {State}J
ROVA ol :
i%’l‘h Zi20/1961 endl
24. FUNERA ECTOR VISR S RDDRESS ATE RECO. BY LOCAL REG
Miller Funeral Home,Farmington, Mo 7 /8- 6/

{Licensed Embalmer’s $tatement on Reverse Side)




A we “ o Liw

STATEMENT BY LICENSED EMBALMER

| hereby cerfify 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.

- .
- Student ——— SignedW_
Signature of Student Embalmer

Licensed Embalmer No. ff/z o

. P. 0. Addressw

Noie: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply
with the above constitutes grounds for revocation of license).
] if embalmed by a STUDENT, he also shall sign in his OWN handwrmng
. - if this body is not embalmed fact should be sa-itdted above,






