MISSOURI DIVISION OF HEALTH — STANDARJ) CERTIFICATE OF DEATH

—()2—033896

L . TDEPARTMENT OF PUSLIC HEALTH AND WELPFARE 007 / STATE FILE NUMBER
%ﬁa'{-ﬁ.’s‘:ﬁ? AMENDED Reﬂ""'ifoﬂ District No, e~ --_Pr-mnry Reqmrnllon Distriet No. - ... _______Registrar's No. __?___ _______
1. PLACE OF DEATH; SEI 1 i Igsl 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before
V5 300 a 2. COUNTY BUTIER = STATEMISSQURI b county  BUTLER admission)
Rev. 4/59 g b. %LY {1 outiids corporate limits, give TOWNSHIP only) Length of stay in 1b e am Tnside Limits
s own POPLAR BLUFF LO8 DAYS own QULIN Yes f No O
]0 / ! z z <. l;‘IUOLéPI:J{:TEOOF {If NOT in hosplital, give location) Inside Limits d. ASI;'IQ)E!EETSS {if ecutside, give location} Reside on Farm
s Ny runon VA, HOSPITAL Y B8 No[] GEN. DEL, Yes 0 No B
D[ 0 n [B
3. (’:AME OF DECEASED First Middle Last 4, DS.TE Month Day Year
Ype or print ’ F
Pe o print JAMES WYLEY FLOWERS otii SEPTEMEER 2 1962
5. SEX é. COLOR OR RACE 7. Marriad [ Never Married 8. DATE OF BIRTH | % AGE (last birthday) [ IF UNDER 1 YEAR IF UNDER 24 HR
MALE I WH'ITE Widowed [] Divorced 2-28-95 67 Months 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
[7ed duri; orking life, even if retired)
= TApER" FARMING STEELE, MD, U.S.A.
9 13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
-
0 JAMES FLOWERS ADA WAY NONE
A,
v 15, WAS DECEASED EVER IN U.5. ARMED FORCES? 16. SOCIAL SECURITY NO. 7. INFORMANT Address
_— . < Y| X k If yes, @j dates of service!
L 27/ Ugggy or urkaowe)] (1 yes, gy or daterof sanicel | 4y e VA. HOSPITAL RECCRDS, POPLAR BLUFF, MO.
=27l A W T s RS
jin}
2, : e cane ¢ CHRONIC COR PULMONALE B b Yoar
G 9]
JURa]
o (g Q N CHRONIC OBSTRUCTIVE PULMONARY EMPHYSEMA '9‘-/9 6 Years
12 o [~ ] Conditions, if any, DUE TO (b}
k‘) = o u'-,, which gave rise 10
=2 above camse (a},
13 E = stating the under-
! - ﬁz lying  cause last. DUE TQ {c)
% g PART L. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the terminal PART [lk. If decessed was female was
= disease condition given in PART | {a) there & pregnancy in last 90 days.
wy
E § rl:l Ye:—[ O No I ] Unknown
w E 19. WAS AUTOPSY 20a. ACCIDENT  SUICIDE  HOMICIDE 20b, DESCRIBE HOW INJURY OCCURRED, {(Enter nature of injury in PART | or PART Il of item 18,
g & PERFORMED? 5] [u] [u] _ ]
v YES O
r4 - .
.4 g § 20c, TIME OF Houl Month, Day, Year
= a INJURY am.
w g ; P,
4 =] 20d. INJURY OCCURRED 20¢. PLACE OF INJURY {2.9., in or about home, | 204. CITY, TOWN, OR LOCATION COUNTY STATE
E WHILE AT WORK [J farm, factorv, streel, oftice bldg., etc.)
5 NOT WHILE AT WORK (O
or a
™ \
5 l: é 21. 1 attended the deceased fromm.,_l%l———— _S.ﬁm_z’—]—gbz—“ -un-! NHYF S-F-N
: ‘?f a Death occurred at ‘32 PM m on the date stated above, and to the best of my knowledge, from the causes stated.
> ]
s w 3 S 273, SIGNATURE r~Fe~T- Dgree gt tile 735, ADDRESS 23c. DATE SIGNED
- z = Y
- @ = ROBERT S, COHEN, M.D, Chief, Mad S HOSPITAL POPLAR BIUFF, MD., | 9-5-62
- z | = ria, CREMAI;IC'JN 23b.DATE - 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (Ciry, town, o county) {Stara)
O [a} REMOYAL (Specify) .
. z [Buria Sept.5,1962| Browns Chapel Cemeterly Broseley Misgouri
= < 24, FUNERAL DIRECTOR ADDRESS 25. DATE RECD, BY LOCAL REG. | 26. REGISTRAR'S SIGNATUR
wr
= z|Landess Funeral Home, Campbell, Mo, @y ~/F¢ 2 Y
Ld

{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 certificate was embalmed by'me,

or by Student Embalmer No.

working under my personal supervision.

Student Signed r
Signature of Student Embalmer

Licensed Embalmer No. 4'1 3 7

P. O. Address

Note: 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). .o
If embalmed by a STUDENT, he also shall sign in his OWN handwriting.
If this bedy is not embalmed, fact should be so stated above. . _ I,

e
o T -

. -, . il - . -




