MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH =52-041778

DEPARTMENT OF PUBLIC HEALTH A WELFA
HEA ND 53 9007 2 STATE FILE NUMBER
Registration District No. Primary Registration District N&T ________________ Registrar's No. ___Z[ —

VAT a0
:
i LY P‘I-A EL-OFEI , 2. USUAL RESIDENCE {Where d-ecused lived. 1 institution: Residence before
v5 300 2 MJ‘J' ( - Cg ﬂg! geQ‘ 1962 s STATE Missourkouwrw Butler admission)
Rev. 4/59 ) 2 [r/ b CITY I Gutide corporste fimitt, give TOWNSHIP only) Length of stoy in 1b <oy Tnsida Limits
yg 1wy  Poplar Bluff Years TOWN Poplar Bluff ver B No OO
1 O/ . : c. f‘iUOLSL NTAMEOOF {If NOT in hospital, give location) IKlidQ Limits d.:['I;REET {1f eutside, give location) Reside on Farm
PITAL OR DRESS
2 /g . mstmution Assembly of God Rest Hemew.o 702 Ash Street Yo O NeEl
0 -2/?/ o
3 ” 3. (':AME OF _DECEASED First Middle Last 4. DS;[E Mornth Day Yeoar
o - 1
YPe e prinn MARTHA ETHERIDGE seam  October 26, 1962
b v S
4 1 5. SEX 6. COLOR OR RACE 7. Married 8 Never Married [ |8, D, ralor ilg 9. AGE (lwéinhdavl IF UNDER 1 YEAR | IF UNDER 24 HR
5 Fema le White Widowed [] Divarced [J 9 / b 3 9 A"Thv* fgl Hours Min.
———L H0a. 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
6 g durmﬁg‘lo;rc:;wor!un éfe, even if retired) -I()me Vandalia , Ill . U . S . A .
7 / 9 13a. FATHER'S NAME 13b. MOTHER’S MAIDEN NAME 14. NAME OF HUSBAN.D OR WIFE
2 Ray Etheridge
[T
8 0 7 15. WAS DECEASED EVER IN U.5. ARMED FORCES? 14, SOCIAL SECURITY NO. 17. INFORMANT Address
‘)(’L 3 : (Yes, noNrca)mknown)I(lf yes, give war or dates of service} Ray Etheridge , Poplar Bluff R MO .
——-—LL% — 18. CAUSE OF DEATH (Enter only one causs per line for, ), and {c). INTERVAL BETWEEN
10 E PART 1. DEATH WAS CAUSED BY: _ O/NSET AND DEATH
1 = IMMEDIATE CAUSE (2) Y s
N ol° 2 /
o (9 Q ' aﬁgé o )
4 o Q Conditians, if sny, DUE TO (b .
2550 52 Congirons, ¥ anv; ) : \.
24 ‘£ above cause (a),
13 E = stating the under-
{ - 0 lying cause last. DUE TO ()
_'—_'-g 4 PART (1. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the terminal PART INl. if decessed was female wos
g disease condition given in PART [ (a) there a pregnancy in last 90 days.
; § | O Yes } O No I O Unknown
g E 19. WAS AUTOPSY 208, ACCIDENT  SUICIDE  HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of imjury in PART I or PART Il of item 18.)
b = PERFORMED? a (| )
g ) YES O NO
< g 22c. TIME OF Hour Month, Day, Year
Zz |z H INIURY  am.
~ g g p.m.
E -] 20d. INJURY QCCURRED 20e. PLACE OF INJURY {e.g., in or about home, | 204. CITY, TOWN, OR LOCATICN COUNTY STATE
o WHILE AT WORK [ farm, factory, street, office bidg., etc.)
b4 NOT WHILE AT WORK [ lr
U x a 'y 1a :; - ~—
< o = u<.| e om 7 / / to. and 183t saw pom slive on,
—d I: w 21. | attended t - oty ¥
n o [a occurred  at. b LU P L /M . m on the date stated sbove, end to the best of my knowledge, from the causes stated.
w = = 7 yii
g E 8 B egrea or title) 22b. ADDRESS 22¢c. E SIGNED
= E: = }W/J Poplar Bluff, Mo. kL a2y
?{_ " BURIAL, CREMATION, | 23b. DATE 23¢c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION [City, town, or county) (State)
5 Q- REMOVAL (Specify) . . s .
g E Buria 10/29/62 | New QOak Hill Poplar Bluff, Misgouri.
- = Y 24, FUNERAL DIRECTOR ADDRES. 25. DATE RECD. BY, LOCA| REG. 26. REGISPRAR'S,SIGNATURE
= x| FRANK-COTRELL CHAPEL, POPLAR BLUFH, MO.Z/4s7/%2) .

(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 V/Z/W[Z{%/Zj W[ZM//@\

Signature of Student Embalmer
Licensed Embal ¢ 7 ;

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to campl{(
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.




