MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH —63_912633

DEPAATMENT OF PuBLIC HEALTH AND NELFAHEX£7
Primary

- - A STATE FILE NUMBER
istration: District No. - 'Registration District No. _Jgﬂg ——---Registraz’s No. -.......72._.______- ” :
DO NOT WRITE NDED - R
ON THIS STUB F k. . -
" A 1. PLACE OF DEATH H 2. USUAL RESIDENCE (Where deceasad lived. |f institution: Residence before

v : 8
VS 300 a. COUNTY P emis P Ot a. STATE . Mo. b. COUNTY Pemi o ot
Rev. 4/59 B CITY (F outiida corporats Ui, give TOWRSAIF oy Length of slay in 1B || < CITY Trnside Limits
!

sdmission)

OR

ToWN Foytl lweek “TOWN Gayuthersville Yenfd NeD
¢. FULL NAME OF (If NOT in hospital, give location) lmic‘h Limits l R (If cutsida, give location) Reside on Farm

HOSPITAL OR
2100 Ward Ave. TeD Moy

M:ﬁ;r?&':
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2_[2;75 54

DATE A

INSTTUTION P emi sc ot Memorial YesBf NeD

~NAME OF DECEASED First ~Widdle - ' % DAJE Morth Day Year
(Type ar print) OF

- Lole Agnes Helm DEAM - Aprd]) 3, 1863
. SEX - .| 6. COLOR OR RACE 7. Married [ Never Married [ [8. DATE OF BIRTH | ¥- AGE {last birthday) |IF UNDER 1 YEAR: ::unnen 24 HR
"~ Female . White Widwed [ Dwored 0 | 3 /9 /83 80 g 3 [P ]

’ 10a, USUAL OCCUPATION (Give kind of work done [ 10b. KIND OF BUSINESS OR INDUSTRY| 11. BIRTHPL_ACE (City and state or.country).| 12. CITIZEN OF WHAT COUNTRY
during. maap of working life even: if ratired)
Sugewire™ """ | . . | Waco, Texes | U,S,
13a. FATHER'S - NAME 13b. MOTHER’S MAIGCEN NAME - 14. NAME OF FUSBAND OR WIFE

Unknown : De ceaa ed
'15. WAS DECEASED EVER IN U.5. ARMED FORCVES 14 NO. 17. INFORMANT

L po, n| £ yes, gi d of
(Yell\o or y known)l(l yes, give war or dates Pemiscot HOSp‘ltal Ha?ti, MO.
8. CAUSE OF DEATH (Enfer only one cause pel INTERVAL BETWEEN

PART I. DEATH WAS CAUSED BY CINSET AND LEATH
K IMMEDIATE CAUSE (a) . QQ, o 'I-dx . 9
: : ¢
Conditions, if any, DUE TO (b) '
which gave rise fo !
abaye cause :l),"_'

stating the v -
lying cause last. DUE 7O {c)

PART 1l. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING 7O DEATH but net related to the terminsl PART 1. If decessed way’ famale was
disease condition given in PART | [a) there a prognmy’m last 90 days.
™ ' . V I O Yes I Mn I [ Unknown
19. WAS AUTOPVACCSENT SUI%DE HOMDICEDE 20k, DESCRIBE HOW INJURY QCCURRED. {Enter nature of injury in PART | or PART 1) of item 18.)
PERFO .

RMED? ) . -
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YES[] NO ’ . .

2. TIME OF. Hour  Meonth, Day, Year | °
* INJURY a.m, ~ El
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20d. .INJURY OCCURRED 20un. PLACE OF INJURY (e.g., in-or about home, | 20f. CITY, TOWN, -OR LOCATION
WHILE AT WORK [] farm, factory, street, office bidg., ete.)
NOT WHILE AT WORK [

21. | attended the decaased from 3/21/53 to. H 3753 B and fast saw :ie,:.-flivaﬁn' 1{-_@_/63

Death occu e - 1025 A4 "m on the date steted above, and to the best of my knawladgs, from the causes stated.

MEDICAL CERTIFICATION

R YI | rE (AT

.
Z3a. BURIAL, CREMATION, | 23b. DATE _ 23, NAME QF CEMETERY OR CR .MATORY - 2 i R {5tate)

gﬁ%{ite{?“m § B ' - - Caruthersville, Mo,

24. FUNERAL DIRECTOR i . D. BY LOCAL REG. GJSTRAR'S SIGNATURE

6, b3

Side)

USE BLACK INK

TYPEWRITER RIBBON

SHOULD READ

BY AFFIDAVIT OF

ITEM NO.




N

S‘I'ATEMEN‘I' 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. M‘ E
Student. Signed />/ ﬂ /W/

Signature of Student ﬁmbaimer

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRIT]NG (Failure to
with the above consmmes grounds for revocation of license).
‘If embalmed by a STUDENT he also shall sign in his OWN handwrlimg

If ihls body_‘ls not embalmed, fact should be s0 statedlabove
L3 A ter v it




