‘MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH
DEPARTMENT oF PUILIC HEALTH AND WELFARE

y STATE FiLE NUMBER
fon . District Mo, - . Primary Registration Disteict Né.j_g-_o_z___.ﬂuqlrmr‘l No. __.Z.Z_Z@__

1. PLACE OF DEATH 2. USUAL RESIDENCE (Where daccasad lived. If institution: Residence before

a. COUNTY .BUTLER a. STATE ARKANSAS b. COUNTY GREENE admission)

b. Ccl"lé‘{_[lf outtide corporats limits, give TOWNSHIP only) Length of stay in b ¢. CITY Inside Limits

OR
TOWN POPLAR BLUFF 48 DAYS TOWN  PARAGOULD Yo (K No [

. FULL NAME OF ({f NOT in hospital, give location} Inside Limits d. STREET (If outside, give location) Reside on Ferm
HOSPITAL OR ADDRESS i

INSTITUTION VA HOSPITAL Yes XK No OO i 610 SOUTH EIGHTH AVENUE Yes [ No.[

DO NOT. WRITE Regls
ON IS STUB '

VS 300
Rev. 4/59

1019
2@nap

DATE AMENDED

\L:

3 . mﬁmosrmm First Middle Last 4. DOA":I’E Menth Doy Yoar
. CHARLIE CHRISTOPHER HOPPER oeati  SEPTEMBER 14 1963

4 tz ‘ . SEX 6. COLOR OR RACE 7. Married 8 Never Married [J [6. DAYE OF BIRTH | 7~ AGE (last birthday) [ IF Ul;lhDE& 1 YEAR | IF UNDER 24 HR

/ MALE WHITE Widwsd O owerwd O |15.32-98 | 64 ol B el B
0%, USUAL GCCUPATION (Give Kind of work done | 105, KIND OF BUSINESS OR INGUSTRY| 11, BIRTHFLACE (City and state or country) | T2, CITIZEN OF WHAT COUNTRY

durinbum.qﬁf bm Kf]‘.' Oﬁn if retired) CAFE ARK. U.S.A.

13a. FATHER'S NAME 13b. MOTRER'S MAIDEN NAME 14, NAME OF HUSBAND OR WIFE

FANNIE HOPPER

15. WAS DECEASED EVER IN L.S: ARMED FORCES? 16, SOCIAL SECURITY NO. - Address

(Ver. Spgg kot | F vy or of dames of serv VA HOSPITAL RECORDS, POPLAR BLUFF, MO.

18. CAUSE OF DEATH (Entar only one cause per line i LF; wﬁggilhgigﬁ%

PART I. DEATH WAS CAUSED BY:
OBSTRUCTIVE PULMONARY EMPHYSEMA 15 YEARS

IMMEDIATE CAUSE {a)

5
&
7 ;

8

-
4
ig
=
=2
[
o
[a]

which gave riss 1o
sbove couse [a),
stating the under.
iving cause last.

Conditions, if any,] DUE TO (b) 4ﬂ 7 2/

DUE TO (c)

PART ). OTHER SIGNIFICANT CONDITIONS CC;NTRIBUTING TO DEATH but not related to tha terminal PART ILi. If deceased was female was
disease condition given in PART | {a) there 2 pregnancy in last 90 days,

[D Yes [ [0 Ne L[:I Unknown
19, WAS AUTOPSY | 20a. ACCIISENT SUI(EIDE HOM[IJCIDE 20b. DESCRIBE HOW INJURY OCCURRED. {Enter nature of Injury in PART | or PART 11 of item 18.)
PERFO! - h

20c. TIME OF Hour Month, Day, Year
INJURY am,
pm,

20d. INJURY OCCURRED i 208. PLACE OF INJURY [e.g., in or about home, | 20f. CITY, TOWN, OR LOCATION
WHILE AT WORK (] farm, factory, street, office bidg., etc.}
NOT WHILE AT WORK (O

21. A aihed the deceused from___ JULY 5, 1963 w_Sept. 14, 19630 v
Death occurred at. 8:05 B.9m on the date stated above, and-to the best of my knowledge, from the causes stated.

; P 72
12 NA “a,. 7~ [Degree or title) 22, ADODRESS 22c. DATE SIGNED

.“COHEN, M.D., Chief, Medical Sepvice |VA HOSPITAL, Poplar Bluff, Mo. | 9-16~63

23a. BURIAL, CREMATION, | 23b. DATE 23¢. NAME OF CEMETERY OR CREMATORY 23d. LOCATICN (City, town,” or county) (Srate)
REMOVAL (Specify) *
Burial Linwood Par Gr )
24. FUNERAL DIRECTOR ADDRESS 25. DATE RECD. BY LOCAL REG. 28. RE o
Heath Fune VL .4

(L d Embalmer's St on Reverse Side)

AMENDMENTS ON THIS RECORD ARE AS FOl.lOWS
INSTEAD OF

MEDICAL CERTIFICATION

USE BLACK INK
OR
TYPEWRITER RIBBON

SHOULD READ

BY AFFIDAVIT OF

TTEM NO.




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. ‘ W—
Student Signed %

Signature of Student Embalmer
Llcensed Embalmer No. J‘/ 67
P. O. Address m

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING (Fau[ure fo oomply
wrth the above constitutes grounds for revocation of !lcense) i .. | .
Iif embzalmed by a STUDENT, he also shall sign in his OWN handwrmng
7. Hf-this body is;not embalmed, fact should be so statedrabove. N




