MISSOURI DIVISION OF HEALTH'-

DO NOT WRITE

STANDARD CERTIFICATE OF DEATH

Regmranon Dmrlcr Mo, 3_- _V-O ______ Primary Registration Distrigt Nogﬂ%eglsh‘ar s No.,

o0

785
o<

TATE FILE NUMBER

ON THIS STUS AMENDED I, el a¥al
‘Nr“‘CLPEPwUU Dq 2. USUAL RESIDENCE (Where deceased lived. If institulion: Residence before
a. COUNTY a. STATE b, COUNTY admission
vs300 | | : ’h MO, STODDARD ’
Rev. 4/59 % b. TY (If outside corporate limits, give TOWNSHIP only) Length of stay in 1b €. C(l)'l;z\’ Inside Limifs
S TOWN DEXTER TOWN DUDLEY Yes 1 No O
- -
1/ a3 J’ z LR ;ULL NAMEOOF (1f NOT‘Tﬁ‘HU‘spiIaI, give locatian) Inside Limits o, EE%EET (If cutside, give locatian) Reside on Farm
ot srarrrrerr—ee—| OSPITAL OR RESS
- .
] < INSTITUTION Yed] No[J Yes [ Na O
/03 0+ |& WHTTAKER N/H
3 3. NAME OF DECEASED First Middle Last 4. DATE Manth Day Year
(Type or print) OF
c DEATH
4 / 5. SEX 6. COLOR OR RACE 7. Married [T Never Married [1 |8. DATE OF BIRTH | 9- AGE [last birthday) | IF UNhDER 1 YEAR LFUNDER 24 HR
wid d Di d ths () ours Min,
5 idowed$E] ivorced [ | oy /31 /1885 78 Mg' l 15’8)/ l
—4—— 10a. USUAL OCCUPATICN (Give kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY| 11. BIRTHPLACE (City and state or country) | 12, CITIZEN OF WHAT COUNTRY
& W during most of working life, even if retired)
2 ARKANSAS SABASTION CO Ug
7 / 9 13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME T4, NAME OF HUSBAND OR WIFE
—d
Q@ JIM RIGGS JANE PERDUR JAMES MONROE HOWARD
8 -2/ 7] 15. WAS DECEASED EVER IN U.5. ARMED FORCEST 16. SOCIAL SECURITY NO. {17, INFORMANT Address
< (Yesﬁb ar unknown) ’ (If yes, give war or dates of service)
Lo Ui
a | 18. CAUSE OF DEATH (Enter only one cause per line for (a), (b}, and [c). INTERVAL BETWEEN
10 < E PART |. DEATH WAS CAUSED BY: QNSET AND DEATH
o s 2 MMEDIATE CAUSE () __Medullary fajilure 12 hrs,
11 Q o . .
(W la)
L o
12 xS = Conditions, if any, seto iy Clrculatory collapse 24 hrs.
__M_ w s which geve rise to
T % above c':use d(a),
—_ stating the under- f
BL-OF o9 e | oueto o __Coronary Thrombosis 2 days
g z PART il. QTHER SIGN|FICANT CONDCITIONS CONTRIBUTING TQO DEATH but rot related to the terminal PART tli. If deceased was female was
g cisease condition given in PART | (a) there a pregnancy in last 20 days.
%) Lk
'_z_ § ) ] O Yes I X Ne [J Unknown
Y E 19, WAS AUTOPSY I 20a. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART Il of item 18,)
g v PERFORMED O OO o
z w YES O NO
—
z |= 3| 20¢.TIME OF  Hour _ Month, Day, Year
< a INJURY a.m.
x 9 g P
Z -] 20d. INJURY OCCURRED 20e. PLACE OF INJURY (e.g., in or about home, | 204, CITY, TOWN, OR 1OCATICN COUNTY STATE
oc WHILE AT WORK [ farm, factery, street, office bidg., etc.)
5 NOT WHILE AT WORK ]
o oL =] -
S or = 21. | attended the d d from April 11, 1964 mA_Mﬂgi;__lgﬁﬂ_and lagt saw :Eulive on_MiY 289 1964
—_ o R
@ ; a Death occurred at. 1?315 A.H m on the date stated above, and to the best of my knowledge, from the causes stated,
L -t
g o 8 & @ (Dagreg ogitle), 27h. ADDRESS 22¢. DATE SIGNED
I
£ & = : ; E . 16/4/64
i . MATION, | 23b. DATE N 23c. NAMWF CEMETERY CR CREMATORY 23d. LOCATION (City, tawn, of county) [State)
d Q REMOVAL (Specify) m
z | _BURIAL 6/2/¢. \ 4
= << 24, FUNERAL DIRECTOR ADDRESS 2 Gl SmNATUREW
i) b y h
E o] HOWARD FUNERAL SER, LEACHVILLE .

{Licensed Embalmer’s Statement on Reverse Side)




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 Signed W%M
Signature of Student Embalmer
Licensed Embalmer No. jﬁ?
X
Y.

P. O. Address

Nofe: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. ({Failure fo comply
with, the above constitutes grounds far; 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.



