walth,
Welfars
ublic
arvicn

18. No symptoms will be listed. Al]

nomanciarurs n 1tem
Coroner cennot certify to a death dua to natural couses.

e onky standaar
‘USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

i

)
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o diseases in Part | n.wst be casually related.

\F

FLED MAY 28 1957

THE DIVISION OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH

o STATE FILE NUMBER

t. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: R!lid.l‘lj. before
. admi ssian)
a. COUNTY Ray o STATE M4 ssouri i .COUNTY Ravy -
b. C(E)EY (If outside corporate limits, give TOWNSHIP only}| Inside Limits c. CITY \ Inside Limits
OR
rom Richmond ved wo 0% Richmond A v oo
. FULL NAME OF (If NOT in hospital, give location)|Length of stay in 1b . . . :
HOSPITAL OR 4. STREET {}f outside, give location) Reside on-Farm
INSTITUTION 121 Tribble 7 years aopress 121 Tribble Yesk NoX
A ac-l Ofn Firat Middle Laxt 4. DOA;E Monih Day Year
(Type o7 print) Willd m Johnson caarn May "22, 1957
5. sEx 6. COLOR OR RACE 1. 8. DATE OF BIRTH 9. AGE {In years | IF UNDER 1 YEAR |iF UNDER 3 HRS,
Female [ hite MARRIED ] nEver marrien por A e L L
‘ wi ovorceo [ JANUATYy 2, 186 20
-110a. USUAL OCCUPATION {Gioe kind of work done.| 10b. KIND OF BUSINESS OR INDUSTRY | §1. BIRTHPLACE (City and state or country) 12. CINIZEN OF WHAT COUNTRY1
during mont of working life, even if retired) ; g
Housewife Housekeeping Red River County,Texés| USA

13, FATHER'S NAME

William Thomas Newland

14. MOTHER'S MAIDEN NAME

Elizabeth Jane Hamilton

(84

15, WAS DECEASED EVER W U. S. ARMED FORCES?
, or unknows) ‘UN give war or dates of service)
ne

18. SOCIAL SECURITY NO.
None

I7. INFORMANT

Address

Mrs._ Bertha Manley, Rich_mond Jissow

MEDICAL CERTIFICATION

above

Conditions, if any,
which gave risp fto
couse
sating the under-
lying  cause lost.

IMMEDIATE CAUSE {(a)-

DUE TO (b) M
a), :

DUE TO (&)

‘|18. CAUSE OF DEATH [Enter only one cause per line for (a), (3), and (c).]
PART |. DEATH WAS CAUSED BY:

INTERVAL BETWEEN

ONS? ANDEE&\TH

temboan,

IFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN.IN PART I(a)

PART H. 013

20a. ACCIDENT

a.

SUICIDE HOMICIDE

a .a

200. DESCRIBE HOW INJURY OCCURRED.

33X

J19. WAS AUTOPSY
PERFORMED?

yes [ wo

{Enter neture of injury in Part I or Part 1I of item 18.)

2We. TIME OF
INJURY

Hour
- 4.t m.
p.m.

Month, Day, Year

WHILE AT
| work

O

20¢. INJURY OCCURRED

NOT WHILE
AT WORK

farm, fector

]

20¢. PLACE OF INJURY (e,

o, i or about home,
¥, street, office bidg,, elec.)

20f. CITY, TOWN, OR LOCATION

COUNTY

STATE

L5 P.

i 4B 1 attendad the dacuuigom_ﬂ_tm 10 4

Death occurred at

-

her s -
and last saw alive on M
.hua_

m on the date atated above; and to the boat of my knowledge, from the causes stated.

La. SIGB‘I’U“

(Degree or tirle} *

O

| 22c. DATE SIGNED

= - 23S
23q. BURIAL, CREMATION, {23, DATE 23. NAME OF CEMETERY OR CREMATORY -| 23d. LOCATIONACity, town. or county) " (State)
REMOVAL iSpenjv\ ) K ) .
Buris May 24,1957 ~Crocker Cemeterpy Crocker ,Missouri _

[ s

25. DATE RECD. BY LOCAL REG.

Funeral
Ssour 1Mffw
4 {Licensed Embolmer’'s Stateme

-

2 g

on Reverse Side}

26, REGISTRAR'S SIGNATURE

BTV A7 OR—
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JC - STATEMENT BY‘LICENSED. EMBALMER
: ) *
I hereby certify tixat the body whose name is recorded on the reverse side of this certificate was en]
byme, or by ..o ovniiiie e et J S

: working under my personal supervision..-

Student ..o iiciieiiieiiaeeaeas
Signature of Student Embalmer

Licensed Embaimer No. VQ‘&

ve T S -_ T -‘-— - ‘s—t';.t' . P O. Addrem

~ '

- Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his QWN HANDWRITING (
. to'comply with the above constitutes. .grounds for revocatlon of license). .
T, If embalmied by a" STUDENT, he also shall sxgn in his OWN handwntmg.
If this body 1s not embalmed fact should be so stated above.



