WA
RECORD  ~
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DEPAR o'[meommncn( ;J MISSOUR) STATE BOARD OF HEALTH Dr, H. Knab Iy 8(
STANDARD CERTIFICATE OF DEATH PP R1 1 é
Registration District N_o...m.,.______ Primary Registration District No e B & L. Registrar’ "‘ﬁ {
1. PLACE OF DEATH: 2. USUAL RESIDENCE OF DECEASED:
() County. _GREENE. | )
®) City or vown__.RLINGHEIC (o) state__ i s sonrd ) County.._SToone
(If outaide civy or town Limits, writs “IWURAL" aod name of township}
() Namo of hospital or institution: (e) Clty or town Springfield

St. John Hosn. /

{Lf not {n boapital or iratitution, writs atreet pumber or location)
(d) Length of stay: In hospltal or Institution 1l week

{Bpecily whother

(I outsids city or town Hmits, writa “RURAL"}

(@ Strect Ne. 1934 W, Walnut

(If rural, give location}

Inthis community.
yoars, mouths or days} 44 4 —jaem (e) T! foreign born, howlongin U. 5. A.? Fears.
3. (a) PRINT o MEDICAL’ CERTIFICATION !
FULL NAME. Maz:y_EaLulIms
TR 5 () Social Secarity 20. DATE OF DEATH: MnnthM&,'E.Ch._.,Wﬂ.ny l?
. veteran . {c) Social Securi
' 1 Q.d.ﬁ h 8
Dame war. No. year. our , mlnﬂte__d.g_..a_r_u
21. I hereby certi!y that I attended the d
5. Color or 8. (a) Single, widowod, marrled, Z& Wy, ™ {$a , 19_%0 , mw
¢ sxFemale | mnedfhite- divoreod Wi AOWO!| thatT tast sawb 2 nliveon . PAALM s FE "L 19¢x

6. (3) Nameof husbandorwife . 6. (¢) Age of husband or wife it

Andr.e.an&..W aliva......

WRITE PLAINLY—USE UNFADING BLACK INK—MAKE A PERMANENT

N. B.—Every item of information should be carefully supplied. AGE should be stated EXACTLY. PHYSICIANS should state
CAUSE OF DEATH In plain terms, so that it may be properly classified. Exact statement of OCCUPATION is very important,

¥ i . &40
50M.5-17-39

wEo 1 x1es11

Rev. 5-17-30

ey OOTB
7. Birth date of d a__June 27 1874
(Month) {Day) {Year)
S.JGE: Yeaarn | Months Days If 1w than ons day
66- 8 2 0 hr. min
9. Birthplace Huncaria ’7

(City, town, or eounty) (Stats of forefgn comotry)
10. Usual occapation__oOUSEW IO :

and that death cccurred on the date and hour stated above.

Duration

11, Industry or buslnem,

E {12. Nume............_unm.wn '7

= L1a. Birthpl Hungaria /
16 Meldon bamo u r&%l{thta?fﬂ conaty) (Scate or forelin WT”)

E {15_ Birthplace Unlmown w

- (City, town, or county) (Btata or foreign cogutry)

18. (a) Informant’s own signatur 1 A

() Address Springfield, Mo
17. {(a) RBurial (3) Date ther 'v'[ar
(Burial, cramation, or removal) (Month) (Day) (Year)
(¢) Place: buria] or cremsation S t h.qa-rny
18. (a) Signature of funeral director. H H T’nhmﬂyp!. -
(b) Addrems
18. (a) i oo

Other conditions, h r‘ V
(Inclods pregaancy within 3 montbe of death) 7 l—_—
PHYSICIAN
Major nnding'l: —_—
Of operatioms Underlins
the cause to
il
shou [
Of autopey. Sowe I
muauy

{a} Accident, sulcide, or homicide (specify)

22. I death was due to external causen, fill in the following:

(b) Date of occurr

(u)q_ﬁ:ere did Injury oeccur?.

of tawn,

(City {Comoty) {Srxze)
(d) Did Injury occur in or about homae, on farm, {n industrial piace, {n public place?

{Licensed Embalmer*s Statement on Reverse Side)




STATEMENT BY LICENSED EMBALMER S
. _I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me, or by . ?
i . : . o
. : ..., Registered-Apprentice No
. working under my pf:réonal supervision. ) ) :
[ - - : . - T
- : t ?

b P. 0. Address b2t 2 Y4 o, ]

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN
the above constitiites grounds for revocation of license.) Tt

If this body-is not embalmed, above space should be left blank.




