DEPARTMENT OF COMMERCE MISSOUR] STATE BEOARD OF HEALTH

Busssu o 1uz Covsis STANDARD CERTIFICATE OF DEATH s raene. 2257
Regls:ranon fm ‘J‘ 3 EQ S Primary Registration District No-ﬁ‘p/ Registrar's No, 7'¢

1. PLACE OF DEATII:

(e) County GREENE

03 -
{b) City or town..._.. (AR

(1f outsida city™or town limits, write “RURAL"™ and name of township)
{c) Name of hospital or institution:

Burge Hospital
{IF oot in hospital or jnstitution, writa streét number or focatiou)
{d) Length of stay: In hospital er institution 5 dav%
* pecily whether
In this commaunity. 30 years

yetrs, monihs or days)

{Lf rural, give Yocation}

1f yes, name country

2. USUAL RESIDENCE OF DECFASED:

(@) sate Missouri. . @ couny Greene 3;
@ Cityortown Sp(ﬁ'%ﬁ%f«iyej:i:n limits, write “RURAL"™) ’Q
(d) Street No 811 S. Fremont £

. anth
(e) Citizen of foreign country? £{Ves or No)
u

ol TR Ruth Ellen Shultz

WRITE PLAINLY—USE UNFADING BLACK INK—MAKE A PERMANENT RECORD

3. (B) If veteran, 3. {¢) Social Security
name war. NQIE No. None

6. {a) Single, wtdowcd g:ar&ed

5. Colog gr |
SexFemf:lGJ,_w mvﬁilt

6. (b} Name of husband or wife__.____

[F ELL0S < DAV

6. (¢} Age of husband or wife it

MEDICAL CERTIFICATION

and that death occurred on the date a@nur stated above.

20. DATE OF DEATH: Month J anuary. .. 27,
year., 1942 hour. Zl <& Ominute A *M.
21. I hereby certily that I attended the deceaged from.. ! s V. 9\3 .......
1941, tou.§. O 194D
that I [ast saw h..24% ._ alive on I\ ShAN B "? \= 19#..?.'.

Duration

e BDEAEHY . Shuitz alive. UNKIOWNL years || Immediate cause of death !
7. Birth date of d d January 30, 1891 _:1- AT W - e ¥,
(Month) (Day) (Year) "
8. AGE: Years Months Days If less than one day Due to....,%.ﬁ?hi@:&;_h ..... ’ .................... é ......... .-
1.0
J 50 ll 27 - hr. min / v
R Due to
5. Birtholace._JOPlin, Missouri /) !
{City, town, or county) (State or foreign country) = T
. i Othercondiuons..w MA-D
10. Usnal occupation............... Wﬂgu_ﬁ_@_ﬂlfe (Include pregoancy within 3 moniMs of death)
11. Industry or busi 2,10 Home PHYSICIAN
=] M M Major findinga:
8 { 12, NamesrfleS : Of operationa ' 777 Underline
E 13. Birthplace M*W- %o, L) - ~|the cause to
(G 0, or connty) g . p or loceign oounu‘_) of 'which death
= . . autopsy. ~-ishould be
g { 14, Maiden name.........#. .7 £, & S — —) fitu:.rzeﬂ sta-
. 2/ 0 { sy FEUCATY
[g 15. Birthplace &ity. towa, or cannt Stnte o fomcion comntryd 22. If death was due to external causes, fill in the following: “
16. (o) Informant Mr. Dnght E. ShUltZ (a) Accident, suicide, or homicide (specify)
 Address Springfield, Missouri (&) Date of occurrence
1. (@ Burial ®) Dare thereot_ L/ 29 [ _AR || @ Where did tojury accur? Gty o tawed onnin) toted
(Barial. cremation, or removal) {Month) (Day) (Yeas) (d) Did Injury occurin or about home, on farm, in industrial place, in public place?

{¢) Place: burial or cremation Maple Park Cematery
18. (g} Signature of funeral directorAlmA_ Lthey er. Flm&rﬁ.LHﬂ

® Addreas Spr gfield,..
19. (a) q-—¢ 2# (b) __:21/ — 2
- (D-u roceived local recistrar) { ar's signature

Lle While at work?.__

7 TP, Waconsed Eraballds Statement om Revebe S.Q T — \

7




STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me, or by

, Registered Apprentice No. .

LIS

working under my personal supervision,

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN E
the above constitutes grounds for revocation of license.}

If this body is not embalmed, fact should be so stated above.




