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

DEPA%TMENT OF EOMMERCB MISSOURI STATE BOARD OF HEALTH “i 7“-;;;"'4
UREAY OF -mz E A B
= State Fide No... 3. 8331}
1 STANDARD CERTIFICATE OF DEATH _ AIXY
Registration 'bu-l" t [g‘u.___a_l__.............. ;'.: Primary Registration District No._é.m..l._- Registrar's _Nq_,-‘_é&,__.) L
1. PLACE OF DFM‘H' 2. USUAL RESIDENCE OF DECEASED: TR 3 7
ta) County..__[3 (@) State Missouri @ County__. GrEENE -
(b) City or town. %h.eld Springfi ld ’ o
utaide Tlty or town limits, writs "RUBRAL" and name of township) (¢} City or town pringile £
() Name of_huap:t.a] or institytion: . ("“m dity or tawn m“. write "RURAL™) e
Springfield Baptist Hospital /3 Street N 711 ~. Fort “
(I ot in howpital or institotion, write street number or location) (¢} Street No (£ rara), give location} 0
(d) Length of stay: In hosplial or institution ay
{Specily whather |l (¢) Citizen of forelgn country?. (Yes or No)
In this community. 30 .years
yoars, monihs or days} If yea, name country
. MEDICAL CERTIFICATION
o TRINT Calvin D. Edwards
20. DATE OF DEATH: Month M&Y day 18th,
3. (¥) If veteran, 3. (¢) Social Security 2 4 . A
name war Inknown Ne Unk. year, hour. minute M.
certify that I nltended t.he }ﬂo
Mel 0 5. Color or, . 6. (a) Single, wk"iiiowed m&ﬂed. L o M / 5’ 19 “1/
e ite arr ; T
4. Sex race / divoreed..._—.. ie e || that I tast ﬂw alive ,..."n‘l a‘r \ 1 = 19%-1_/. ‘
6. (#) Name of husband of wife.. ... 6. (¢) Ageof husband oz wife If and that death occurred on the dath anll hour stated above. Duration
Mrs. Josephine Edwards alive Uk years || Imufeglate cause of ﬁ-’
7. Birth date of deceased. ........ ) - I - mﬂa&ﬂ ‘
! ate ¢ Maenth) —* (Day) {Yenr) -
8. AGE: Years Montks | © Daye If lexs than one day " Due Q,_QZQQ W
LO| -3 | 22 ML%«MW/@/
/ hr. min
9. Birthotace Doniphan, ¢) Missouri . T4
(City, éo-n. ¢ couoty) (Stata or foreign covntry) o - " B R
: it i Oth dition
10. Usual occupation Y Flreman (In:lru(;‘:n. ¢ .' within 3 ¥ia of death) —
1t. Industry or busigg ..__.Q.%t F l_IL@_D_E_‘R?_I_'LTB.ent__..MW - PHYSICIAN
& 12. Name e e rana Al &/ —
5 N H L. . . Vi~ Underline
b rs the cause to
= U 13. Birthplac e pur— rwhich death
- n country, hould b
& ( 14. Maiden name_ 4 || OF s charged sta-
= / tistically.
g 15. Birthplace.... Fro m. o sounty) “Gols o rommtre || 22- 1 death was due to external causes, fill in the following: '

16. {a) Infermant Mr's' JOSephine Edward
(b} Address ‘Springfield, Missguri

17. (@ . Burial ®) Date thereot 3L 2.0 L2 2|
{Burial, cremstion, or rexmoval) {Mouth) (zy) (Yoar)

(¢) Place: burial or crematlo:
18. (s) Slgnature of funeral dir
(&) Add

prmgfleld Missquri =

Alma Lohmeyer funeral chn

19. (a)(_ém;&. ) .

Dt received local regiatrar) '» signators) A

(Registr

{8) Accident. suicide, or homicide (apecify)
(¥} Date of occurrence

{c} Where did injury occur?
(City or town)} (County) (Stats)
() Did iujnryoocu.r 1in or about home, on farm, in industrial place. in public piace?

type of place}
While at. wxéém ?ﬁ : Means of Injury e et
(M. D, scotiwr)..........

Date dzneJ /f 4%/

98¢

-; N ;
(Lisénsed Emb.lniq'-&mmnz%vm Side) !

W




AL nt.

" ‘ .
\
, IEN
"' STATEMENT BY LICENSED EMBALMER
I hereby certify that the body whose name is recorded on the reverse side of this certificate wa-s;"embalmed by me, 0r byl
et b et sr e , Registered Apprentice Noworvevenveeennncns
working under my personal supervisi_on. o ‘r ‘ +
. P. 0. Addres ; / /%d
Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HAN ailure to comply with
the above constitutes grounds for revocation of license.) ‘_1\

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




