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STANDARD CERTIFICATE OF DEATH
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1. PLACE OF DEATH: GREENE
{a) County.. i} -
(8) Cityor town opringfield,

{If outside city or town limiis, write "HURAL" 2od name of township)
{¢) Name of hospital or institution:

Springfield Baptist Hospital A
{Il not in hoapitel or institulion, write street number or location)

(d) Length of stay: davys
{pecify whether

In hospital or institution

23 years

in this community.
yeors, months or days)

2. USUAL RESIDENCE OF DECEASED:

59
2

(@ state. Missouri @ County.. Greene _
(¢) Cityortown opringfield 6
(If outside clty or town limits, write "RURAL™)
(&) Street No 1090 8. Florence
{If rural, give location}
{e) Cltizen of forcign country?. (Yes or No)

If yes, name country.

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

MEDICAL CERTIFICATION

3. (@ IRINT  T.5y11a May Ool
7 ME y. Moley
I'U::; :,A 3 (0 Social Sec 20. DATE OF DEATH: Month January day 18th
3. If veteran, A al urity R
year. 1943 hnur7'25 'nute...........E: ......... M.
name war. None No. None
21, I hereby certify that I attended the deceased frpm
.?Color or 6. (a) Single, widowed, marned oL 19 3‘(3::-. aﬁg /5’ 19 K 3
F Whi Married ¢ I DU/ A t
4 Sex.. X emale race hite divorced....n 5 1 that Ilast saw h, v aliveon - ; lq,g.3
6. (b} Name of husband or wife........cocrercresne. 6. {¢) Age of husband or wife if || and that death occurred on the date a{ﬁ hour stated above. Durotic
Wraf:on
ﬁ-ndrew' J . OOl ey alive. = V<! years Immediate cause of death. -y “).F
., A
7. Rirth date of deceased April 22, 18711 .. -t A
{Monath) {Day} (Year)
8. AGE: Years Months Days If less than one day Due to.
{ 7l 8 26 hr. min.
+ N . Due to.
Rockville Missourig;
9. Birthplace. ] g N
{City, town, or county) (Stata or foreign eountry) 3 ) bL}
. ousewife Other conditiona N Y.
10. Usual occupation th Home {Includa pregnancy within 3 months of death) e
11, Industry or business o P y PHYSICIAN
= ajor nodingsa: JR—
2 { 12. Name....... John Horner Of operations Underli
- N s nderline
21 15, Birthplace Unknovwn Indisnz 4 the cause to
- (Ciey, AR 3 foreign country) Of autopsy........ should be
E f 14, Maiden name. Tlr{e CB.m‘DtS "j':f‘ rged sta-
EY 15, mirthpl ‘ Unknown Tenn. / tistically.
2 l 15. Birthplace. e tars or orsion conairay || 22+ 1 death was due to external causes, fill in the following:
16. (o) Informant Andrew J. Ocley (@) Accident, suicide, or homicide (speciiy)
®) Address Springfield, Missouri (8) Date of accurrence
. @ . Burial () Date thereot.. L /At SL3 () Where did injury occur? T i o
: 2 H or town,
{Burial, cremation, or remaval) (Meath) (Day) (.Y"“) (d) Did injury occur in or about home, onrfarm in Industrial place, in public place?
(¢} Place: burial or cremation Sheldon! Missourd
VlB. {a) Signature of fureral director Alma LOhmeVer Funeral b f (swlfy(‘;w orpm%f [n;u’r‘y ¥
® Mdm, __Springfield, Missouri 4 U/ ﬂ»\
o @ ¥3 ® - (M. D.orothe}25.0%.
. {a ...

Dnu roceivod locn] raglstrar)

?X)g {Licensed Em!mlmcr s Statement on R!verle Side) J ;"

o Date signed L/ 5/ 3
7



- " % *" STATEMENT BY LICENSED EMBALMER

. R .
- I hereby certify that the body whose name is recorded on the réverse side of this certificate was emnbalmed by me, or by S

:

Signed

.

Note: The ahove MUS’I‘ BE SIGNED BY THE LICENSED LMBALMER in his OWN HANDWRITING.” (Failure to comply wit
the above constitutcs grounds for revocation of license.)

. - F

If this body is not embnlmcd fact should be so stated above. ¢ >\

-




