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'STANDARD CERTIFICATE OF DEATH
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Stale File No
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1. PLACE OF DEATH:
{e} County. GREENE
SPRINGEIELD. . MO...

(0} City or town...
(ll'ouwde city or town hmns write “RURAL" and name of t.nwmh:p)
{¢) MName of hospital or ins tutxon

o7 FrLanrsc / s7o
(Tf not in hospital or institution, write strect number or location)
(d) Length of stay:

In hoapital or institution

73 W g1 MO 1] DRy giBvety wheher

Tn this commurity.
yunrs, months or daya)

2. USUAL RESIDENCE OF DECEASED:; \? &
. '
(e} State....... Mo‘ ................................ (&) County GREENE -~
1S
{e) Cityortown. SPRINGFIELD &;-

{ outside city or town limita, write “RURAL"
TZC 7-

{If rural, give location)

N
v

/707

{d) Street No.

......... {Yes or No)
=1

{e) Citizen cf foreign country?...

If yes,'name conntry

(@) PRINT FLI% ABETH

LBERT
FULLN Lo A ..B

MEDICAL CERTIFICATION

Aol 3’9—"}:

{Burial, cnmntion.orramnn]}s (Month) py) Year)
{c) Place: burial or cremation ’M
. (¢) Signature of funeral director %MW %

@ Address. SPRINGF! MO
l - ,9- #, J’I/ n/zr -
(Hegistfar uug-nnl.ure)

(Dnl.a roceived local remul.rnr}

19.

5 ) 1 ver 3. (o) Social Securic 20. DATE OF DEATH:_ Month day
. veteran, . e ci urity ; ¥
oN B 2 it L 0O B
name war. N E No. NONE year our minute..£ *
21. I hereby certify that I attended the deceased from
Color or 5. (u) Single, wid wed marrjed, Sa-TL7 =¥ Y 27 )
ﬁ MALE / V( Hr Tt d VJE Y gl 19 to P et 4 10 ‘
ouiiorces WED OW.__ that [last saw b2 plive on..... /.2 22 2= 2 3 9.
6. (b) Name of husbang or wife.......ccooemeeeee 6. () Age of husband or wife if [| and that death occurred on the date and hour stated above. b ]
!
r/”'_l- - aliv &lyems Immediate cause of death uration
7. Birth date of deceased Aoy Zf-. VA2l i | I RS N <t ?
{Month) (Dud) 7 (Your) e TR L ampand P
4. AGE: Years Months Days If less than one day Due to
s £
¥ 73 /l hr, min \ \
y Due to.
9. Birthplace.... SP RING.FIELD .............. MO. rs )(
(City, town, og county) w (Stute ar foreign country) y 4 ‘ )\
J: ’ r";t' Gther conditions. o
10. Usual occupation w..crocoe (luclude pregnancy within 3 months of denth) //’ I) hd
11, Induatry or business. . PHYSICIAN
o L%
8 (12 Name C f/ﬂm. £5 DRAGER M e
5 / ' . Underline
= | 13. Birthplace a—n‘-’ % RMA N"{;t thf’ccla:gse:g
) unty) {5 r forei. nl.rﬂ Wil ea,
{ saiden name FEBECLH " JANE “PEFTER o hould,be
. TE M [(- tistically.
g 15. Birthplace...... (('ny“:‘ﬂﬁ'ﬁmw) (Biate or foveien commtray 22. If death was due to external causes, fill in the following:
16. (a) Informant Al [ g R Mﬂ {a) Accident, suicide, or homicide (specify}
5 Addresa SPRINGFIELD a MO. ﬁ (b} Date of occurrence
. Cake MU {1-19 (c) Where did injury occur?
17. (a) (#) Date thereof ’.F {City or town) (Couﬂt,y) {Sta

Le)
{d) Did injury occur in or about home, on farm, in industrial p!ace i public place?

ify type of place)
. (&), Means of injury.......... S,
/ 7.}

While at works?.

. Do orother)............

LA s vue smea -1,
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’7:’?@
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b

i
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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 e ceemeemeeneeneereen

Regiétered -Apprenticel G

"""" N,

working under my personal supervision., T . ‘ r /

y

f J S.igﬂed V ya / / = 4 W >‘”
- . L Licensed Eimbal 5 W {C/‘ .

the above constitutes grounds for revocation of license.) .
If this body is not embalmed, fact should be so stated above. ‘ )\



