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

DEPARTMENT OF COMMERCE

STATE BOARD OF HEALTH OF MISSOURI O/ /43:3890
BUREAU OF THE Cansus STANDARD CERTIFICATE OF DEATH State File No.

Flmntiony strict No ...... Primary Registration Dist

rict NOQPVL?! ..... Registrar's No

1.

PLACE OF DFEATN:

“(a) County

(&) City or tOWD..u e _Qni&gﬁ"iﬁld J' AL )

(If sutside city or town limits, write I\U“AI ** and nome of u!mmhm)

(¢) Name of hospital or institution: v /

Route 3 Rogersville, Missouri ... . .../ .

In this community........
yoara, months ar deys)

(I not in huspitel or iostitation, write strect numbey or loeation)

(d) Length of stay: In hospital or institution

{Specify whather

2. USUAL HESINDENCE OF DECEASED: ) .

stare. MiSSOUTE b} County....GreEEDE ..
&
(¢) City or town ROﬁerSVJ,lle 3 .
(LT outside cily or town limits, write “HURAL"™)
(d) Street No ROU te 3

(1€ rurnl, give location)

(e) Citizen of forcign country? £2...(Ves or No)

If yes, name country

MEDICAL CERTIFICATION

3. {g FRINT Elizabeth Dillard
FULL NAME
T v 20. DATE OF DEATH: MonthD SDTUALY.  aay . 23,
3. H veteran, 3. (e o urity 1945 b 3 i P
o OtirT. 1 - M
name war None No....jone. . vear : minite
21, I hereby gertily that I attended the deceased from
s. Color or Lﬁ. (2) Single. widowed, married, j..,_/s p . 19
4, Ser Femaae / race. t id;vumedv.{jz_o.wed.. that I last sawh, _.aliveon 10,
6. () Name band or WL raerrerenrememmeecsnrones 6. () Age of husband or wife if || 20d that death occurred on the date and hour stated above. Durati
Ben b alive. e Cease Immediate t:‘ause.‘of death . uraston
7. Birth date of deceased..... August. 31,_ ............... 1892.. 4‘ 'M
{Mooth) (Day) (Year) / /
8. AGE: Years Montha Days If less than one day DW /
52 6 22 hr. min. / ‘-...
C Due to
9. Birthplace. Greene ountY, mssm s
(City. wwa, or couaty) (Stats or foreign counlry)j ,
10. Usnal occupation Hou _SeWife y Other co:;d:::::y within 3 months of death)
11, Industry or b In Home VPO T I PHYSICIAN
ndings: H‘
E 12. Name.. Wiillard T. Sayers 2,|| " Of operations I‘ (/ f Underli
) R - 4 ' ! o . S nderline
=\ 13. Binhptace._.Greens Chunty, ___ Missso [ the cause to
(City, town, or county) . (Suuor foreign oountry) OF autopsy should be
E 14. Maiden name......... MOLlie. MeClolland e charged sta-
stically.
§ 15. Birthplace webSter Comty, . Hisﬂom'il 22. i death was due to external causes, fill in the following: :
= (City, Lowa, or county) {State ur foreign cuuntry}
6. @ inforaat..... M358 MaTy Margaret Dillard.. ||(o Acitent, micds, or iomicidy roedty).
() Address Springfield. Missouri (#) Date of occurrence.._.. e, / 7"% :
17 @ Burkal () Date thereof 2/28/45 () Where did Injury occur? T M SR (‘ -
(Burial, cremation, or removal) (Month) (Dsy} (Year} Il () Did injyry occur in or about home, onfarm, in industrial pla:e in public place?
{c) Place: burial or cremation East Lawn Cemetery Jf"\ Z\@MQ
18. (a) Signature of funeral direcmrAlma Lohmeyer Funeral Hgne While at w rk{/ 70.4\ (qwm “e“ ﬁm of mxuryn? A %
@ Springfield, Missoyri o, -
23. Siguature ....... . e B = 2ot e (M. D, or other)...ve.nee
19. ??M,Z_ A e . M S i 5
@ »ate received bocal muuulr) ® m (H:zuuar -u(n&lm Address. ~ P O Daie rlgned ‘2 __.....‘_.t‘
1 .

! &. ] / {Licensed Emabalmer’s Statement on Rcvcr-cg‘e)




STATEMENT BY LICENSED EMBALMER = -

I hereby certxl'y that the body whose name is recorded on the reverse side of this certlﬁcate was. emba]med by me, OF DYoo

e
epeeeveeenesemeeem e eereeeemareee s neree e . Reglstered Apprentlce No..... . .
' working under my personal supervision. é%
Signed......... Z & %
. . Licensed Embalmer No... ? d C'(( ..............................
' p
P. O, Address /WP/ .....

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in }us OWN HANDWRITING. (Failure to comply with

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



