. 8. No. 2
OM-—5.42
ev. 5-17-39

el x12873

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

FILE

Registration District Nolza Primary Registration District No. 887 077

DEPARTMENT OF COMMERCE STATE BOARD OF HEALTH OF MISSOURI 30594 J

SRS PP 251345 STANDARD CERTIFICATE OF DEATH P——

1. PLACE OF DEATH:

{a) County...

() City or town., SDI‘ingfield

(¢} Name of hespital or inatitution: /

1000 S. Weller

([!ouhldo clty or towun limits, write “REHAL™

wod name of tywnghip)

{1f ot ia bonpitsl or institation, writs streat number or location)

Rzgulrar s No........ S 3ﬁ
2. USUAL RESIDENCE OF DECEASED:
<,
@ saweMissouri @) County... Gresne 7 .
(¢} City or town...... Springfield “?
(1f outside city or town limits, write “"HUAL")
() Street No..... 1000 S. Weller 4

{IT rurel, give location)

name war.... |\)€K\)€.r___ No-mﬂﬁe..

. o

d) Length of stay: In hospital or instituti
{d) Length of stay pital or lnstitution (Specify whether {e) Citizen of foreign country? NO (Yes or No)
In this community

years, months or days) If yes, name country.

MEDICAL CERTIFICATION
3. (o PRINT MRS, LISETTA PATION
FULL NAME Sept. 13
20, DATE OF DEATH: Month PLs day.
. ial Securi
. (B) If veteran, 3. {¢) Social urity year. 19155 bows 10: minute 50 P'M

21. I hereby certify that I atiended the deceased from

29,210,455 1645 9,13,45 9

{
{ 14. Maiden pame. ctouinsmemﬂOCk

{City, town, or county)

16. (a) Informant Mrs. N, H. Faris

15. Birthplace ... WY . . Ge

5, Color or 6. (a) Single, widowed, married,
4. Sex Female / te divorced Widowed ¥ that I last saw h er alive on l ) 13 ] 4 2 195
d th h d he d d h .
6. (8) Name of husband or wifc.... 6, (¢) Age of hushand or wife If || 20 that death occurred on the date and hour stated above Duration
A nrs.. alive....h L2 -years || Immediate cause of death
7. Birth date of deceased....... WOV a 2.’. 1.872 Pneumonia,lobax 3.4da ¥ys
(Menth) " {ay) (Year)
8. AGE: Years Monthe Daya If less than one day Due toS he had be en be d f ast s inc e
v 72 10 11 1936 =paralysis :
hr. i v
- == Due to ;
o. Birthplace_ Cincinnatti, Ohio. [/
{City, town, or county} {State or foreign cotntry)
QOther conditions.
10. Usual occupation Housewife (lnfrf:de preguancy withln 3 months of death)
“ 11, Industry or business e ) PHYSICIAN
g . Name Conra,d Gehringer Ngfo;::}ig:;g (l{\ Usdertin
— nderline
. . . . 1
:{ 13. Birthplace . LAY - .~ Germany Y O hich death
o (State or forsign country) Of autopsy.... \ should be
charged sta-
tistically.

4"

{State or forelgn country)

(&) Address Springfield , Mi

ssouri

{Borial, eremation, or removal)

17. @ . Burial (%) Date therenfSQPt' 16, 1945

{¢) Place: burial or cremation..2 Bmkline Cemet'ery o |
18, () Signature of funeral director. ALMA LOHMEYBR FUNERAL HOME

{Month) (D-v) (Yesr)

|~

no(u.ﬁ&:&£§:ga:§5m u)mtSf:‘gg;

(Date raceived local

(¢) Address 534 St. Louls Street

Sefa.

‘s sifpature)

22. If death was due to external causes, fill in the following:
{a) Accident, suicide, or homicide (specify)

(b} Date of occurrence

(¢) Where did injury occur?
(City or town) (County) (Staa)
(d) Did injury occur in or about home, on farm, in industrial piace, In public place?
{Specify typeof place)
Whila at pork?..meminmeemmmm—ar ann of Injury......:..: ..................

23,” Signat
Address

. (Ml)md@ﬂ“” 4s

“'0. ;. Date signed...

prinefield.

? ’4 y (Licensed Lmhn'mer'{éllllement on Reverse Side) M




e N T N + s e e e T v mmmm et ¢ e e

STATEMENT BY LICENSED EMBALMER

+

" - I hereby certify that the bedy whose name is recorded on the reverse s:de of this certlﬁcate was embalmed by me, or by...

. , Reg:stered Apprennce No.ooe ;
w;)fking under my personal supervision. . . .
) Signed........... ‘/{ A " ] (l ...........

- o Licensed Embalmer No?ﬁg}(

¢ ' PO Address . ; %
Note: The above MUST BE SIGNED BY THE LICENSED EﬁlBALI\!FR in his OWN HAN v R_ITIN . Fallure to comply with

the above constitutes grounds for revocation of license.} i

If this body ia not embalmed, fact should be s0 stated ahove, - . y




