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

DEPARTMENT OF COMMERCE ~° THE STATE BOARD OF HEALTH OF MISSOURI 33?‘;‘6'?

BUREAD OF THE Crvevs 27 194§|' ANDARD CERTIFICATE OF DEATH State Fite No
Primary Registration District No....!m.,....... Registrar's Nogg___

FILED 9;5[

Registration District No...deml ...
1, PLACE OF DEATH: G 2, USUAL RESIDENCE OF DECEASED:
reene . i: H l.ml.”f 3
(a) County & Frers :d (@) state._. Migsourl (4 County.  GTeENS g
{b) City or town DI'J-HE €4l Springfield )
(If outaids city or town limits, write “RURAL" and pams of sownship} (¢) City or town........ p g 3.
(¢) Name of hospital or institution: 0 {If outside city o town limits, writs “RURAL ") >
_____Clty Hospital @ Strect Nowo T3 Wo Olive 4
{If not in hospital or jnatitetinn, write street nomber or location) {If rural, givé location)
(d) Length of atay: In hospltal or institution
(Spocifly whether |l (&) Citizen of {oreign country? No (Yes or No)
In this community
yezry, months or days) If yes, name country,
MEDICAL CERTIFICATION
3089 ERINT JOSEPH ALLEN MBCOY
B Tt PRI T — 20. DATE OF DEATH: Month_ OClODET 13
. veteran, . e a ¥ ]_9 45 12: o0 P
wvear. hour. hd inut * M
name war”_ada_ .......................... No.ﬂaﬂz _____________ e
21. I'hereby certify that [ attended the deceased from :
)'5. Color or 6. (o) Single, widowed, married, || A "‘2"'""W' . #J 1o 2.0 / g 194) =
{ - - T -
4. Sex Male b Tace White djvamgd—'—"“sj'pgleb that I last saw h4fe®aqalive an. ....,,_m '___'_/}_. lD...é_;f
6. (5) Name of husband of Wif¢..o..ecccee.. 6. {£) Age of husband or wife if {] 21d that death occurred on the date and hour stated abov Duration
1 ¥
__Nam__.._ alive....ﬂ ......... years || Immediate of death
7. Birth date of deceased....... . ABEUST 2, 13—5 S I i .//!/ A
(Month) {Daf) (Yedh)
8. AGE: Years Months Daye If less than one day Due to
bl g . 2 lb hr. min
Due to
9. Birthplace. : SDringfield Iy Missourl /)

{City, town, or county) (State or foreign conntry)
10. Usual occupatlon_.-.._.._.._.._.__..l_‘\kazlb___,._,__.%wm

Other mnlﬁlinnqr
(Include pregoancy within 3 manths of death)

11. Industry or business e ] PHYSICIAN
12, Name , Arlene Joseph McCoy - || Of operations......... - VY ‘
(W] ™1 Underline
=1 13. Birthplace Conway Missourd Y u\ b hich death
{City, ¥ (State or foreign eonnu,y) Of autopsy........ hould b
E 14, Maiden mame Jehnte' Ma.nning ’ autopsy \ \ { é;{';'éeg;m?
= L 1C3A. .
% 15. Bl!‘lhmu“(&—ﬂmw“ = ™ = 2 ﬂm}(su;ou toriee mﬁ— 22. If death was due to external causes® fill in the following:
16. (2) Informant MTS . Jennie MCCOY (o} Accident, sulcide, or homicide (specify)
t) Address. ... 374 W . Qlive '5 PFD-}-m (#) Date of enee
17. (a) ,,...,.B_ur.i&l._,... ........ [(:}] Date thcrmf_lo__lé._lgjbsa @ did injury i (City or town) {County)
{Burial, cremation, or removal) (D (Year) (dy Did injury occur in or about home, on farm, in industrial place, in pl.lbhc DIECC?




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... : L

’ Registered. Apprentice No

working under my personal supervision.

Licensed E_mba[mer No.

P. 0. Address...

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING./ (Failure to compb.r with

the above constitutes grounds for revocation of license.)

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




