8. No. 2
V—5-42
. 5-17-39
=1 XAZBT

~O7TO1

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

FILE

DEPARTMENT OF COMME

BUREA% 'mhijﬁ(a

Slomr o7
Registration District No... /0-2 g’

STATE BOARD OF HEALTH OF MISSOURI 2()908 v

ANDARD CERTIFICATE OF DEATH State Fite No :
Primary Registration District No\-ﬁ-‘fzé;— Regisirar's No........... 47%

l. PLACE OF DEATH:

(a) County Greene -

«

2

USUAL RESIDENCE OF DECEASED:

Missouri (8) County. Greene 3‘;]

. (@ Place: burial or cremation_ E0TCel1l, Missouri .
18. {8) Signature of funeral djr&m Lom FUNER-AL HOME

SPRINGFIELD MISSOURL nf):

(&) é;rm
19. {(a) %-
{Date roceived locs

ulr)

T (iNegishr

r's signature)

23.

ate,
(&) City or town J) 4L el 2. P./J/C.ﬂﬂ.ﬂé EYRINWL WJ’ N T
or towa If ootside city oe town limiw, write "RURAL" and namofm-nuhw (c) City or town.. Spring‘field — % qupé Pl L -
(¢) Name of hospital or institution: / (I cutside city or town limits, wrile RURAI:'?—-’ 0
Route # 4 (residence of daughter) Route # 4 :
" T ¥ (d) Street No.
{If oot in hoapital or institution, write strset number or location) (1T rural, give location) d
{d) Length of stay: In hospital or institufion
. 7 {Specily whether {¢) Citizen of foreign country? {Yes or No)o
In this community.. years Py
years, months or dovs) If yes, name country.
MEDICAL CERTIFICATION
3,9 PRINT RS, JESSTE LUELLA SARGENT X
. . . _ ugust 4. 14
3. O o 3. (o) Social Security 20. DATE 0{9[2‘3’1‘[!. Month // ay. ?D
. veteran, . (e . DO .
yvear. hour ] minute .M
- name war. ,4//9/‘/6-’ No. A/ﬁ.{ya i
21. I herely certify that I attended the deceased [rom
/- §. Calor or 6. (a) Single, widowed, married, 6+l,1946_. 19y O 8 l% 19461
4. Se-!.g.e.q!?'].‘.g.,. mc!h:ite divorced.._.!;ggﬁgg..... that I last saw h. e iy alive on 8 1 3 19 46 19 ______
6. () Nameof husband ot wife e 6. () Age of husband or wife if || and that death cecurred on the date and hour stated above. Durasion
George L. Sargent ec) auve__;‘ﬂg,_g:!_.m,, Immegﬂiate cause of &eqth . . 5y
7. Birth date of deceased.......NOYEMbeT 20, 1865 yocarditis : C2mo .
{Munth} {Day) {Year) N
8. AGE: Years Months Days If less than one day Due to
v 80 E & 24 SR -0 S min. ||
Due to
9. Birthplace. VAR CENNENW, Towa /
(City, tuwn, or county} (State or fureign country) || 075
: Oth ditlo:
10. Usual occupation Home : ([u:;f..‘ff :regn.:, within 3 manths of death)
11. Industry or business Saro foms \ PHYSICIAN
-] ajor findings: J—
ﬁ{ 12, Name LeW],S c RObb - Of operations /‘\_ 2 . Underline
= v h
S o L L [ R
W 1) i COU or for i ahou e
Lé 14. Maiden name R‘-ﬂ"h H' ﬁé Of autopey ' m;%eﬁ;ta-
& .
5 15, Birthplace....... C*L /z//& ommen IOW& h 22. If death was due to external causzes, fill in the following:
= (Cll.y l.n'n or munt {State or i omu}tr))
Mrs, f.angat.on ( (6) Accident, sulcide. or homicide (specify)
16. (o) Informant ‘
@ Acdress. OULE #z. ' Springfield, Migsogri (8 Date of occurrence
z
17. (8} Buriel (3) Date thereof. 8/1 /4’ (c) Where did injury occur {Clty or town) {Conaty} {State}
) (Bnrul cremation, or retmaoval) (Month) (Duay} (Yeer) {d) Did injury occur in or about home, on farm, in industrial placc in public place?

/ {Specily type of placg
‘While at w rl:? ................................... (£} Mea

Signature’ it g 2 W

of InJlEy e e

(M. D. orotier———"..

Address...._ ! % ingf. ield MO...... Dae signc&.’.l,5.¢46

HI

(Liconsed Emhbalmer’s Statement on Reversc Side) (¥4




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.

et ettt e . reeeeeeeeny Registered Apprentice No .

working under my personal supervision.

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HAN

the above constitules grounds for revoeation of license.)

If this hody is not embalmed, fact should be so stated above.



