‘

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

Amsin,

L

DEPARTMENT OF COMMERCE
BurEAU OF THE CENSUS

FUED JAN 238947

THE STATE BOARD OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH

Primary Registration District No.. . f2MMM .

State File NOweooe . . .
31
Regisirar's No. é

1. PLACE OF DEATH:

2, USUAL RESIDENCE OF DECEASED: -

18, (a) S:gnature of t'uneml d.l:ector Fred C -Thieme

.

16. (a) Iﬂ.fom:mt.. Wayne. Pharris_.
® adaress. Harbor City, California e
17.'((;) Burial (%) Date thereof.. 1/ 1,3[117____

_. (Buﬂnl mm.lu:m.or cemoval} {Month) (Day) (Year)

,

(c) 'Plage: buna] or crernnunn_._.East..l:ﬁ!ﬂ_._gﬂmetery_._.__.__-__..

) Address... Springfield,.

o @ YA/MLT

(Dato received local reristror)

(a) County Greene (a) State. Missouri 5] Counly Greﬁnﬁ 3‘5‘/
(&) "City or town_ = 5. Ik el e == EE - — R o
'S.EE. lﬂu. wrile "RUBAL" and name of township) () Clty or wwn Sprj.ngﬁ eld -
(e) Na§|:1f of husmtal or institution: (If outaide city or town limits, writa “RURAL")
3 N, Pat N.
o (ll‘ nnﬁn mpnumu&f&%qu street number or localion) (&) Street No..... 9 13 P—a‘tt(ol&mﬂn: r.wn) T
(d) Length of stay: In hospital or institution
{(Specify whether (e} Citlzen of foreign country? {Yes or No)
In this community. 10 y‘PQ-
years, months or days) If yeg, name country.
MEDICAL CERTIFICATION -
3. (4} PRINT
FULL NamE._...._Wallace Pharris J 3
20. DATE OF DEATH: Month ane day
3. () If veteran, 3. {¢} Social Security lgh.? N u
eat. ... 4 1 inut h
NAMme War. None No.....None, R our riaute
- - 21, T hereby certify that I attended the d d from
Mgl O 5 Color;lri 6. (@) Siagle, wid;}ved. mried, || No physiciansin, attendance T
4. Sex e race. te Jddworced_.__id.o_wed that Ilast saw h alive on e 19 ;
T 6. (B) Name of husband of wifé..—oeeo. 6. {¢) Age of husband or wife if and that death occurred on the date and hour stated abavc Duration
No record alive o, . yEOTE Immedlatc cause of E S
a0
7. Birth date of decrased.......... Agg_. _____________________ 29....18 ~Probably.. Cerebral..,Hemrrhage
{Maonth) (Dax}
8. AGE: Years Months Daya If less than one day Due to....
Bh h h hr. min
Due to
-9, Birthplce....UNKNOWN - Indiana /| |-
{City, town, or county) {Stata ar forcign countfy)
10. Usuai occupation. ... ebired : " Cther conditions wilhin § moatha of death)
11. Industry or business Bric}( Mason i 'yn‘ ... PHYSIGAN
o - . . \ Major findings: . ‘. . ' —_
B NachaJneswcpharriB 4 Of operations... ' y} % ; = S Underline
= e
/| 13. Birthplace.. _Canton - 11 .o /) - iy fvhﬁ':i:'::l:;a:\.tg
towz, of Loty or foreign conntry Of autopsy should be
§ { 14, Maiden nome.. 6;}: VanBuren_ DI'.B,,.A.._..?..... R .c_hz:;geﬁ sta-
........ tistically.
i .
Oi 15, Birthplace.... Br-o—okm ------------------------- N.X. - 22. If death was due to external causes, fill in the following:
= .,:; ({City, town, or county) . {Stats or turmgn cauntry)

{a) Accident, suicide. or homicide (specify)

(¥} Date of occurrence.

{c) Where did injury occur?.

(City ot town) (County) (State)
{d) Did Injury occur in or abott home, on farm, in industrial place, in public place?

P
W Means of injury...... R k_}_ ......
: Slgnar.u.re W E. —
address_Springfi

po of place)

ey
cal egiatrarmﬂ) 1D,

M. D.orof

,.........._........, —

,.n..Misso.ur,,i,__ .

/]

{Licensed ﬂnhnlmer 's Statement on Revcrae Side)

. Date signed. 1/20/h7




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

, Registered Apprentice No. :

working under my personal supervision.

Licensed Embalmer No -? (f/

P. 0. Address, M}Z
Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HAND RITING. (Failure to comply with

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




No. 21
—3-45
>1 X 43880

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

DEPARTMENT OF COMMERCE
BureAU oF THE CENSUS

Registration District No.._._l_a‘_.._%.......

THE STATE BOARD OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH
' Primary Registration District Nm_

State File No........ Svomthorrentf o

Regisirar's No.

1. PLACE OF DEA’

(8) County............
(b) City or town

(IT cutside cit_y or town Limits, write
{¢) Name of hospital or institution:

{If not in hospital or institution, write street number or location)

(d) Length of stay: In hospital or Institution

(Spocify whether
In this community.

yeoars, manihs or daves)

2, USUAL RESIDENCE OF DECEASED:

(@) Statess. .- iic i ill o {8y =County i o - s e =

(¢y City or town........

{If outsids city or town limits, write “RIJRAL"™)

(d) Street No.

{If rural, give location)

{g) Citizen of forelgn country?. ). {Yes or No)

If yes, name country.

3. PRINT .
FUE’II NAMEM_.M-.Q.Q&MEW__-_"

3. (¥ If veteran, 3. (¢) Social Security

name War. No

5. Color or

6. {a) Single, widow i
divorM..

20. DATE 0?&\?
year £ % __ 4 ...
. : t

4, Sex. race.... S 193
6. (b) Name of hushand or wife.......... d on the date and hour stated above. .
Duralion
7. Birth date of deceased..............
(Month)
8. AGE: Vears Months
Due to....
9.
Other conditions
10. tnclud within 3 months of death)
11, Industry of Whaltedsls e || el PHYSICIAN
Major findings: .
Qf operations
E ’ . hUnder[ine
o T T U | Bttty : eohich death
(City, town, or county) (State or foreign coantry) Of autopsy.... should be
5 14, Maiden name. charged sta-
tistically.
§ 135, Birthplace T —— PPy e 22. If death was due to externa! causes, fill in the following:
16. (z) Tnformant (g) Accident, suicide, or homicide {apecify)
(¥) Address {5 Date of octurrence
17 {a) - - {b) Date thereof. (c) Where did injury occur? (City or town) (County) (State)
' {Burial, cremation, cf removal} (Mantb) (Day) (Yoar) (&) Did injury occur in or about home, on farm, in industrial place, in public place?

{¢) Ptace: burial or cremation

18, (a) Signature of funeral director.

(& Address
9, ﬁ;au.aaﬂ! .fj% .
! (ﬂ)- {Date received . 1r£|':£a

(Specily type of place)
While at work?. ..o (e} eans of injury .. s
.23.-Signature (M.D.orother)...
Address ..o — Date signed.........._..







