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WRITE PLAINLY=-USE UNFADING BLACK INK—MAKE A PERMANENT R‘]-ECORD

DEPARTMENT OF COMMERCE

12.Y

Registration District No...

THE STATE BOARD OF HEALTH OF MISSOURI

Boteas o e & NDARD CERTIFICATE OF DEATH
D MAR 21 1947 STA
FlLE Primary Registration District Noﬂ é.‘.....

Stote File No..o..__. g.# t? —
Registrar's No... / ../._. N - A

1. PLACE OF DEATH:

Greene
Springfleld;

(1f outaide city or towa Limits, wite “HURAL' oad name of township
(¢) Name of hospital or institution:

Ozark Osteopathic Hospital.
(1f pot in hoepital or institution, write sireot number or location) W/
(d) Length of stay: In hoaspital or institution

(e} County
(b City or town

{Specify whether

In this community
years, months or dnys)

2. USUAL RESIDENCE OF DECEASED:

teMO- (% County. Greene gz

© Ciyomm.spl“ingfield “
outside ci ¢ town limi rito “RUR

o e 1527 WERE LI ST

(1f rural, give location)

Nol

{¢) Citizen of foreign countty? {Yes or No}

If yes, name country.

MEDICAL CERTIFTICATION

3ol PN wWilliam D. Lofftus Fob
B 0 Sl - 20. DATE OF DEATH: Month eb, day O . :
3. veteran, - e al Security ! 5 3
narme war N One No N one year. 194 7 hour. minut M.
21. I hereby certify that I attended the deceas A
§. Color or 6. (o) Single, - A€ Aﬂl-u"to ﬁ ? .
0 Hhite : 'idower s
4. Sex Male | me“v h divorced.... that I last saw h. 2 ve on.f,&é/
6. (b) Name of husband or wifew——o e 6. (¢) Age of husband or wife if || 3nd that death occurred on theYate an Duration
- alive........{ﬁ. oo yeary || Immediate cause of death..... (I -
)
7. Birth date of deceased......... AuguSt 65 lar?g ¥
{Month) {Duy) {Year)
B. AGE: Years Months Days, If less than one day Due to
6 7 6 3 hr. mmin.
Due ta
0. Bithpce HETTEN - GO I11. I ! )
(City, town, or county} {State or fureign connley) B
. g R - Other conditions
10, Usual m“muol--f'm-garming {Includ an ¥ within 3 months of death)
11, Industry or businees. arming . Sizjor ol . 2"\ :‘;"\ ...... PHYSICIAN
S N ings: ' L —_—
E 2 l\a'ng.g.or Ee ‘L;Off tus S Oofro;cml:.mm .......... . 0 4 } % .—/ - Underline
E 13. Birthplace.. M Unknown / \1\\ ‘ “i’ézﬁ‘é’;iﬁ
unty) {State or forvign condtry) f atitons, W hould b
51 s e RO | ot \ s
9 1 Bt Unknown 7 : _ tistically.
g - Birthp ’“:"' (Gity, town, or conate) it ox forcim sova oy 22, 1f death was due to external causes, fill in the following:
6. (@ Tnformage. MrS: May Tomw@Ts: *~ . - {* |l Acideat, suicide, or homicide (specify)
(& Aaaress__ Springdale ATk, () Date of occurrence
17. (&) Bur ia 1 (5 Date them#&c&____ ﬂ] () Where did injury occur? (City or tawa) {County) [State)

{Barial, crotation, or removal) ) (D-,) (Your)

(¢} Place: burial or cremation.... > X X

;S (s) Signature of fuperal dl{ecmr,., v .._-
& addess_ Springfield Mo, 7
19. (e} _;Z:_l:_g:_‘fl 5 - Z’ Qidey 4D
{Dats roerived local repistrar) (ﬂegnm:num re}

(d) Didinjury occur in or about home, on farm, in industrial place, in public place?

!
pecify typo of place)
- (¢} Mleans of

2}. Signa
Address._

/{/ (Licensed tmbalmcr’n Statement on Reverac Side)



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,

P. O. Address
Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply wi

the above constitutes grounds for revocation of license.)

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