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

DEPARTMENT OF COMMERCE

AlETMAR 18 To48

STATE BOARD OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH

8462

Stats Fils No.

Registration District No...g.:'g..a__...._._......._ Primary Reglatration District No......j.!:l:._é.’.i_....___ Registrar's No....z ...2(_..__..._..
1. PLACE OF DEATH, 2. USUAL RESIDENCE OF DECEASED; 3 >
(6) County GREER NL NS (2) State. MO (¢} County GREEN +d
b Ci — . ell  TWp.gen— B
) Cityer town( fouldd%é;l umﬁ-. write "HI?B'mAE:End name o ng_hip) (¢) City or town RUDAL = SDI‘ln Qfl eld '-‘)
{c} Name of hospital or institution: (gnm..;a. Ity or town llmita, write - "RURAL™) u
t.#6, Springfield @ Street No__ DD
(LI not in bospital or Institotion, write atrect nomber 'or locatian) {11 raral, give caton)
] i ution.
(@) length of stay: In hospital or institut (Specify whether | (£} Cltizen of forelgn country? {Yes or No)

In this community
years, manibs or days)}

L' & ldAcs
A

1f yes, name country,

{a} PRINT
FUI.L NAME

LINE MINGUS

3. {¢) Social Security
No None

3. (&) If veteran.
None

name war.

5. Color or 6. (a) Single, widowed, married.

4, &L__EJ_}____. m:;.___W; —_

divorced..  MARR I ET]

6. ) Name of husband or wue__FRA.IK 6. {c) Age of husband or wife If

20.

21.

MEDICAL CERTIFICATION

2._

DATE OF DEATH: Month 28th
year...___I.9 48__ e BIOUE,

mintite E;{ !____P..__.M
I hereby certify that I attended the deccased [rom =<

day,

that [ last saw
and that death occurred on

ou.m_i___% =t ..}_2._._.. 19943

hour{tnl abfyre.

~alive on

Duration

nlive_._..z o SR, |1y
7. Birth date of d d JITNE I?T"h ]'F{?h.
(Momh} {Diy} (Year)
8. AGE: Yeary Monthe Days If lexa than one day
7 3 8 IO hr, min. || % 7

(YA /}

(State of lufeiga country)

gr..Co.

(Cily. mwn.m county)

HOUSKE _WIFR

9. Birthplace __ WX

10, Usual oectipation

Other conditions,
{1nclude pF

11. Iodustry or busi FHYSICIAN
” ings:
B { 12. Name._ GEORGE. DENNEY 5 hﬁdﬁw »’*’(%‘ M Undertine
S\ is. mutpiacen JNKCWN__* - 7 ety
(E town, or couaty) {Stete or larsixn covatry) Of autopdy’.. ) % ahould be
& ( 14, Malden name. A DAL L3 TOLINS! T.gg_._____a_ o0y chiried sa-
= Y.
E_ 15. Birthplace i H‘H E(L:%I) PP srump— 22, I death was due to externzl canses, fill in the following: -
- ore;
16. (a) Informant MRS LELIA MC OORMACK (e} Accident, suiclde, or homicide (apecify)
® Address_ SPRINGFIEFD MO RFD & (%) Date of occurrence 2D _p
17. (a) burial @) Date thereaf__3=L =L & {r) Where did infury oceur? oLz "
(Barlal, cremation, or removal) (Month) (Day) (Yewr) (d) Did Injury occur io or about home, on farm, in industrial place, In nublic p!ace?
£) V
¥ ty po of place,
18. (a} {e) Means of {njury__...... I

(b}




STATEMENT BY LICENSED EMBALMER

I hereby certify that the bady whose name is recorded on the reverse side of this certificate was embalmed by me, or by

, Registered Apprentice No ,

s /5 /4 J{ et

Licensed Embalmer No 65 ‘,3 ‘3;‘

P. O, Address..._ 7. &

Note: The above MUST BE SIGNED BY THE LICENSED EIUBALI\IER in his OWN HANDWRITING. (Failure to comply with
the above constitutes grounds for revocation of license.)

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

working under my personal supervision.




