FEDERAL SECURITY AGENCY MISSOURI] DIVISION OF HEALTH f ' 02852

onal Omceo ital Sratistics STANDARD CERTIFICATE OF DEATH ¢ File Nov .t
F,Eh f Vi iS y State File N

Registration D:stnct No. % Primary Registration District Voém Registrar's No / 0/

1, PLACE OF DEATH; 2. USEJAL RESIDEMNCE OF DECEASED:
(8} COUD ) GIEEIE oot () State....Missouri ... . .
(&) City er town Springfield b

{If outalds city or town limits, write “RUBAL" s8d Oome of {awmstip) (¢) City or town
{¢) Name of hospital or institution:
Springfield Baptls“'t,"_"m

{1t not in hospital or ipstitution, write street n,?nll& ur loculon)
(d) Length of stay: In hospital or institution....... o B
(BW‘:”Y whether || (g) Citizen of forelgn country?
In thie cCOMMUNItY eresserinnrens 7days ; JReSsTe | I
years, months or days)

(d) Strect No

If yes, name country.

3. (a) PRINT - MEDICAL CERTIFICATION

FUI(-;' “I‘f"m e ChBTR. MoCart din 20. DATE OF DEATH: Mouth....... e A, é)
3. (b) If veteran, 3. (c) Social Security No, iy

aame war No I No lq '* ...hour... minute..... \.Sa

1 bLerghy certify that I attended ¢
5. Color oz / J

4. Sexu. . /

6. (b) Name of busband or wife....

John McCart

race..

that 1 last'saw b 42, alive on..
and that death cccurred on the datc an:

7. Birth date of deceased....... March b 1382
{Month) (Day} (Year}

8. AGE: Yeara Months Daya If less than one day

&6 4 - 17 R
9. Birthplaceu.ueuwrmermerce Salen

{City, town, or county)
- Cthe di s

10, Usital 00CUPRIOD v BousaWiLe. ..o Haer COndifas. ...
11, Industry or business............ PHYBICIAN

Underline
the cause of
which death

. Name,.............td

. Birthplace.

| B
— et
[T )

MOTHER FATHER

{ should be
14. Maiden name.... cl_mt_-g;ﬂ ol

HIIIEF - . . eennnees | tE8ET Y.
ls_ B:tt_m_hcc_(m iy, wwg!:rncoumy) '5__ + - {5tate-or forelzn- mum_,n = ||. 22, If death was due to external causes, fill in the following:. . .-
16, (a) Informam JQh,n McCart -~ ". ; (@) Accident, suicide, or homicide (SPECify) s et e
(b} Address..... J,;L].OSPI‘ Lngs .. e # 3 .M:".(b) DAt OF OCOUTTEIE . emme e teessraensessseseressssesssssssss ecsressesmemsessseresers sressess smss astssss rrmees

. iy 5
17. Removal (b} Date th £ (¢} Where did injury occur? - - .
(I(S?leal cremation, or removal) A e Sttty (Devy (Year) (City or lown) (County) (State)

I’LAINI.Y—.-USINE} UNTADING BLACK INKE—MAKE A PERMANE

~
H

WRITE

(d} Did injury occur in or about home, on farm, in industrial place, in puhlic‘/

() Plrce: burial or cremation... AL 11 OM.. ?)r M. alace>...
. o e Bl Lahmeyar Funeral Homel| 2 e S o
(6) Address......530. St Loyis. Stregh........ o = Sigmm_;«: g B

19. (a) St 2 G . & ~2~ rhacd by Jet

{Date receiver) focal rexistrar)
Jelersen City Prizting Co.

Address...




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 ——ocmiccnn

............ )., Registered Apprentice No

working under my personal supervision.

1 A A . :
‘Note: The above MUST BE SIGNED BY THE LICENSED ] i AN b. Failure to comply with
the-above constitutes grounds for revocation of license.) f

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




