DEPARI:{‘EL!;J;I" ?Fn %2“ MERCE .
A DEC 13 1332 3

Registration District No......A... 0 T......

STATE BOARD OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH
Primary Registration District Nn.___zm

State File N 36204
Registrar's No, / a 4 é(

i

{z) County__..
(®) Cityor town

(e} Nawme of hospital or inf:.itm.i

PLACE OF DEATI;

—BEEERE iy

{1f oaiside ity or town limits, write “RURAL™ and name of tawnshlp)

Spring feld Baptist Hospital

(d} Length of stay:

In this community

(1f mot in hespital or institatian, '."“'_ strest nj%" ')H.%aﬂ“? S O

In boapital or institution —

{Specify whether
2_days -

years, banths or dayy)

2. USUAL RESIDENCE OF DECEASED:

Sulc__.AI:Kans.a.s_____. () County

Spadra
{If culside city or town limits, write “RURAL™)

Johnsaon4 7 ¢
3

v

y

<l

(a)

(¢} City or town

{d) Street No.

(It roral, givs location)

Ao

(¢} Cltizen of foreign country?

(Yes or No)

If yes, name country.

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

{Thate recabred loca! rervistrar} (Recwtrar's cighatarey £ ] |

‘;.-'UE_'E EE;:T Laura Alice Sams MEDICAL CERTIFICATION
T ;f o o e 20, DATE OF DEATI: Month,....od2 € 8. day 6 4 .
X veteran, . 8 ﬁ
e Unknown No a, . vt . 4 £ tonr Z e
21, I hereby certify thatJ attended the deceased from.
Female} rhit Guanewag%;i ._Jﬂh;;__.iﬁi__wiimewdhﬁ_“_Jé*__wz?
4. Sex d-“""‘"“d-~-~-——-—-——-—-— -— || that 1 lart saw hE.T""_ alive on Dec : 192 Z’
6. (5) Name of husband or wife...wcwwcmre 6. (6) Age of husband or wife if and that death occurred on the date ang hour stated a_bove. Duration
vther oams : ive..... "_? ] o I| Immediate cause of death......... 7 .
“FebTUETY 23, 1389 7 e
7. Birth date of d o 2,
(Mooth) (Day) {Year) /
8 AGE: Vears Months Days If 1ess than one day Due to
58 1 9 | 130 |-
ue to
o. Binnotnce___Newcastle Indiana/ 7
: - -{Civy. tawy, or wunly (Stats or foralen coantry} i
ﬁ' ewife Other conditions
10. Usual occupation. {8nclode praguancy withia 3 months of dﬁ)bu
11, Industry or busincu_...............I.n....HOme...._.___..__...._....:........._...“..__.. R PHYSICIAN
; 12. Name HOhn B all aon; ol;‘er:;nt‘lt:m .
E Newcastle Indiana , . . - |ypoaderline
st \mﬂmm ogpon (State o forelnn coantry) e Sl which death
a htr
MRS Ma.lden name fgﬁﬁni Sbain o Fastey of ‘2",0..;' ? cmggl&?
= wa ? S tisticaliy.
§{ 15, Rirthplace Un 1o “n IO *a / If deadh was dne to exlerna! causes, fill 1o the  following:
= {City. town, Siate or loreign nuuntry)
16. (a) Informant Mrs. Obert We eks {#) Accident, sulcide, or homicide (specify)
(3 Address Springfield, Missourl {b) Date of occurrence
17. (a) Bu r ial " (b} Date therenf 12/9/48 () Where did injusy occur? {Clty or tawp) {Coonty) {Seate)
(Burial, erenation, or retoval) Berrvvil ]flé"““’) J{';:i‘{ a(."ﬁ‘ga (d) Did injury occur in or about bome, on farm, in industrial place, in publu: place?
(¢) Place: burial or cremation 2 Vai J
18. (o) Signature of funeral d:r«;bprm“n"-'Charpf Fu]nera L I-{Vhile At work? (Specity '")" of piacs) vry___ e
() Address Springfielc, Missourl i " le>
2 i - M. D. th
19. (a} M » 77 i Leg 3 5"";;“" ( ar other)

Address

(l.leanJod Embalmé"- Statement on [{uﬂ\m Skl - 4




§
L\t
&
&

STATEMENT BY LICENSED EMBALMER

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

M , Registered Apprentice No..... £Q.' ..........................

o A %<

working under my personal supervision.
SlgnW-. §
Licensed Emba er Nc(;‘ 77 .........................

P.O.Ad e ' W

. (Failure to comply wi

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER m hxs OWN H DWRIT!N

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




