No. 300

10.48

o

WRITE PLAINLY--USING UNFADING BLACK INE—MAEE A PERMANENT RECORD

~ &P -D

: BIRTH NO.

FILED APR 25 1949

THE DIVISION OF HEALTH OF MISSOURI
STANDARD CERTIFICATE OF DEATH

f f s A
REG. DIST. NO. _I_ﬁ__rmumv REG. DIST. uo._zﬂp_. Registrar's No. ............f..?.'..’......; —

: 130"76

State File No

1. PLACE OF DEATH 2. USUAL RESIDENCE (Whers decensed lived. if institution: residence befors
. . cliniswlo:
» N greene > STAE Migsouri °Cmm”Greene:&;’”
b. CITY (I cutride corpurats limits, writs RURAL and give c. LENGTH OF ¢. CITY (I cutside corporate Lmite, write RURAL and give township -
. towaship){ STAY (in shia place) —2‘
TOWN Springfleld s TOWN  Jpringfileld "
d. FULL NAME OF (If not in hospltal o1 § ion, Eivs streat address/or location) d. STREET (If runal, give location) [
HOSP ADDRESS o
INSTITUTION 422 8 Main 422 S.Main o
SDNE‘?:'EES%FD 8. (First) b. (Middie) ¢, (Last) 4 DS}.E {Month)  (Day) (Year)
{Typeor Prit) _ Jamesg Walter Pende DEATH 4 1949
5. SEX 6. COLOR QR RACE | 7. MARRIED, NEVER MARRIED, 8. DATE CF BIRTH 9, AGE {In yesra| v UNDER [ YEAR | [ UWDER 24 MEs,
@ WIDOWED, DIVORCED (Speetf : Laut birthday) | Montha|[ Days n..,.. | Min.
M White Married May 20,1880 68 1
10a. USUAL OCCUPATION (Ghekindofwork | 10b. KIND OF BUSINESS OR IN- | 1. BIRTHPLACE (Btate or forales country) a IZ.-CITIEN OF WHAT
luring mopt of working [ifa, even if retired) DUSTRY COUNIR_Y?
airl House Psinterr Dallas County, Mo, U,8.A,

13a. FATHER™S NAME 13b. MOTHER'S MAIDEN

James Pendergraff

NAME

Susan Lennox

I
4

14, NAME OF HUSBAND OR WIFE

Agnes Pendergraff

1S. WAS DECEASED EVER IN U.S.ARMED FORCES? [ 16. SOCIAL SECURITY [ 17. INFORMANT'S SIGNATURE OR NAME ADDRESS
(Yos.n0,orunknown) | {Xf yes, cive war or dates of carvice) NO. +
no None A .ehder 4 2] M in
18. CAUSE OF DEATH MEDICAL CERTIFICATION VAL
| Enteronly onecauseper | 1. DISEASE OR CONDITION ﬂ ONSET AND DEATH
\ine for (), (b}, and {¢) | D'RECTLY LEADING TO DEATH® ) Va7 o ,LA,.?? &&e_&“@—-ﬁ Ve
o This does ot mean | ANTECEDENT CAUSES W , i . : i /d .
the mode of dying, such | Aforbid conditions, if any, gising DUE TO (b) 5 0
o || arheart fafure, asthenia, | rise to the abose cause { d) dating - s . / . - - L mTTmeTmees
de. It meons the dia- | the underlying couse
ease, Infury, or I . . D!JE..TO__(_:)_ .
tiom which caueed deazh. | 11. OTHER SIGNIFICANT CONDITIONS ™ .
Cunditions contributing to the death but not o‘ \ )
B related to the di ar condition cousing death, \ &.
19a; ‘DATE OF OPERAIG' 19%. MAJOR FINDINGS OF OPERATION - ‘- "" g 4 - TR 207 AUTOPSY? >
P L By R . YES D NO D_
zu ACCIDENT {Bpecify)’ 21b. PLACE OF INJURY (e.s.,tnorabost | 21¢. (CITY, TOWN, OR TOWNSHIP) (COUNTY) (STATE) ,
SUICIDE bhome, Iarm, fnstory, strest, office bldg., et8.) [ S L P TS VT
HOMICIDE | :
214.- TIME (Month) (Day} (Year) (Hourd | 2le. INJURY OCCURRED { 21f. HOW DID INJURY OCCUR? .
OF _ - . - g, b wHLEAT _NOTWHILE[S e mrmeme s ar e Cwaa vaaVizz
INJURY WORK AT WORK THRTHYL

2. I hereby ccrtify.lthat-l. atlended the deceased from

L

lo _._ﬁ‘ig_. 19-_2,2 that I last saw the deceased .

23a, SIGNATURE ﬂ (Degree or title)

S5

elive on , 19 ¢4 , and iha! death occurred al

Ny A

Mﬁn from the causes and on the date stated above.
23b. ADDRESS -

£a e

23¢. DATE SIGNED

s, sg Bd' g\mcnzm. 24b, DATE 24:. NAME OF CEMETERY OR CREMATORY _
(Bpecifry
Apr.I6.49 Friendshig,cem.~ ~ .l -38p ‘ ,
DATE REC'D BY LOCAL | REGISTRAR'S SIGNATYRE / 25 FUSERAL DIRECTOR'S SIGMATURE ‘ADDRESS
4//‘@ > 3. A% W.L.Dunn, Springfield, Mo.

N

(Ticensed !?nbalmnl Stgtement on Reverse Side)}




wewr -

AL IU?G

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,

Student Embaimer No.

working under my personal supervision,

STUENT sevnrurrrmaauacasrsnsinnsesneisanas Signedi'... _d.&.dacﬂ/

Student Embaimer
Licensed Embatmer No.22.Z. 2.7,

P. O. Address il cpe— 207 ..

Note: TEMWSTBBSIGNEDBYTHE[JCBNSEDEMBALMERmhuOWN (Failure to comply with
habonmmd:brmo{hm)

If this body.is ot embalmed, fact should be so stated above. -




