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! BIRTH NO.

HLEL OCT 28 1949

THE DIVISION OF HEALTH OF MISSOURI
STANDARD CERTIFICATE OF DEATH

REG. DIST. no.l é 5 PRIMARY REG. DIST. NO.J. &SRmiﬂmr'l m._ZQ.,Q .........

State File Na.:;.:;ﬁas) -

1. PLACE OF DEATH

2. USUAL RESIDENCE (Wherr decsased lived,

1f institution: resldesce befars

Lo =W

|2 COUNTY Greene & STATE  miassowri > Greene S
b. CITY (I cuteide corpurate limits, write R c. LENGTH OF &. CITY (If ouwsdde porporata limits, write RURAL and give township) -,
OR ﬁlﬂ‘%i 3|_STAY o thiu place) - J
vown  Springfleld Camnh:;l gars| TowN Springfield al

d. FULL NAME OF (If not in heapital or institation, give stroet addrom or location)

{1 rarsl, give location}

N bampoeﬁ—'l_‘wp—

d.
ADDR
NSRTALOR - 3019 W. Elm Street s 3019 W. Elm Street
3. NAME OF a. (First} b. (Middle) / c. (Lest) 4, DATE (Month) (Day) (Year)
. DECEASED
(Typeor vy MARY CORDA WOOLDRIDGE poam October 13,1949
5. SEX / 6, COLOR OR RACE | 7. MIJ})%R\'!'EE lglEerigchgSRRIEE , 8. DATE OF BIRTH 9. :‘?E ta .vo;n ;ir ll’l‘:.ﬁl |Dm: ; UNDER uM“:
{8 bh'thdty on AYS oure
Female/ | White Widowed Lo |15 Sept. 1857 | “g3. || |
10a. USUAL OCCUPATION (Givekind of work | 10b. KIND QF BUSINESS OR_IN- | 1), BIRTHPLACE (Stete or foreign ovuntey) 12. CITIZEN OF WHAT
don-dnr?_.rmmd-or lf,mundnd) DUSTRY / COUNTRY?
oluSew none . Pierce Couniy, Tenregsee .Y
138, FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR ¥IFE
i Reese I[Inderdown Angeline Hlclkman | Marion Wooldridge
13. WAS DECEASED EVER IN U.5. ARMED FORCES? ’ 16. SOCIAL SECURITY | 17. INFORMANT'S SIGNATURE OR NAME ‘. ADDRESS
(You. 0o, or unknown) | (If yes, glve war or dates of serviee) NO. )
no none Mrs, R,5, Mills,Sprin:xfield, Mo.
18. CAUSE OF DEATH MEDICAL, CERTIFICATION INTERVAL BETWEEN

. Enter only onaauss per

1. DISEASE OR CONDITION

DIRECTLY LEADING TO DEATH® (59 M Cy ead 0'7‘2/f

ONSET AND DEATH

ltna for (s}, (b}, and (c}

*This does not mean | ANTECEDENT CAUSES

Morbid conditiona, if any, giving DUE TO (b)
rize to the abope cause {a) siating
the underiying cause last.

the tnode of dying, such
a# beart fallure, asthenda,
ele. Jt means the dis-

ease, infury, or complica- DUE TO (c)

M

r

1. OTHER SIGNIFICANT CONDITIONS

" Cunditions contrituling to the death bul not
= related to the disease or condition causing death,

tion which caused death.

Yo ¥

19a. DATE OF OP'IE'IF;JAIG 1%b. MAJOR FINDINGS OF OPERATION 20, AUTOPSY?
' ' - -~ ves [ ) worl )

21a. ACCIDENT (Bpecily) 21b. PLACE OF INJURY (s.5..ineraboat | 21c. (CITY, TOWN, OR TOWNSHIP) {COUNTY) [STATE)

sSUICID home, tarm, factory, strest, offiee bldg.. eta.)

HOMICIDE
21d. TIME (Month) (Day) (Year) (Hour) 21e. INJURY OCCURRED | 2i1f. HOW DID INJURY OCCURT

ar WHILEAT{—] MOT WHILE

INJURY WORK AT WORK

o7 R -.-.ﬁf-,-.c-,n..(je—w’ 19

2. I hereby certify -that I atiended the deceased from

, that I last saw the deceased
.4_5_ ., from the causes and on the dale stated above.

alive on ?_, 194 %, and that death occurred at
23a. SIGNATURE (Dregree or tit)
5{ P (n A, 627

23b. ADDRESS

R4y

23c. DATE SIGNED

Colleyy Bty Ttt Uy Copis e

WRITE PLAINLY—USING UNFADING BLACHK INKE—MAEKE A PERMANENT RECORD

2b. DATE
16 Oct. 1949

2a. BURIAL, CREMA-
TION, REMOVAL (Epedity)

Buriaj Riverdale

24c. NAME OF CEMETERY OR CREMATORY

244, LOCATION .(€4%¢, town, of county)
Christian County,Mo.

(State)

DATE REC'D BY LOCAL

REGISTRAR'S SIGNATURE /// 2. FUNERAL DIRELTOR'S S1GMATURE . ‘APDRE &S
I A ¥z

(o) K-

{Licensed

‘s Statement on Reverse.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, of by.—o_........

......................................................... . Student Embalmer Mo,

working under my personal supervision.

Student veeeeass Slgnm@z/
Student. Embalmer? ) ) 3681

LY Llcenaed Embalmer Now 2o e,

P. O. Address_ oPringfield, Misso

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

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




