DMSION OF HEALTH OF MISSOURI

.S, Mo.300 P B
3 w20 FILED OCT 22 1949 STANDARD CERTIFICATE OF DEATH e e o 32868
Z BIRTH NO._ /R 7 REG. DIST. no-3_/_é_ PRIMARY REG. D)ST. no._é_o_ﬁf Registrar's Novooird el
? 1. PLACE OF DEATH 2. USUAL RESIDENCE (Wbere decoased lived. If Iostitation: reskience before
. ) + . STATE . N X adinimion),
8. COUNTY of . Francois i Missouri > CONTY  areene
-4 b. CITY at pytide corpurata lUmit, wrive RURAL sad give | €. LENGTH OF i c. CITY (f outede eorporate i, write BURAL 45 cive towasbiz) e
/1? E‘ mné’t on townehip}| STAY (ln this slace) OR
, n/ St .Francois TOWR Springfield
g d. FHOLSI_;P:I_PAN:_E OF (1f not in hoapitil or instication., give mou address or location) d.ASJ[?;gS (If rurs!, give location) - f
a INSTITOTION Missouri State Hosp_g t2l No.! 204/ No. Brosdway )
[ 3£‘EA‘:%§SOEFD a. (First) b. (Middle) c. (Last) 4. Dé}'E (Month) (Day) (Yﬂl)
= {Typeor Printy  BOPFIE . VIOLA WARD DEATH Sept. 17, 1949\
é 5. SEX 6. COLOR OR RACE | 7. MARRIED, NEVER MARRIED, 8. DATE COF BIRTH 9. AGE (In years| ¥ tnpEm 1 YEAR | o DGR u HES.
B " WIDOWED, DIVORCED (Bpacify) |_ lust btrthday} Mnnﬂu' Days | Hours | Min.
Female White Widowed A~ Feh.18B,1873 76 l '
g 1W0a. USUAL OCCUPATION (Glvekindof work | 10b. KIND OF BUSINESS OR IN- | 15. BIRTHPLACE (8tats or forelgn country) 12. CITIZEN OF WHAT
24 dona during most of workiog life, even if retired)} DUSTRY . COUNTRY?
4 Housewife T L I1linois / U.S.A,
< 13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14, NAME OF/HUSBAND OR WIFE
a Josiah Armstrong Stone | Elizabeth Eveline Malone Edward William Ward
I5. WAS DECEASED EVER IN U.S.ARMED FORCES? | 16. SOCIAL SECURITY | 17. INFORMANT'S SIGNATURE OR NAME ADDRESS
=]
< (Yes. unkpown) I (If yeu, give war or dates of sarvice} NO. .
= 0 Unknown Records State Hospital No.4,Farmington Mo
I 18. CAUSE OF DEATH ] MEDICAL CERTIFICATION INTERVAL BETWEEN
& || Enteronlyonscanseper | |, DISEASE OR CONDITION {1at 1 ONSET AND DEATH
Z || tine for (@), (b, and (o) | PIRECTLY LEADING TO DEATH®(5) Lobar pneumonia, bilatera . 3 dag.
- *Thiz does nol meen ANTECEDENT CAUSES
3 the mode of dying, suck Mortid conditions, if eny, giving DUE TO (b) Seﬂlliw N Pup— rraa =
w3 -.livarheart folure, axthenia, | rise to.the above cause-(a) siating — _ - PR AN Pt Ao M A & /, -
© cte. It means the dig. | B¢ underlying couse lasl. . y/ "/DJ/
o eare, infury, or complica- S .. DUE T0 (c) —omn prr treer 2 T
. tion whieh caused death. | 11. OTHER SIGNIFICANT CONDITIONS )
= Conditions contributing to the death but not
E related bo the disease or condition exusing death, L. . i Lt ;-
Iy 19a."DATE OF OP_};Z%A;‘ 195, MAJIOR FINDINGS OF OPERATION - = ¢~~~ =t "= e “20. AUTOPSY?
g ) o LAt heab .o B o ’-vzs NOE
21a. ACCIDENT (Boweity) 21b. PLACE OF INJURY (a...inoraboat | 21¢. (CITY, TOWN, OR TOWNSHIP) ... . (COUNTY) ... . * . (STATE)
o SUICIDE hotme, farm, faatory. street, offios bldy., eta.) st " )
é HOMICIDE
g 2id. TIME (Month) (Dmy) (Year) (Hour) 21e. INJURY OCCURRED | 21f. HOW DID INJURY OCCUR? R
_I.. INJURY S . . LWHILEAT NOT WHILE T e LR R
| = | woRK AT WORK : T
LB (|2 I hereby cerufy that I .attended the deceased from Aucust 15 4p to Sept. 17 | 1949, that I last saw the deceased
_E: . alive pg _Sept, 17 19_4.9 and that déath occurred ot 5245 m. from the causes and on the date staled above.
ﬁ 2. S1 Z3b. ADDRESS Zic. DATE SIGNED
i = Ry B o AT
o 48 . ‘|:8tat e ‘Hospital No :AL'LFam. ineton Tﬂg.9-2§2-.¢9
E AL CREMA- Zlb."D‘xTE 24c. NAME OF CEMETERY OR CREMATORY = °| 24d. I.U:AzTION (Olty, town, or county) T (Btate)
{Bpeeltfy) - - .o ] ) vy . .-
B ‘i Sept.20,1949 Green-Lawn:.femetery RFDil,Springfield Mo,
D BY LOCAL | REGISTRAR'S SIGNATUR 25. FUNERAL DIRECTOR 5 S1GMATURE TADDRESS
REG. / | Klinger Funeral Home,Springfield,|

Statement on Reverse Side}




RECEIVED /o-/%-v7
Nisirict Health Officer No a‘--_(f:-..---'-_-'

bitocict Pile Number_/O% 7- (324
Date Filed

%

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 Eabaleer No. '
working urder my persona! supervision.

—

Student ,e.eeecccacrasacaranaruarrnernranas Si
Studmt E-balnr

Licensed Embaimer No. 50

P. 0. Addr Ak 4 )@n .......

Note: Thzd:uveMUSTBESIGNEDBYWEU(ENSE)MALMRmImOWNPMNDWRITNG.
thelboumtmgmd:fwmonoibame.)

I, this body is not embafmed, fact should be 10 sated abovil™ T - B




