FILED JUN 26 1950

THE DIVISION OF HEALTH OF MISSOUR!

. Mp.300
e STANDARD CERTIFICATE OF DEATH Stte File No
) qu BIRTH WO. 2.3 £ o2 .8 -0 Ree. pisT. M0. I Ag FRIMARY REG. DIST. m.ab_ob. Registrar's No,.S ? ......
,}’b I. PLACE OF DEATH Z. USUAL RESIDENGE (Where deccased lived. 1f & idence befors
U 0 a. COUNTY Greene a. STATE Missour 1 b. COUNTY”"r-e ene aduniaaion)
= b. CITY (I outslds corpurats timite, wtite RURAL and give gT Al.\;—:NGTH OF c. Cgl'Y {12 sutelde corporate limits. write RURAL and give townshiz) @wirfd
nabip) in this place} i
TOWN Springfield eyt day T TowN Rural 5. Campbell Twsp. }3,
d. FH]O-SLP?.I&;‘ EOOF (If Bot in hospital or institution, give stroct addrom or locstion) dASD?REEESrS (i raral, give loution) ¢
INSTITUTION  Burze Hospital Springfie 1d R,F.D, # T,
aDNEACNE'ESOEFD 8. (Flrst) b. (Middle} © e, (Last) 4. DATE -EM(mth) (Day) (Year)
(Typeor Py TYELMA ELAINE CHASTAIN oeaH  June 18, 19D
5. SEX ’ 6. COLOR OR RACE | 7. VMV{}J%Q'\IIEB E[E\\’ISECIESRRIED. 8. DATE OF BIRTH S'I:GE (Io years| I UNDER | YEAR | O W0OER o HRS.
R , (Bpecify) 3 ) |Monthe| D B Min.
Fetfale | | white resesll |17 June 1950 o (375
102. USUAL OCCUPATION (Giwekindof work | 10b. KIND OF BUSINESS OR IN- | 11. BIRTHPLACE (Btate or foreico eowatey) 12, CITIZEN OF WHAT
done during most of working kife, sven if retired) DUSTRY s COUNTRY?
none none Springfield, HMissouri .S.A.
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE

Warren Chastain

Mable Thonas

ags | none
17. INFORMANT'S SIGNATURE OR NAME

-a# hegrt fallure, asthenia)
ete. It means the dis-
cate, injury, or complica-
tion which coused death.

Mortid conditions, if any, gising DUE TO ® -

IS. WAS DECEASED EVER IN U.S5. ARMED FORCES? | 16. SOCIAL SECURITY ADDRESS
{Yes, oo, or unknowa) | (If yes, xive war or dates of service) r . . .
no no none Warren Chastain,RL.7,Springfield,Mo.
18. CAUSE OF DEATH MEDICAL CERTIFICATION 13;55';& BETWEEN
. Enter only onecattw per 1. DISEASE OR CONDITION . ; . Lt = an AND DEATH
Line for (a), (b}, and () | CVRECTLY LEADING TO DEATH® () Ppneumonigis of »ri-ii ilung day
ANTECEDENT CAUSES
*This does not mean i 91i
e e s e Atelectisgis of r?gpt_lung AQ hours

© tiae to the abore cause (o) elating -

the underlying cause last,

-

-DUE TO {c}

Il. OTHER SIGNIFICANT CONDITIONS

Conditions contributing to the death bul not
related to the disease or condition causing death.

7620

- WORK

19a. DATE OF QPERA- | 19b, MAJOR FINDINGS OF OPERATION '| 20. AUTOPSY?
TION
. ves ] wo [

21a. ACCIDENT (Bpecity} 216, PLACEOF INJURY (a.q..inorabout | 21c. (CITY, TOWN, OR TOWNSHIP) (COUNTY) -(STATE)

SUICIDE bome, Iarm, fagtory, street, ofloe bldg., oto.) N

HOMICIDE C s .
21d. TIME (Month) (Day) (Year) (Houwd | 21e. INJURY OCCURRED | 21f. HOW DID INJURY OCCUR?

OF - WHILE AT[—] NOT WHILE

INJURY AT WORK

WRITE PLAINLY—USING T NFADING BLACK INE—MAKE A PERMANENT RECORD\

2. 1 hereby certify that 1 atiended thedepeased from 6=17 19 50!0 6-18 - , 19 50 that I last saw the deceased
alive on = , 19 ad that death occurred at 82 En , from the causes and on the dale stated above.
23c. DATE SIGNED

tjt b. ADDRESS
70 2/5} Spr mgfleld

1o~ -20-50

24s. BURIAL CREMA

TION., REMOVAL (Bpecily}

uria

19 Junelgs50

24c. MAME OF CEMETERY OR CREMATORY
New Hove Cemetery

d. LOCATION (Clty, town, or county) (State)

DATE REC'D BY LOCAL

| b=-21-3b

REGISTRAR'S SIGNAFURE

/Y

Embalmer’s Staternent on Reverse Side)

Dallas County, Missourl
25 FUNERAL D .

IREGTORS SIGMA AODRESS
EPN A




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 v —
- wes not arterially embalmed ,  Student Embalmer Mo,
working under my personal supervision.
ST gREd cvevsersnsnaccnsonccttosannasnnntnnuasans Licensed Embalmer No 3688

P. O. Address Sorinsfield, lissourd

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

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




