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ERMANENT RECORD\

WRITE PLAINLY—USING UNFADING BLACK INE—MAKE A P

| PlED SEP

THE DIVISION OF HEALTH TOF MISSOUR!
STANDARD CERTIFCATE OF DEATH

REG. DIST. no/ 2 5/ PRIMARY REG. DIST. no.JQ'O"Qmmm‘:No...;.._,.z..&.f........

111950

State F;Jc No... 26586

Ben Dillbeck

nknown

' BIRTH NO.
1. PLLACE OF DEATH 2. USUAL RESIDENCE (Where deosased ilvad. 1f institytion: residence befors
a. COUNTY Greene a. STATE MiS sour i b. COUNTY Greene adinisafon).
b. CITY (I outeide corpurate limits, write RURAL and give c. LENGTH OF ¢. CITY (If outside corporate limits, write RURAL and give mmm,;
— rownship) | STAY (in this place) é
oW Springfield rom  Springfield 39
d. FULL NAME OF (If oot in heapital or izatitution, give strest addres or location) d. STREET ve tion) O
HOSPITAL OR ADDRESS g h
INSTITUTION tal 136 * Lﬁent‘on
3. NAME OF a. (First) b. (Middle} ©. (Last) 4. DATE {Month) (D“i gim)
(Type or Print) Margaret Jane Henry pearn  Sept. 5 1850
5. SEX / 6. COLOR OR RACE | 7. MARRIEg ]‘SIIE\\;'EECQSRRIED ,8. DATE OF BIRTH 9. AGE (h;:r;;n ;‘! m:;:u lbv'tu o UNDER u W3S,
(Bpecify)~ oo ays | Hours | Min
Female ! | White ¥ dow #"1 sept. 1864 | ‘B [ D | e
10a. USUAL OCCUPATION (Oiveklud of work | 10b. KIND OF BUSINESS OR IN- [ t1. BIRTHPLACE (Biste or {orelgn sountry) / 12. CITIZEN OF WHAT
done duri of 1ife, if retired)
e HOUSEWTLE In.-Home Illinois TRY?
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE

Deceased

i an heart failure, asthenia,

i5. WAS DECEASED £VER IN U.S. ARMED FORCES? I

16. SOCIAL SECURITY

Ldn. INFORMANT 5 S!GNATURE OR NAME ADDRESS

line for (8}, (b}, and (e}

*This does not mean
the mode of difing, such

de. It means the dis-

DIRECTLY LEADING TO DEATH* (o)

ANTECEDENT CAUSES

MMorbid conditions, if any, giving DUE TO (b)
* rise'to the above cause (o) sfating

the underlying couse last.

. (Yea; per. or unknown! oa, give war or dates of service NO s
bt {0 atyo.sl cuten of sorvies No rs. Frank Allen Springfield, Mo,
18. CAUSE OF DEATH MEDICAL CERTIFICATlON INTERVAL BETWEEN
. Enter only onecauseper | |. DISEASE OR CONDITION _&‘! co‘z_ /If

ONSET AZ DEATH

,&MMAJQ
DUE TO {¢) GMACW—W MJ Aﬂ-ﬂ

eqse, infury, or N
tion whick caused death,

11, OTHER SIGNIFICANT CONDITIONS

Conditions contriduding to the death but not
related Lo the disease or condition causing death.

tge ‘/#eq,‘
J LaX

19_a Q and that death ocourted at =2 = =

19a. DATE OF OPERA- | 15b. MAJOR FINDINGS OF OPERATION 20/ AUTOPSY?
TION .
YES D NO @’
21a. ACCIDERT (Bpecify) 21b, PLACE OF INJURY (o.x..inorabeut | 21¢c. (CITY. TOWN, OR TOWNSHIP) (COUNTY) (STATE)
SUICIDE homa, farm, factory, street, offloe bldg..eta.)
HOMICIDE
2id. TIME (Mooth) (Day) (Year) (Hour 2le. INJURY OCCURRED | 21f. HOW DID INJURY CCCUR?
WHILE AT NOT WHILE
INJURY WORK AT WORK
22. T hereby cegify that I atjended the deceased from At o 'nb- Ugasha to ) 19-&, that I last saw the deceased

m., from the cauaes and on the date stated above.

23a. ATURE

i
alive onw,

0 {Deegree or title)

Z3b. ADDRESS Z%. DATE SIGNED

Spunﬂﬂdi 2o (74

. DATE v

-7-50

24c. NAME OF

AY

METERY OR CREMATORY

meTeRY

r L.OCATlON( ¥, town, of county)

(Gtate)
EAR SEYMoUL

>

REGISTRAR'S SIGNATU

fa] A

€
M@

Mo
5. FUNERAL DIRECTOR'S 51 GNATURE ‘ADDRESS

J. W. Klingner & Co. Springfield

i 1cng Embalmer’s Statenent on Reverse Side)

ot e




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 eceneece

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

oI /]

SIgm’d"”“"-5.1._':.;a.,;.t"E',;;;Tn;;}”.”"”"" Licensed Embalmer No )7// 7/é
u

T, ..
working under mx'personal supervision,

8 : .
. P. O. AddW
Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN WRITING. A Failure to comply wit

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




