FLEBUGT 1D 1390 THE DIVISION OF HEALTH OF MISSOUR! 4 : |

No. 300 A
-3 STANDARD CERTIFICATE OF DEATH switieedI99
_ 'BIRTH KO. REG. DIST. NO. KL PRIMARY REG. DIST. NO-GQ_%Q Registrar's No._.......,g.2£_ |
&q g 1. PLACE OF DEATH . . 2. USUAL RESIDENCE (Wbere decossed llved. If institution: residencs belore
. COUNTY . STATE b, ad.ission).
0 : Greene : Arkansas SHA%H Ko3'n
b. C0|TY {11 cutnida curpurate Umits, wtita RURAL and give g:TAl;l'ENGTH oF c. ng {If outside corporate Limite, write RURAL scd give township)
wnﬂhi th
A Town Springfield e S4*days town Hardy, Ark.
oM d. FH!._SLP?_IA_QAMEO%F {If not Lh hoapital or institution, give sirect addres or loestion} dASJ§F§EEgS (If rural, give location}
| 9 esnToron Veterans Administration Hospital
5] ~
= 3 NAME OF & (First) b. (Middle) <. (Last) | 4 DATE (Moath)  (Day)  (Yean)
i (Typeor Print) ~FENPATY | TNSEY E. HALL DEATH et, 12,1450
é 5. SEX 6. COLOR OR RACE | 7. \wnmso. N.Rrsacnégngls . 8. DATE OF BIRTH 1 BY9& 9, AGE {In vesra]'w uz.u .Dm.( ¥ UAOEA o W,
- { y ¥, an Hours | Min.
# (Ecdminle| White kT SS 75 | Dec. 10, 898 | -BE"zE i
5 102. USUAL OCCUPATION (ivexiad ofwort | 10b. KIND OF BUSINESS OR IN. | 11. BIRTHPLACE (Ste or forsiga covatry) 12, CITIZEN OF WHAT
of woTkIing . BTED ™
5 | _ratees Patnter Agnes, Ark, / |
< 13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14, NAME OF HUSBAND OR WIFE
= Jogseph E. Hall Samantha Tncker Iorz A, Hall
& |l 15 WAS DECEASED EVER IN U.5. ARMED FORCES? | 16. SOCIAL SECURITY | I7. INFORMANT ' 5 SIGNATURE OR NAME ADDRESS |
-« (Ypg. nc, or unknowa) (Il yea. siyes war or dates of service) 0. . -
Al yes W T 2036103 Veterans Administration Hospital,'Spg.:Mo.
| & F DEATH . MEDICAL CERTIFICATION INTERVAL GETWEEN
] . DISEASE OR CONDITI
Z N gBecnusoper | 1LY LEADING 10 DEATH? () EXtengive post-traumatic encephalo- 28 days
] O
malacia. .|
i ot mean | ANTECEDENT CAUSES
2 dying, such | Morbid conditions, if any, gicing PUE TO (b)mpressed S fraCtura hd
ey 1t faflure, asthenla, |'* rise to'the abore cnuse (a) stating - - - .
= : the dis- M.e underlying cause last, . é?h?':‘
o d iR or complica- . + . DUETO() -+ 1. . . ]b’ .
Z R used death. | 11. OTHER SIGNIFICANT CONDITIONS . s > 1
= Conditions contributing to the death bl ot . N
3 » . 5 _ related to the disease or condition causing death. - PSR I .
| ;; 19a. DATE OF GPERA. | 190. MAIOR FINDINGS OF OPERATION Depressed skull ﬁacture with exbensi . AUTOPSY?
. £ |10/8/50 “subdural fluid formation, : . | vesd (]
» | 22 AccIDENT (Boecity) 21b. PLACEOF INJURY (o morabort 2lc. (CITY, TOWN, OR TOWNSHIP) (COUNTY) , 'z ¢t (STATE) .
| h . boms, isrm, fagtory. atreet. office s BL4.) - W) :
! Z HOMICIDE  Accident Highway 80:& 63 Near Cabdol Texas M. - o
g 2id. TIME (Meoh) (Day) (Yea) (Houn -| 2le. INJURY OCCURRED | 2if. HOW DID INJURY OCCUR?’ =
i INJURY v = | Yok L] "ar woRK Auto accident, -37. . v tZM oy 1".’.
2 lal hereby certu' that attended the deceased from _SEDI.-_JA.,_ B0 Oct. 12 150 2 I
7z dd ‘
- T POOOONL NN, and that death: occurred at B2 00P m., from the causes and on the date stated above.
g : (Degres or title) | 23, ADDRESS Veterans’ Admind strationz:. oatesienen
«Q e Hosp. Springfield, Mo. 10/12/50
B BURIAL. CREMA- 24b. DATE 24, NAME OF CEMETERY OR CREMATORY | 240, LOCATION (Chiy, town, of comnty) (Btate)
= nzuomu .
3 ﬂg [0-)5-Sp
DATE REC'D av L%%%L REGISTRAR'S SIGNATLRE
L[0—/450




%

STATEMENT BY LICENSED EMBALMER

vy
- L

I hereby certify that the body whose name is recordqi on tl;e reverse side of this certificate was embalmed by me, or by
- * Student Embaimer 8o,

- Signed M @m
Licensed Embalmer\No % r/4

working under my persona! supervision.

P. 0. Address: /@‘,m

Student ..c.ivccennansnee senassrsues vasaesas
Studlnt Enbahnr U

Nohe The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING (Failure 'to comply with

-

the above constitutes grounds for revocation of hcense.)
K this body is not‘e_mbal.m!:d.‘ fact should be s0 stated above.




Affidavits containing erasurcs will not be accepted; draw one line through error and write above it.

. 5138
-15-42

. X3ITMO

MISSOURI STATE BOARD OF HEALTH g .
State of Migsouri } BUREAU OF VITAL STATISTICS *  State File N‘BZ/))‘}“'S—J

County of. GTEEDE AFFIDAVIT FOR CORRECTION OF A RECORD Local Registrar's; N
On this. X780 . day of November 19/50 before me appears '/

C. H, Jamea ................................... , who, upon hJ.B ......0ath, states that the orligmal record ofm
for...Lindsey FE. Hall .. - ,g‘if:‘ll 6: 00PN OCtOber 12 o 1690 _, in the State of
Missouri, and which was filed at Spr:l.ngfleld . on.October 141950, should be corrected as follows:

Item No.....3........ should read Linsey E, Hall . et nea s e s

Instead of . Lindgey E, Hall

Item No... 8 should read.......... December 10, 1893 i
Instead of ... December. 10,1898 : eeeer e s TR R RS e e e
Item No should read..... bt
Instead of_._....... et eeabeoesese et osae it sn e et et sramemetnsmemtan srmteea
Item No...... should read.... '
Instead of .
Ttem NOu oo should read
instead of.....
Ttem No..o should read........
Instead of e eeb st e st b en s e e
Item Now. e should read . e e
Instead of. . ‘ : et ei ettt e et e
Item No should read . . -
Instead of...... . oy

The above is true to the best of my knowledge, information and belief.

(SEAL) B Affiant..... postl
. \ . . » Asst Regls tramelationship: -
. Veterang/ Administration Hospital
e Spﬂ'ngflel&ﬁé“%ﬁ%: ------------------------------------------
Subscribed and sworn to before me thuslvt’h day of - Noyember . 194(.5(1

My Commission expires Notary Public.

My Commissicn Expires December § ,1«5&4_7’% & @Lg(




