g

- ' - THE DIVISION OF HEALTH OF MISSOURI | ™.,

e FILED MAY 21 1951  STANDARD CERTIFICATE OF DEATH s ke o AL
'BIRTHNO._____ . REG. DIST. NO. _Qg_ Pnn.l;n"r REG. DIST. m.‘?’EQOQR,,,-,,,,,., No....E e
X i. PLACE OF DEATH ) (2. USUAL RESIDENCE (Whare decessed lived, If icsticati idence befars
3 9é a. COUNTY Greene . a. STATE e b, COUNTY Gl‘eene adiniuion).
0 b. Cc',TY (1 outelde corpurste limita, write RURAL .na ‘s’v:.m ,} CST Aliﬁf;rh}:. DE:“ . Cg’g (If sutatde corporats limits, write RURAL azd give mmu? é

TOWN 14 1 dgy TOWN Spﬁ ngﬁ eld -
d. FULL NAME %F’ (It not in hospital or instisution, give strest addresa or location) d. STREET {If rara!, glve location)

HOSPITAL OR ADDRESS 7z
INSTITUTION Vateran's Administration Hogp 635 South Fort
3. NAME OF a. (First b. (Middle) ® c. (Last) -
DECEASED (First) (Last) 4.DATE  (Month) (Day) (Yean)
. { Type or Print) ¥ontie . Parsansa DEATH lh;c 18,1951
5. SEX 6. COLOR OR RACE | 7. x&iﬁ% ISIE\\;'EECLE!SRRIED. 8. DATE OF BIRTH 9, :.?E Un ";“"“ o | ﬂ ; R 1 HES.
. ABpecify) L oum | Min
Iale White roroed - eae” | March 26, 1892 | 59 | |
10a. USUAL OCCUPATION (GiveXind of werk | 10b. KIND OF BUSINESS OR IN- | 11. BIRTHPLACE (Btate or forelgn oomatry) 12, CITIZEN OF WHAT
done during most of workiax lile, even Uf retired) . DUSTRY COUNTRY?
i___ laborer Varied Cedar Gap, Migsouri 1.5.A.
138, FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14, MAME OF HUSBAND OR WIFE
George Parsong -
15. WAS DECEASED EVER IN U.S. ARMED FURCES? 16. SOCIAL SECURITY | 17. INFORMANT'S SIGNATURE OR NAME ADDRESS
(Yea, no, or unknown) | (I yes, xive war or dates of service) RO,

__Yes W |_Unknown Eamwmqspmgﬁ eld, Mo
18. CAUSE OF DEATH MEDICAL CERTIFICATION INTERVAL BETWEEN

ONSET AND DEATH
 Enter only onecauseper | |- DISEASE OR CONDITION
lime for (23, (b}, and () 'DIRECTLY LEADING TO BEATH+) _Left_ventricular fibwillation
ANTECEDENT CAUSES
*Thiz docr ot meon .
the mode of dying, such | Aortid conditions, if any, gising DUE TO médvanced coronary sc a
asbeartfallure, asthenic, | B e ot Tash, extreme generalized pulmonary ]
ete. It means the dis- - [
case, injury, or compld DUE TO () emphysema,

tion which coused deatt. | 11. OTHER SIGNIFICANT CONDITIONS  Gor pulmonale. Healed infarct

Conditions contributing (o the death but not
related to the disease or condition cousing deeth, Left ventricle,

19a. DATE OF OPTE_IROJHN 19b, MAJOR FINDINGS OF QPERATION

20. AUTOPSY?

-
420/ ves ] wo [
21a, ACCIDENT {Bpecify) 21b. PLACE OF INJURY (e.g..inorabout | 21c. (CITY, TOWN, OR TOWNSHIP) (COUNTY) (STATE)
SUICIDE homa, farm, {sctory, streat, ofce bldg., sto.) i
HOMICIDE . . ;
i 214. TIME {Month) {(Day) (Yeas) (Hour) 21a. INJURY OCCURRED | 2it. HOW DID INJURY OCCUR?
oF ‘ e ) WHILE AT [ :NOT WHILE
INJURY : = | woRrk AT WORK
22. I hereby cerlify that /‘iziended the deceased from m.u_,__, 1351 ,toMay 168, ,165)
SRR AR XXX X XIXXX and that dealh occurred at 2225 g m., from the causes and on the date staled above.

L

" --7; 4 ﬁ (Degroa or title) éb. ADDRSSVA Hospital- B E ri\;r—:si%nﬁ

ZAa BURIAL CREMK- 24b, DATE (Bml.a)

TION. REMOVAL
 Dmay / Z /75 :
v ” EUT«EML DIRECTOR' S /31 GMATURE aubnufs

WRITE PLAINLY—TUSING TUNFADING BLACK INKE—MAKE A PERMANENT RECORD

D

<77 sfi’“‘ UE

DATE REC'D BY LOCAL | REGIFfRAR'S SIGNATURE
Emlulmer'c Statement on Reverse Side)

.
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o 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 uceeee..e. ——
,,,,,,, Student Embalimer No.
working under my personal supervision. .
Student uveveneenes crvecrerirenanses Signed... . _.,/_/éj7,,LZ,UM
Student Embalmer . . a . ~
e L o am dban i) 2. : . .6 Licensed Embalm 'No.g..é,.;....o...m... reeerererereranens
P T N _,' A

- e Poostoo o C P. O. Address,Lgf o>l Al W

Now The abgve -MUST BE SIGNED:BY. THE LICENSED EMBALMER in his OWN HANDWRITIN ailure to coinply with
the above constitutes grounds for revocation of license.) '

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




