THE DIVISION OF HEALTH OF MISSOUR! VI M'1:'111'01«'13

A ]
was |  HEDFEB 181952 SVANDARD CERTIFICATE OF DEATH state pite Non FOLQD
& BIRTH N-O. REG. DIST. WO. _ZLZ_ PRIMARY REG. DIST. RO, _M Regittrar's Na_/%j....
54 I. PLACE OF DEATH 2. USUAL RESIDENCE (Whers d d lived. If fnetitutlon: residence befors
d 2. COUNTY  oontNE a. STATE  MISSOUKRL b, COUNTY GREENE  sdwimton).
b. % 'I!;Y {1t outolds corpurate limits, write RURAL lnd‘::v:. vion §T LENETH 05» c. C g’Y (If outeide corporate ilmits, write RURAL and give wwnlhip) é
TOWN SPRINGFIELD o ST gip 1SRy SPRINGFIELD
d. FHIGIE_:P#ABEEO%F (1f oot ia hospital ar Insttution, give streot addrem or location) d'ASJB?EEEESTS (If rural, give location}
insriTurion  CITY HOSPITAL 716 N. Brown St.
3. NAME OF a. (First) b. (Middle) c. (Last) ‘ 4. DATE Month De.
(et or rint) WILLIAM THOMAS PALLIN o Feb) 1ok
5. SEX 6. COLOR OR RACE | 7. MARRIED, NEVER MARRIED, | 8. DATE OF BIRTH 9. AGE (In year| IF UNDER | YEAR | 0 0ORR 14 WD,
Male | Wite WIDQ,yLEa c_?'vé’&cm (Epecliy).-| oo ept.2l, 1 860 Inst blréhiny) Monthy , Days | Hours I Min.
10:. USUAL OCCUPATION (Give kiad of work t0b. KIND OF BUSINESS OR IN- | 11. BIRTHPLACE (3tate or forclgn oountry) / 12. CITIZEN OF WHAT
one during most of working life, aven If retired) DUSTRY COUNTRY?
Retired Stone son Stone Mgson Arkansas VSR,
13a. FATHER'S NAME 13b. MOTHER™ S MAIDEN NAME 14. WAME OF HUSBAND OR WIFE
 James Fallin Nancy Rogers: Deceased
I5. WAS DECEASED EVER IN U.S.ARMED FORCEST | 16, SOCIAL SECURITY 17, INFORMANT" 5 SIGNATURE OR NAME ADDRESS
(Yes, mﬁomw") Il yea, rlnn__r—m-d.uuofurdoe No NO. Mrs. Etta Bills, 19021— w‘ Chestnut
j?ﬁ:’f,i;’;gﬂ{,‘; I. DISEASE OR CONDITION MEDICAL CERTIFICATION onser P
Iime for (a3, (by, and o | DVRECTLY LEADING TO DEATH® 4 AT

« T2 dots oot mean | ANTECEDENT CAUSES
the mode of dying, suck | Morbid conditions, if any, giring DUE TO (b)

|08 heart fallure, asthenda, |, rite fo the abose cause (o) stating . . .
il It tmeans the dig. | ihe underlying couse ldat.
case, infury, or compli — - D,UE To, (c'). — T RSra —
tion whick coused death. | 1. OTHER SIGNIFICANT CONDITIONS -~ ™ ° R o
Conditions contributing to the death bud a0t
related to the disease or condition cousing death, R . .. N
— 19a.. DATE. OF OPF;FE,‘,‘.," 190:"MAJOR FINDINGS'OF OPERATION.* * 't %7 7.0 % o 7o i 'é O 20} AUTOPSY?
Yltflo X | O wO
25a. ACCIDENT Specity) 21b. PLACEOF INJURY (e.x..lnorabout | 2ic. (CITY. TOWN, OR TOWNSHIP) . (COUNTY). .. (STATE)
5 caff e o SUICIDE™ <+ v " e home, farm, tastory, stroet, office bldg..s10.) e - °
-. HOMICIDE
2id. TIME (Month) (Day) (Tear) (Hour) 2le, INJURY OCCURRE_D 211, HOW DID INJURY OCCUR?
- - WHILEAT[T] NOT WHILE
INJURY . - WORK AT WORK
2. ] hereby certify that I altended the deceased from _ 2 = 7 19 I 4o _._"_’_"{;... 18T T4hat I last saw the deceased
alive on __'7_'/47_.. IQ_J'_L; and that death occurred at .LS_P ., from the causes and on the date staled above.

L' SIGNATUR

0 (Degres or tiu:’l 23b. %

24a. BUR'AL- CREMA- 24;. NAME OF CEMETERY OR CREMM B ty) (Gtate}
TION. REHOVEL ot - / Ve -f',d Maple Park . . Springfield, . Moy

DATE RECD BY ml_ ISTRAR'S SIGNA 2. FUIERAL DIRECTOR'S SIGMATURE ADDRESS B
ﬁl—/é 5'2.-- { ﬁm W&Herman H, Lohmeyer, Sprlngfleld Mo. ]
(L:nﬂ Eﬁ. Staternent on Rm Side)

v

WRITE PLAINLY—USING UNFADING BLACK INE—MAKE A PERMANENT RECORD




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

ﬁ'Ol’Hﬂz undetlny FI"EHI‘ supervist Student imbdaimer 'Oo-o..ooco.o..oooloco sessesn

.‘ dl.Il-l......'..‘........'..l...ll.ll. 0

Trane Studant Enl_nlaur . : wmd Embalmer N ’yrﬁ{ v
P. Q. Address

Note:  The shove-MUST BE-SIGNED BY THE LICENSED EMBALMER in his OWN l-!ANDWRn'ING. (F/ to” comply "with
the sbove constitutes grounds for revocation of license,)

chabodyunotembdmed.faat}wddbewmdlbove.




