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WRITE PLAINLY—USING UNFADING RBLACHK INE—MAEE A PERMANENT RECORD

F”_ED MAR 28 1955 THE DIVISION OF HEALTH OF MISSOUR! !? 92 :
i STANDARD CERTIFICATE OF DEATH $H620 Filt Nowrrmncgomsme
!BIATH KO. REG. DIST. NO, __LZ_L PRIMARY REG. DIST. MO. mﬂmiumr's Ngmgéy“
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where decoased lived, If jostitution: residence before
. COUNTY . STATE » b. COUNT adsnisaion!
. Greerne a Missouri Y Greene™ ™
L T Bl T S| ST e © 08 ‘e inte 7
o ABH Ge oV TOWN Ach Grove
d. FULL RAME OF (If not in bosplual or instiwtion. give utrest address or loeation} «+ STREET (If rarst, gve location)
HOSPITAL OR . ADDRESS . ,
wstiTuTion 1 Mile Narth of Ash Grode 1 Mile North of Ash Gorve
3 NAME OF &, (First) b. (Middle) <. {Last) l 4. DATE {Month)  (Day) (Yean
{ Tupe or Print} ROBERT LEE HOS&EAN DEATHT\JE r Ch 24 195 5
5. SEX 6. COLOR QR RACE | 7. MARRIED, NEVER MARRIED, 8. DATE OF BIRTH 9, AGE (In years| i UNDER t YEAR | & uxDER u nxs,
. WJDOWED._DIVORCED (Bpacify) Last birthday) Muﬂﬂnl Days | Hours | Min.
Male Wnite Married T June 3, 1866 | _88 _ |
IO USUAL OCCUPATION wor 10b, KIND QF BUSINESS OR IN- | 11. BIRTHPLACE . : 3
2 ‘I'qmggto!'ukluu(ﬁb::ﬂlﬁr‘fm:dk - ! 0 U DUSTRY N - (City and State or Foreign &“@ 1ZCSLQ%EP;?FWHAT
armer Springfield, Missouri | USA
13a. FATHER'S NAME 13b. MOTHER"S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
 Alfred Hosmap l Mary Boone. .. | Minnie Hosman
15. WAS DECEASED EVER IN U,S. ARMED FORCES? | 16. SOCIAL SECURITY | 17. INFORMANT'S SIGNATURE OR NAME ADDRESS
(YNna.m unknown) I (1f yea, wive war or dates of sarvice) NO. . .
o) None Minnie Hosman, Ash Grove, Mo,
. MEDICAL CERTIFIC, i - . INTERVAL
18. CAUSE OF DEATH = E ATION - ' ONSET AND DEATH.

. Enter only onecausoper | |- DISEASE OR CONDITION . —
lino tor (a), (b nd (@) | PRECTLY LEADING TO DEATH*(5) C /RCy ¢ Ars ‘?, Cou ¢ 4 psc

*This does not mean ANTECEDENT CAUSES

the mode of dying, such | Morbid conditions, if any, gicing DUE TO (b)
as heart fafture, asthenia, | Tite Lo the above eause (o) stating
ete. I1 means the dis- the underlying cause lost, -

case, tnfury, of comphica- DUE TO (¢} /ﬂﬂ, ¢ ERY - Jc/oraies
tion which caused death. | ‘I1. OTHER SIGNIFICANT CONDITIONS

Conditions contributing to the death but 20t
refated to the dizeare or condition causing death.

CPH"!ru/ ngﬂ LA X"

19a. DATE OF OP_FEJAN- 19, MAJOR FINDINGS OF OPERATION - : 20, AUTOPSY1T.
_ 3.3/ X ves (1 wo O
21a. ACCIDENT (Bpecity) 21b. PLACEOF INJURY (e.g..ln orsbout | 21¢. (CITY, TOWN, OR TOWNSHIP) (COUNTY) (STATE)
SUICIDE boma, farm, tactory, strest, office bldg., st0.}
HOMICIDE . .
21d. TIME (Mopth) (Day) (Year} (Hour) 21e. INJURY OCCURRED | 21f, HOW DID INJURY OCCUR?
. WHILEAT ] NOTWHILE
INJURY m. | WoRK AT WORK
2. I hereby certify that I attended the deceased from "_/"_U__fé_____ 19_.,2 lo 241 2¥ 19 “"" that I last saw the deceased
alive on _i_’!_‘L_ 183" and that death eccurred at3:. 00 8., from the causes and on the date stated above.
23s. SIGNAT, {Degree or ti 23b. ADDRESS &, DATE SIGNED
d?’ ./@,/\ Do: ' lead o, P s
TAQONB};ER[A\}.ALCREMA- 24b. DATE | . 24z, NAME OF CEMETERY OR CREMATORY 244, LOCATIOP.I {Oity, town, or county) (Btata)
I ) P .
B T 3 26~ 55 Asnr Grove Ce,mefpr-v Ash Grove, Mo, )
DATE REC'D BY LOCAL ISTRAR'S SIGNATURE / ERAL DI REC u s 81 sunuut ABORESS
3-24 58| 7 < -fao.

(humed Embalmer’s S:a:cmem on Reverse Su'!e)




STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was emb:

BY Me, OF DY .o rriicniiticiaeerariieressermanaramtcsatasanscssssnassessncanmnannes R, ' Studzx;t Embalmer No............

working under my personal supervision..

Student.....ccovvrucirrciiiii i eeraa e
Signature of Student Embalmer

Licensed Embalmer No.../...7 .

‘ P. O. AddreseAﬂ' ﬁ""

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

If embaimed by a STUDENT, he also shall sign in hiss OWN handwriting.

14 this body is not embalmed, fact should be 50 stated above.




