Mo, 300
10.48

WRITE PLAINLY—USING UNFADING BLACK INK-—MARKE A PERMANENT RECORD

THE DIVISION OF HEALTH OF MISSOURI
STANDARD CERTIFICATE OF DEATH

ALED APR 25 1955

REG. DiIST. NO. Zd‘ 3 PRIMARY REG. DIST. NO.

State File No

M Registrar's No"l}xo.

« BIRTH NO.
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where daceased lived. 1 institution: residence before
diniseiont.
a. COUNTY Greene a. STATE Paissour.l b. COUNTY Gl"e ene adinission}
b, %1';‘! {1t outoide corpurats limits, write RURAL and give ?rAl;FNGTH OF c. ng s d. Ta Restdence within imits ;_
town Springfield rormabie? m‘é’;{‘i A town Bols D'Are. Rok: o
d. FEHJ(EJJS_PE{'&AN!"-EO%F {Il not in hoapital or inatitution, give streot address or location) F.‘ AS[')TDRREEE;S 41 rurll give loeation) ﬁ 3 y =
instiruion St. John's Hospital Bols D'Arc, Missouri /
¥ NAME oF a. (First) . (M1ddie) ¢ (Last) o[ oatE (Month)  (Day)  (Yean)
(Typeor Print)  LORAN D. BOLIN .-~ OFATH April 16, 1955
5. SEX E 6, COLOR OR RACE | 7. MFD%F%'!'EB PEI)IE‘YOEECIESRRIED}Z 8. DATE QF BIRTH 9. I:\.GEh&l::-;n 1\: UNDER | YEAR | F UNDER u nms.
% N (Bpeclf: X s t ¥, onthe | Days | Hours | Min.
Male White Married 19 May 1915 39 ,
10a. USUAL QCCUPATION {Give kind of work | § KIN OF EUSENESS OR _IN- | 11. BIRTHPLACE 12. CITIZENQF W|
dons during manofworhin(lue.evenl:f ::trr::i) & DUSTRY [Ciy and Stace or F"".n G’“"”O COUNTRY? HAT
Merchant Serv1ce St.ation Nixa, Missouri U.S.A.
138, FATHER'S NAME 13b. MOTHER"S MAIDEN NAME . 14. NAME OF HUSBAND OR WIFE
v William Bolin Addle Seaton Orpha Mae Bolin
15. WAS DECEASED EVER IN U.5.ARMED FORCES? | 16. SOCIAL SECURITY | 17. INFORMANT'S SIGNATURE OR NAME ADDRESS
(Yes, no, or unknown) | (If yes, £i daten of service!
no-griskaona) | (lyen, sy var g e oteervie 1032164997 Orphe M. Bolin,Bo isD'Arc, Missouri
i8. CAUSE OF DEATH - ’ . - MEDICAL CERTIFICATION . INTERVAL EETWEEN
. Enter only onecauseper | |. DISEASE OR CONDITION _ ONSET AND DEATH
line for (8), (b, and (o) | DVRECTLY LEADING TO DEATH®(s) S oo
*This does mot mean ANTECEDENT CAUSES
the mode of dying, such | Morbid conditions, if any, gising DUE TO (8)
a8 heart fallure, asthenia, | 7ise to the above couse (a) stating ‘
de. It means the dis- the underlying couse last.
care, injury, or complica- DUE TO (c)
tion which caused death. | 11. OTHER SIGNIFICANT CONDITIONS
Conditions contribuling to the death but not
related to the dizease or condition causing death,
DATE OF OPERA- 50, MAJOR FINDINGS OF OPERATION e - 20, AUTOPSY?
~TION B
YES NO D
21a ACC[DENT (Bpecity) 21b. PLACEOF INJURY (e.g..inorabout | 21¢. (CITY, TOWN, OR TOWNSHIP) (COUNTY) (STATE)
DE home, farm, tactory, street, office bldg.. ave.)
HOMICIDE .
2td. TIME (Month) (Day) (Year) (Hour) 21le. INJURY OCCURRED | 2if. HOW DID INJURY OCCUR?
oF : WHILEAT[—] NOT WHILE
INJURY WORK AT WORK

19;/ to "/’ /6 - ISljthat I las! saw the deceased

21 hereby certify that 1 atlended Lhe deceased from /- A=
alive on and that dealh accurred atT

s ., from the causes and on the date staled above.

23a. S1 URE

y WW?‘

/m 23c. DATE SIGNED

/735

24a, BURIAL, CREMA- | 24b. DATE 24z, NAME OF. CEMETERY OR @EMATOHY 24d. L (City. fown, cr county) T {State)
1L 18APP111955‘ Clear . Creek Cemeter Gr’ecne Ccoufity, Missourl.

DATE REC'D BY LOCAL

AL I?STRAR'S S]GNATURE
Y~/ G-5

- FUNERAL DIRFETOR'S S1GNATURE DRESS
)24 LM Apafied fptsan




——__—__—ﬂ——_w_—-'——_——_'—u—“—#—_
STATEMENT BY LICENSED EMBALMER

1 hereby certify that the body whose name is recorded on the reverse side of this certificate was emba

BY MeE, OF BY .ot iiiiiiioiiecreaean sttt mtamaan s ias e rnas Cicsans , Student Embalmer No............

working under my personal supervision..

Student.cccviiereaarercscrianssaretorraaaassesnanans
Signature of Student Embslver

-Licensed Embalmer No.. 7.7,
Springfielid,
P. O. Address _Missouri.....

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 embalmed by a STUDENT, he also shall sign in his OWN handwriting.

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




