PELRMANENT RECORD

WRITE PLAINLY—USING UNFADING BLACK INE—MAEKE A

' THE DIVISION OF HEALTH OF MISSOURI
. Dr, RtmseJQ5834

18, CAUSE OF DEATH e ICAl T1
: 1, DISEASE OR CONDITION 1% 2 é
- Enter only onecaustper | T4, oe Tl 'Y LEADING TO DEATHY (g)

FILED AUG 29 1955 STANDARD CERTIFICATE OF DEATH State Fie Mmoo
! BIRTH NO. C‘Sré/ 7(? -5'37“. DIST. NO. /!.E i PRIMARY REG. DIST. NO. _42f P D Registrar's Nowmud é é?"A
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where decowsed lived, ! loatitusion: residence belors
a, COUNTY GR:E-qu - 'ar STATE b, COUNRTY nidinlslon).
— GREENE—
b. CITY (it outeide corpurste limils, writs RURAL and give c. LENGTH OF ¢. CITY d. In Residence within Limits of
R township) | STAY (in this place) OR W city of.incorpora own?
TowN  SPRINGFIELD 1 de Town SPRINGFIELD Yer No f
d. FULL NAME OF (It not in hospital or institution, give sttect address or locatien) o STREET (I rural, give locatlon) D &
HOSPITAL OR ADDRESS I4
INSTITUTION  GTTY HOSPITAL RURAL, ROUTE #9
a DECEASOE’B a. {First) b. (Middle) ¢. {Last) 4. DS'EE {Month) (Day} {Year)
(Type o7 Print) LILES INFANT DEATH A Qqee
5, SEX 6. COLOR OR RACE | 7. MARRIED, NEVER MARRIED, 8, DATE OF BIRTH 9. AGE (Io years| IF UNDER | YEAR [ IF UNDER M mas
WIDOWED, DIVORCED (Specif, last birthday) |Monthe| Days | Hours | Min.
+£7 . — | ="13
10a. USUAL OCCUPATION (Givekindof work | 10b. KIND OF BUSINESS OR [N- | 15. BERTHPLACE . . o 12. CITIZE
done Buring most of werklng lits, wran f rerired) | - DUSTRY (City wad State or Forsiga Countey) (™) | 125/ NERN OF WHAT
infant . SPRINGFIELD, MISSOURT U.S. 4,
138. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14, WAME GF HUSBAND'OR ¥IFE
WALTER 1LIIES . GOLDIE FRIEND TNFANT
I5. WAS DECEASED EVER IN U.S.ARMED FORCES? | 16. SOCIAL SECURITY | 17. INFORMANT'S SIGNATURE OR NAME ADDRESS
{Yes. D0, o7 unknown) | (il yom, give war or dates of vervice) NOC.
NONE

line for (a), (b}, and (c)

o Thia docs mot mean | ANTECEDENT CAUSES / t é /)
the mode of dying, such | Morbid conditlons, if any, gieing DUE TO (b)

as kear! failure, asthenia, ”;“ to the above amsf (o) stating
ele. 1t means the dis- | © ¢ underlying cause lasl.

case, injury, or complica- DUE TO (€)
tion which caused death. | 11, OTHER SIGNIFICANT CONDITIONS

Conditiona contributing to the death bud mtof 7é 2 5

related to ke disease or condition causing death.

19a. DATE OF OPERA- | 19b. MAJOR FINDINGS OF OPERATION 2, AUTOPSY?
TION
) - YES D NO E

21a. ACCIDENT {Bpecity) 21b. PLACE OF INJURY (o.g..dnorabout | 21¢. (CITY, TOWN, OR TOWNSHIF) - {COUNTY) (STATE)

SUICIDE homa, farm, factory, streat, office bldg., e10.) N

HOMICIDE .- - .
21d. TIME {Month) (Dar) (Year) (Hour) #e. INJURY OCCURRED | 21¢. HOW DID INJURY OCCUR?

- WHILEAT[—] NOT WHILE
INJURY = | WoRK AT WORK ~

2. I hereby cﬁ'iy thot I attended the deceased from — gl‘?_.“ IQJ hat I last saw the deceased
alive ont L , 19 and that death oceurred al M& Jrom thekauses and on thc date stated above.

23a. SI TUR Degree or tme)Ui 23b. M’?(

23¢. DATE SIGNED

F-R¥ESS

TION, REMOVAL (Bpecity)

24a. BURIAL, CREMA- [ 24b. DATE | 24c. NAME OF‘CEMI'-.TERY OR C'EMATORYE; ’éd LOCATION/(City, town, or cou.nty) (Btate)

Burial - Yali4 Greanlawn Comdtary

DATE REC'D BY LOCAL | REGISTRER'S SIGNATURE

FUNERAL DR Tog 1 CHATURE AD RE4:
z. i / / DRESS ////

EG. .
?_; - : ! 4. Ly " poL1 2yl ; '1"4—-—’4--_# .v/_/‘_“.p/’

(Licensed Embalmer’s Statement on Qhsdefy Sid -:‘:.9’
O’



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, orby ............. et eteamatasamreaeee e caetaseteraemssseseessestesasTrrersanrnns

working under my personal supervision..

THIS BODY WAS NOT EMBALMED

Student ... oo iiiiieiiiaiicicae e asieraas Signed .. .ot
Signature of Student Embalmer

P. O. Address ___...........ccnuvun.

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (F:
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.




