No, 300
10.48

UNFADING BLACK INK—MAKE A PERMANENT RECORD.

PLAINLY—USING

WRITE

FILED DEC 28 1955

THE DIVISION OF HEALTH OF MISSOURI
STANDARD CERTIFICATE OF DEATH

State Filc No. 4U

000

BIRTH NO, RES. DIST. NO. :@: PRIMARY REG. DIST. NO. " _— T - Registrar's No. ...//3‘ ............ .
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where decossed lived. 1f instizution: reaidence befora
a. COUNTY - Greene a. STATEM4 ggouri b. COUNTY (Jpaene *dniwbs.
b. CITY (1t outcid URAL and giv ¢. LENGTH OF c. CITY ence w o
gr o < Guiighetdones i, &g i g ek
TOWN Town  Springfield | ERTTRTET
d. FH(I)-IS-PFTAAME OF (1f not is hglul or lnnit.uuan give stroot addrom or location) . Ag[;zREEEIS; (If rural, give location) , _a 5 “r ‘O
INSTITUTION urge Hospital + 1663 E. Commercial
3. NAME OF a. (First) b. (Middle) c. {Lasat} > 4. DATE (Month) (D
DECEASED : r 5y) ¥ ?%
{ Type or Print) RENZIE MAYFIELD DEATHDeO. » 19 .
5. SEX 6. COLOR OR RACE | 7. MARI}'!'EB NIE\‘;EEC'SBRRIEDJ 8. DATE OF BIRTH 9.1:\‘GE und:nn l\l; CNDER | YEAR | F uaDEm u s,
(Bpeclt, ¥) ootha| Days | Bours | Min,
Male White farried 25 March 1899 | “B&*“” ™| [
102, USUAL OCCUPATION (Givekind of work | 10b. KIND OF BUSINESS OR IN- | 11. BIRTHPLACE . . y 3
dona during m_“l'oru“m...:w‘h :-!::dl : DUSTRY {City ead Stete or Forsign Country) @ |Z£LTJ1I_E"¢?FWHAT
n Brocery Store Misgouri
13a. FATHER'S NAME 13b. MOTHER™S MAIDEN NAME 14. NAME OF HUSBAND'OR WIFE

- Albert Mayfleld

Jane Walker

| Elsie Mayfield

22, I hereby certify that 1 atlended the deceased from
ghiveon 12-18-55_, 19

15. WAS DECEASED EVER IN U.S5. ARMED FORCES? 16. SOCTAL SECURITY | 1. INFORMANT'S SIGNATURE OR NAME ADDRESS
{Yes. no, 01 unkoown} | (Il you, wive war ar detes of service) NO.
Unknown Hospltal Records
18. CAUSE OF DEATH . . MEDICAL CERTIFICATION 'g;g“ﬂlhgn&m
. Enter only oneceuse per 1. DISEASE OR CONDITION M Ocar DEATH
Jine for (8), (b), aod () | PIRECTLY LEADING TO DEATH (o) y dial insufficiency yr
. ANTECEDENT CAUSES
*This does mot mean Hypertensive cardi
the mode of dping, such | Morbid conditions, if any, giving DUE TO (b) yP o vascular diseasp 3 yrs
as keart fallure, asthenta, | Tise to the abore couse (a) stating
cic.. It means the dis. | (e underlying couse fast..
case, injury, or complica- DUE TO (¢}
lign which caused death. | 11 OTHER SIGNIFICANT CONDITIONS ,
Conditions contributing lo the death but not - .Zf
related to the dizenze or condition causing death. A/ 5 X
19a. DATE OF OP_FEJAN- lQb. MAJOR FINDINGS OF OPERATION 20 AUTOPSY?
ves L] wo [~
21a, ACCIDENT (Bpecity) 21b. PLACE OF INJURY (e.x..lnorabout | 21c. (CITY, TOWN, OR TOWNSHIP) (COLINTY) (STATE)
SUICIDE boms, larm, fastory, strest, office bldg., eta.}
HOMICIDE _
21d. TIME (Moats) (Day) (Year) (Hour) ?le. INJURY OCCURRED { 21f. HOW DID INJURY OCCUR?
OF | wHILE AT NOT WHRLE
INJURY . . WORK AT WORK
4-22-53 o 12- 18-55.

, 19—, that I last saw the deceased

, and that death oceurred at ]-__-_S_S.Bn from the causes and on ihc dale stated above.

Tk @ e e

23> ADDRESS 1 630 N, Jefferson |z DATEsiGneD

( :cen.nd Emba[mer

Springf 2-21-55
%’1BHRN:6\\}.ALC§EMA. 24b, DATE, 24=. RAME OF CEMETERY OR CREMATORY 4 24d. LOCATION (Olty, town, or county) (Btate)
{ ¥) .
uriel " 112-21-85 Rock Prairie olk County Mo .
DATE REC'D BY L%%%L REGJSTRAR'S SIGNATURE'- 5. FUNER‘L DIRECTOR'S 516GKA ) ADDRESS
12 -2 1S (PAerk. 7l - ‘_‘ 7, acrpcir Springjield Mo.

itement on Rcv i Side) /”r
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STATEMENT BY LICENSED EMBALMER
I hereby certify that the body whose name is recorded on the reverse side of this certificate was emb:
DY M, OF DY it iiiiiiremscateacetnrattsvaresrassssarasssaancssarsnssranca PP

. Studeﬁ.t Embalmer No.
working under my personal supervision.

..........

Student.......ocooiiieiiairiiiiirrercriraar i raaaeas

Signatare of Student Embalmer

Note:

The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OW,
to comply with ‘the above constitutes grounds for revocation of license).

If embalmed by a STUDENT, he also shall sign in his OWN handwrttmg.
¥4 this body is not embalmed, fact should be so stated above.




