ﬁ THE DIVISION OF HEALTH OF MISSOURI 33649

e, RLED OCT 29 1458 STANDARD CERTIFICATE OF DEATH - Pt
ublie Registration District No. -/2..g ....... Primary Registration District No, .o 0L Registfur‘:-No.Q,é[‘.’A—’--
ervice -
1. PLACE OF DEATH 2. USUAL RESIDENCE {Whete deceased lived. If institution: R"idonsn balore
admission)
9 o COUNTY Greene o STATE _ Missouri * COUNTY Greene
?0506 b. C(l;;f (1f outside corporate limits, give TOWNSHIP only) | tnside Limits <. C(I)'I;EY ' qL? Inside Limits
Tow _ Springfield YesUy NoO 1om  Soringfield, p? [DYeX Moo
e Eglgll;l_llzl:\t\tlEogF (if NOT inhespital, give location)|Length of stay in 1b 4 SYREET {IF outside, give location) Reside on Form
= institution Handley Hosp. 40 yvears s0bREss 928 E. Chestnut YesO NoGh
-g' 3 :::t“lsol:'b First Middle Last LN Dg"’_l't: Month Day Yeor
" (Type or print) Annie Lewis Farmer CEATH Y b her 17’1956
° 5. SEX \ 6. COLOR OR RACE  |7. mapmiep [] never Marpgen (]| 3 DATE OF BIRTH 9 ;:;Ji?nmavr): ::r::cn ID:E':R |r;:fnlz:;s..
= Female White wipowep [ ovorgdo [l Qctober 10, 1873 83
3 10a. USUAL OCCUPATION (Giufl'ind of rwork dorie {100, KIND OF BUSINESS OR INDUSTRY [11. BIRTHPLACE {City and xtato or country} 12. CIMIZEN OF WHAT COUNTRY? g
E w during most of work:‘_no life, even if retired)
s% o Housewife In Home Levelgreen, Kentucky USA
E 5 13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME
= v
s o & Arren G, Lewis Meda Ann Greer
z w 15. WAS DECEASED EVER IN U_5. ARMED FORCES? 16, SOCIAL SECURITY NO.[!7. INFORMANT Addreas
- {¥es, no, or unknown) {If yra. give war or dales of srvics) - . . .
w | None Mrs. Lucy Aldrich Springfield,¥o..
e 1B, CAUSK OF DEATH [Enter only one couse per line for (o), (B), INTERVAL BETWEEN
x PART . DEATH WAS CAUSED BY: ONSET AND DEATH

IMMEDIATE CAUSE (a)

Conditions, if any, BUE TO (&)

which gave.rize fo . R N v . L 4 T .

- shove couse ;j. - s Y . P S L / = . 1. .t
atating the under. X : )
lying cauae last. DUE TO (&) —

- PART i1, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TG THE TERMINAL DISEASE CONDITION GIVEN IN PART H{a)} B L2 F\"IEA; ég;gg\f

) . “ - ves ) nofcl
20a. ACCIDENT SUICIDE HOMICIDE | 20b. DESCRIBE MOW INJURY OCCURRED. (Enter noture of injury in Part 'or Part 1 of item 18.) ~ ’
. O 0 O |«
< . TR

sually related. Coroner cannot certify to o death due to natural causes.

20¢."TIME OF Hour ,Monih, Bay, Year |- W

" 'MEDICAL CERTIFICATION

“USE'ONLY BLACK INK OR RIBBON TYP

Sa t@ L5 THUCINIURY | carm A L .- IR R
s p.m. K . R '
Y- '\?‘;: 20d. INJURY OCCURRED - -| 2e. PLACE OF INJURY (e. g., in of chout home, | 20f. CITY, TOWN, OR LOCATION COUNTY STATE
: WHILE AT [’ NOT WHILE O farm, factory, street, office bidg., ete.)
. X, | work — AT WORK ) f
A | oren T ' o
R Y TS N T
S 21- I attended the dacoased fram 9-20.56 L to 10=17= 56 and last saw ;'.:; alive on —1021—7—5-6———-
' ' Death occurred at A - m on the date atated above; and to the best of my knowledge. from the causes stated.

GNATURE . el

4

ortitle) . . e Fry AODRESS ) 7 . L - .- - |22 oaTE sicpED
i e L
23¢. NAME OF CEMETERY OR CREMATORY - 2. rocaTipACity, town. or county) ~ /  (Stcke)

Buria |Oct. 19, 1966~ ° Greenlawn springfield, Missour

24. RAL DIRECTOR ADQRESS 2 - 25_ DATE RECD. BY LOCAL REG, |25, BEGISTRAR S SIGNATURE -
RIS Ao [2° .
PR - f0-RS I L |\ oI Mﬁ‘.,‘ /

: e e
{Licensed Embalmer’s Statement on Reversa Side)

WOLTRE, LRTONer, Wit YAl Use Lty atdidald NioMmanhciaiure I 1Tem jo.

diseases in Part | must b
¥
[-]




STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was em
By me, OF by . ittt eanesaeie st a it mr b n e an » Student Embalmer No..........

-working under my personal supervision..

Student.....cooovesiiiriiiiiririrrareees ceemeneeanaas
Signature of Student Embalmer

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.

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




