Heslth,
Welfare

Public
Sarvice

g

Doctor, coroner, ate. must use only stondard nomenclature in item 18. Mo symptoms will be listed. All
diseases in Part | must be cosuslly related. Coroner caonnot cortify to o death due to natural causes.

(e

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

THE DIVISION OF HEALTH OF MISSOUR1
STANDARD CERTIFICATE OF DEATH

F”-ED NOV 1 9 I-‘gsaution District No. e /2" ............ Primary Registration District No, .. "V 0 W

D7

q

STATE FII.E NUMBEH

« Ragistrar's Nea. ZO"J_

1. PLACE OF DEA
a. COUNTY

TH
Greene

2, USUAL RESIDENCE (Whare decacsed lived.
. AT
o STATEMi gsouri

I institution: Residence before

b, counTn_reene._°

isshon}

b. CITY (if cutside corporate limits, give TOWNSHIP only)

romi Springfield

Inside Limits

Yex.l No O

c. CITY

Towm Springfield

e;q¢ Y.

Inside Limirs

esX NoD

c. FULL NAME OF (If NOT inhospital, givelocation)
HOSPITAL OR

Length of stay in 1b

d. STREET

{If sutside, give locatian)

Reside on Farm

-

| INSTITUTION at _Johna Hosp. 55 Yrs ADORESS 801 Normal YesO NocX
3 :::l oll'° First Mlddie Last 4, o&‘_r: Monih Day Year
{ Type or prini) auY . D. CHERRY DEATH Nov. 15 » 195 6
5. SEX 6. COLOR OR RACE 1. MARRI!D-E NEVER Marrigp []| & DATE OF BIRTH 9. AGE (/n pears | IF UNDER 1 YEAR br UNDER 24 HRs.
ot Adpthday) [aeniha | D H n.
Male Whi te wipowen [} pivorcep [ 2 Jan. 1881 ’?g - l - - I “
10a. USUAL OCCUPATION (Give kind of work dons 106, KIND OF BUSINESS OR INDUSTRY [11. BIRTHPLACE (City and asate or country) / 12. CITIZEN OF WHAT COUNTRY?T
REYIPELE CBRGTIEEY | Retired Illinois USA
13, FATHER'S NAME 14. MOTHER'S MAIDEN NAME
Henry Cherry Patterson
15, WAS DECEASED EVER IN U. S. ARMED FORCES? 16. S50CIAL SECURITY NO.[17. INFORMANT Address

{Yes, na, or unknown)

No

(If yeu. oive war or dates of serviee)

No

Hospitael Records

Conditions,
which gave
above  cous
alating (he

lying  cause last.

{8, CAUSE OF DEATH [Enter only one cause per line for (a), (0}, and (c).]
PART I. DEATH WAS CAUSED BY

INTERYV
ONSET

AL BETWEEN
AND DEATH

- -
; |
H . - L]
IMMEDIATE CAUSE-(a) 4 - @00

if any,
tisg lo
e (8},
under-

DUE TQ (b)

ot

A

e e T S v = o>

L
DUE To (c)_wMuAAA

WHILE AT
WORK

g

NOT WHILE
AT WORK

O

farm, factory, street, office bidg., etc.)

i

z
=] "PART Ii, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CORDITION GIVEN IN PART I{g} ' 19. WAS AUTOPSY
= PERFORMED?
3 4 i I ves[J wo O}
E 20a. ACCIDENT SUICIDE HOMICIDE | 206. DESCRIBE HOW INJURY OCCURRED. (Enter nafure oj injury in Part I or Port 11 of item 18.)
& ' R = a
3 20c. TIME OF Hour  Month, Day, Year |
INJURY q.m. - .- C . B
a p.m. w-—' A
d —_—
X | 204. INJURY OCCURRED 20¢. PLACE OF INJURY (e. 9., in or about Aome, | 20f. CITY, TOWN, OR LOCATION COUNTY STATE

‘|21 1 atrended the decoased
Iy P

Death occurred at

8_ , 2\-5‘. loML‘:S‘ﬂnd last saw mah‘vc on 1""‘,5 "Sé

m on the date stated above; and to the hest of my knowledgde, from the causes stated.

223, SIGNATURE

{Degree or title)

M D

22b. ADDRESS

609 Cherry -
Soringfield,  Missouri

2Ze. DATE SIGNED

Nhels¢

23a. BURIAL, CREMATION.
REMOVAL (Specifir}

Buris

O.A_AAJ

Z3b. DATE

L1-.17-56

Greenlawn

23¢. NAME OF CEMETERY OR CREMATORY

24, FUNERAL DIRECTOR

%czw@,,w@a

ADDRESS

26.

23d. LOCATION (City, towst, or county) 7' (State)
Springfield Mo,

ISTRAR'S SIGNATURE

Spgfd.Mo.

25. DATE RECD. 8Y LOCAL REG.

(=-S5t

{Licensed Embalmer’s Statement on Reverse Side)




— T

STATEMENT BY LICENSED EMBALMER.

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

Lo o o T 5 - , Student Embalmer No.........

working under my personal supervision..

Student ..o oooiii i Signed% /d . W ........

Signature of Student Embalmer
Licensed Embalmer No,%&

P. O. Address Py
Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. ({
to comply with the above constitutes grounds for revocation of license).
If embalmed by a STUDENT, he also shall sign in his QWN handwriting.
If this'_ body is not embalmed, fact should be so stated above.




