Q ¢ 4-9‘:-4‘.. THE DIVISION OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH

STATE FILE NUMBER

.l-'f o HLEU JAQ 1 4fggglstrcnon District No - e fer B Primory Rogistrotion District No. . CRABDD Registear's No. @0 0hor....

1. PLACE OF DEATH 2. USUAL RESIDENCE {¥here detwased lived. If institution: Residence bufore
o. counTY Greene o STATE Miggouri ° COUNTY Greene™
0‘ b. CITY {lf cutside corporate limits, give TOWNSH|P only) | lnzide Limits c. CITY Inside Limits
1-56 T%st S'Dringfield YUS‘K No D T%‘;"N Springfield mzq‘é " Y—a% Neo O
e. Iﬁgé#l?:l’j%gguf NOT inhospital, give location)[Length of stay in 1b 4. STREET LP ar oufslde(fwe Ioculmn) Reside on Farm
INSTITUTION 2UI'ge Hospital 2 Hres. ADDRESS 29 W. YesO No
3. NAME oF First Middle Last 4. DATE Monih Day Yiar
DECEASED o
(Type or print) RACHEL MARIE ANDERSON oEaTH JATL, 8, 1957
5. sEX 6. COLOR OR RACE 7. MARRIED [] NEVER MA,&,&D g{a_ DATE OF BIRTH |9A AGE (Im years | IF UNDER | YEAR JIF UNDER 24 HRS.
tasi.birthday} [ M peihs Hou Min.
Female White woowe ] owosceo[]_ 8 Jan. 1957 | G [MgRT e Tage Ty
10a. USKIAL OCCUPATION (Gwc kind ofwork dore {104, KIND OF BUSINESS OR INDUSTRY {11, BIRTHPLACE {City and atate or country) G 12. CITIZEN OF WHAT COUNTRY?
during most of working life, even if retired)
Infant Infent Snring“field , Mo, USA
13. FATHER'S MAME 14, MOTHER'S MAIDEN NAME "~
James Lee Anderson : Digna XKay Allman
15. WAS DECEASED EVER IN U.S. ARMED FORCES?! 16. SOCIAL SECURITY NO.|I7. INFORMANT Address
(Yer, no. or unknown) (If yes, give war or dales of srvice)
No No . No ., . Hospital Records
18. CAUSE OF DEATH [Enfer only one causg per line for (), /), and (c).] INTERVAL BETWEEN

PART I. DEATH WAS CAUSED BY:

ONSET AND DEATH
IMMEDIATE CAUSE (a} " .

Conditions, if any,
. which gave rise fo bue To (D)

afmve cguu ;). Z’ 7
8 a:my the under-
Iying cause faat. DUE TO (¢) pﬂm

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

= 7
=1 PART JI. OTHER SIGNIFICANY coummnsﬁf)mmu‘nms TO DEATH BUT NOT Rtm?E TO THE TERMINAL DISEASE CONDITION GIVEM IN PART I(a) 1% :::‘;Sr-' ng PSY
3 5  Tba Lk 2
S [ — . . 2, ves[}.no
5 E 20a. ACCIDENT SUICIDE HOMICIDE | 20b. DESCRIBE HOW INJURY OCCURRED. (Enler nature o[mjurv in Part Tor Part I of item 18.)
2
" E‘ 8 0 o .
'-“ 20c. TIME OF . Hour  Month, Day, Yeor . :
g INJURY @, m. - - B ' : -z
E 7 p.m. - '
X | 20d. INJURY OCCURRED -, - _ | 20¢. PLACE OF INJURY (e. g., in or about home, |20 CITY. TOWN. OR LOCATION COUNTY STATE
WHILE AT NOT WHILE [ farm, fectory, street, office bldg., elel) :
WORK AT WORK < L

21. ;tiendéa the de..:eanod from
Death occurred at
226. SIGNATYRE .

1
 tO 5/-I 5‘4M and last saw her alive on /Vz.g /

him
m on the date atated above; an‘y ta the b'at of my knowh‘sqge, from the cau,é’u stated.

23a. BURIAL. CREMATION, | 23b. DATE |23 mame OF CEMETERY on/gﬂzmmnv mon( }ﬁou'n or cauny) (State)
R&AL(Spcﬂ]y,/_lo 5-7 CD Q , PR h

24. FUNERAL DIRECTOR ADDRESS 0 25. DATE RECD. BY LOCAL REG. 26. REGISTRAR'GSIGNATURE 7

%M\ G Spgfd.Mo.|/~ 2 -7 P
{Licensed Embalmer’s Statement on Reverse Side)

)

Loctor, coroner, etc. must use only




B Y

~

ERaC Tt its BN Sl ol a Rl e I o

. ' oot PR >
' . . [ - Al §

STATEMENT BY LICENSED EMBALMER.

ety [ . I
-

Lo a L. .
I hereby certify that the body whose name is recorded on the reverse side of this certificate was emr

-+ -byme, or by ..:..... :..‘.'.'.L....'.-..:..‘.‘.....'. .............. ‘..-'....-...l ............. ‘.....'.‘.'..'.[...._

. working under my personal supervision...

Student .- ..ooiin i
Signature of Student Embalmer

. - r.;; . .
Note The above MUST BE SIGNED BY THE LICENSED EMBALMER in h1s O

to comply with the above, constltutes grounds for revocation of license).

If embalmed by a STUDENT he also shall sign in his OWN handwntmg : -

if th‘;s_body is not e;'nbalmed, fact should be so stated abpve. " .




