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FILED FEB 11 1957

STANDARD CERTIFICATE OF DEATH

STATE FILE NUMBER

Registration District No...lgg ---------------- -~ Primory Registration Distriet N .2@_9 ...................... Registrar's No. ... _/’?7 .
1. PLACE OF DEATH 2. USUAL RESIDENCE (Whers dececsed lived. [f institution: Rasidence Bafore
o. COUNTY GREENE o stave MISSOURI b. COUNTY edmiasion)
B, CITY (if cvtside corporate limits, give TOWNSHIP only) ] Inside Limies c. CITY Inside Limits
OR oR .
town SPRINGFIELD y&XX Noo TOWN WEST PLAINS 0 Yosll Mo
c. Eglgé.‘_f;l:&lE OF (If NOT inhospital, givelocation}|Length of stey in 1b 4 STREET If outside, give location) Reside on Form
INeTITUTIoN BURGE HESPITAL 1 Mo ADDRESS Rural Route Yos XENar
3. NAME OF . Firg AMiddle Last 4. DATE Month Day Year
DECIASED A OF
(Type or prial) GROVER Ce NEWCOMB DEATH FEbmarY 2, 1957
5. sEX (O 5. COLOR OR RACE 7. magricD L] NEVER MARRIED L]] & DATE OF BIRTH 9. AGE (In years | IF UNDER | YEAR iF UNDER 24 HRS.
0 tast birthday) [Menths | Dawm | Howrs | Min.
Male White wioadrs oworcen [ March 6, 1885 71

-§10a. USUAL OCCUPATION (Glte kind of wwork done

10b. XIND OF BUSINESS OR INDUSTRY

during most of working life, even if retived)

Retired Salesman Farmer

§2. CITIZEN OF WHAT COUNTRY?

USA

H. BIRTHPLACE (City and atato or country)

Salem, Arkansas

[

13. FATHER'S NAME

Robert Newcomb

14. MOTHER'S MAIDEN NAME

Sarah Hall

15. WAS DECEASED EVER IN U. 5. ARMED FORCES?T
(Yes, ns, nun.hu-lli (IS wea. gise war or dales of scrvics)

16, SOCIAL SECURITY NO,
v

I7. INFORMANT Address

MEDICAL CERTIFICATION

18. CAUSE OF DEATH [Enter only one couae per line for (a), (b). and (c}.]
PART i, DEATH WAS CAUSED BY: |
IMMEDIATE CAUSE {a)

Cerebral Hemorrhage, Massive

Robert Newcomb, ¥lmwood, I11
' INTERVAL BETWEEN

ON%T ﬁ&? TH

Conditiona, if an¥, ) pue To (b) Cerebral Arterlalsclerosis
which gare risg fo .
3 c:m ;' .
stating the under- N
lying cause losd. DUE TO (c)
PART 1I. OTHER SIGNIFICANT COXDITIONS CONTRIBUTING TO DEATH BUT MOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART ((a) Pczisg;%g\'
Nephrosclerosis - chronic Glomerulo Nephritis RBRX |l oD
20a. ACCIDENT SUICIDE HOMICIDE | 206, DESCRIBE HOW INJURY OCCURRED.  (Enler noture of injury in Part I or Part 11 of ltem 18.)
m] ] (|
20¢c. TIME-QF Hour -+ Month, Doy, Year
INJURY g, f1.
p.m. .
20d. INJURY QCCURRED 20¢. PLACE OF INJURY (¢, ¢., in or edout home, | 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT g wet WHILE D farm, factory, sireet, office bidg., ete))
WORK. AT WORK

2. [ attended the d d from 11/5[56

. 1o

/2/57 and lasr saw ’f"'::_' alive onz/‘l/JbT

Death occurred at 6: 50 A

m on the date stared above; and to the best of my knowladge, from the causey atated.

Z2a. SIGNATURE gree or tilie) .

aez,é)zao

25 avoress”  Springfield, Mo
115 Professional Bldg,.

&2r. DATE SIGNED

R/L/57

23a. BURIAL, cm:xmou 235, DATE ~

REMOVAL (Specifp)

23c. NAME OF CEMETERY QR CREMATORY -

23d. LOCATION (CHY, town, gr county) (Staer

Remov

Salem Cemetery

Salem, Arkansas *

24. FUNERAL DIRECTOR *

2/3/57

5. DATE RECD. BY LOCAL REG.

Carter Funeral Home, Thayer, Mo.

2= 7-57

26. AEGISTRAR'S SIGNATWRE
Z -

{Licensed Embalmer's Statement on Reverse Side




. R N | SR
) O o -
T ' * " STATEMENT BY LICENSED EMBALMER

1 hereby certify that the body whose name is recorded on the reverse side of this certificate was e
by me, or by ............ et e et eeseaiareeineearareaseerastneieeaeiaensneinensy Student Embalmer No..:....

workxng under my personal superv1smn

Student ...
Signature of Student Embalmer

g. .o._Add.-.e'ss o

Note The above 'MUST BE SIGNED BY THE LICENSED EMBALMER i m his OWN HANDW
*to comply with the above constitutes grounds for revocatlon of hcense)._ ‘- i.

‘If embalmed by a STUDENT, he also shall’s sxgn 'in his OWN handwrttmg

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




