octor, coroner, efc.
diseases in Part | must be casually related.

Coroner cannat certify to o death due to notural couses.

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

STANDARD CERTIFI

THE DIVISION OF HEALTH OF MISSOURI

1004

CATE OF DEATH

STATE FILE NUMBER

HED FE B 4 mza!ion District No. ... 4.?.2....-5.... Primary Registration District No, . <257 U7 e Registrar's No. ,/K%:_,_._.
1. PLACE OF DEATH 2. USUAL RESIDENCE (Whera deceased lived. 1f inatitution; Residence befors
s, COUNTY Greene a STATE Missouri b SOURTY  (Oreefa™™
b. CITY (If outside corporate limits, give TOWNSHIP only) ] Inside Limits e. CITY &;ide Limits
OR . . OR . .
toww _ Springfield, Yes X Nemd TOWN Springfield, nfq NoTl
e. FULL NAME OF (If NOT inhospital, givelacation)|Length of stay in 1b P
HOSPITAL OR d. STREET (1f Dufsuia, give location) | Reside on Farm
insTiTuTion 2822 W. Madison 7 month aooress 28272 W. Madison YesO  NoBh
3. NAME OF Firat K Middie Last 4. DATE . Month Day Year
DECEASED . OF
{Type or print) Garland Eugene Pinner | eatwJanuary 30,1957
5. sex - CC:LON.OR RACE 7. MARRIIE{) 3. never marmiep ] B DATE OF BIRTH is. ?:;-b({r?hgf;;r). ::::R !'::ﬂ hrﬂu:::n u;:l:s
Male White wioowep [ ovorcen [ August 23, 1923 33 | l

10a. USUAL OCCUPATION (Gipe kind of work done |10b. KIND OF BUSINESS OR INDUSTRY

11. BIRTHPLACE (City and atata or country) 12. CITIZEN OF WHAT COUNTRY?

B M zgmuruu: 7‘ Z_".{ :..'

PART ). DEATH WAS CAUSED BY:
IMMEDIATE CAUSE (a)
Conditions, if any,

g
which gare rise fo OUE TO (b) ‘&; ‘Z 8

XiF J/V

ST oA ER™ | High School Miami, Qklahoma USA
13, FATHER'S NAME 14, MOTHER'S MAIDEN NAME
John Pinner Unknown
15. WAS DECEASED EVER IN L. S, ARMED FORCES? 16. SOCIAL SECURITY NO.{17. INFORMANT Address
(Feo, no. or wnknown) | (17 wre. gise war or dates of servics)
Yes Ww II - 5h0-26-1,902 Mrs. Margaret Pinner, OSpringfield,
18. CAUSE OF DEATHM [Enler only one cause per line for (a) (28 nnd (e).] 'Mo INTERVAL BETWEEN

iNSET AND DEATH

SoN /%w}r'of GRS

abote cause (9% . * -
¢} -
dating the under DUE TO (2)

tying tause last,

19, WAS AUTOPSY
PERFORMED?

ves ] Noﬂ’l

TO THE TERMINAL DISEASE CONDITION GIVEN IN PART l{a}

973/

20c. TIME OF Hour Month, Day, Year

z
] PART 11, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED
|

]

& [2a. accipent SUICIDE HOMICIDE

E O 0 = - - .

! [t i g Clos
-t

4

b=

a

ur

=

205, DESCRIBE HOW INJURY OCCURRED, (Enfer noture of infury in Part Jor Pert 11 of ltem 18.)

£ Wit Nk From EXAusr PIPEK

Ll tu'lrn/ Ava W 1o CLoskd CPR. HisrorS oF OEsPaxsbac X

INJURY a, m, -~
| £:3% IS S 39,155 7 iﬂcrvn DERD wiry (esimsw ST d& BRINERY O£ AD
20d., INJURY OCCURRED . 20e. ;LACE!OF INJURY (e. ¢ mbt;rd:bot;l home, |20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT T W |_g farm, factory, sireet, office ele.)
WORK ATwork RIEmARncE of #1S HemE SRvsrieLp GrerEve , Missdve s
21. 7 attendeg the d-cualed from . to and last saw : alive on e
Death oﬁ é_ P -m - m on the date stated above; and to the heat of my know!edje from the caugses stated.

ree or title) : %3

22c_ DATE SIGRED

Hm

22b. ADDRESS

WW

235. aunuﬂcngnng;u\. 23, DATE 23. NAME OF CEMETERY OR CREMATORY 22, LOCATION (Cily, town. or county) Y (State)
CVAL (Spedfy
FOriE?" |Feb. %, 195 National Soringfield, Missouri
ZgNERAL DIRECTQR DDRE? 25. DATE RECD, BY LOCAL REG. 26. REGISTRAR'S SIGNATURE ~
ks : ff AT AN Z//M_Wh%/

{Licensed Embalmer’s Stotem

ont on Raverse Side)




'ﬂ - »
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& en b
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STATEMENT BY LICENSED EMBALMER

o

*

I hereby certify that the body whose name is recorded on the reverse side of this certificate was e
by me, or by

working under my personal supervision
-

< ‘-‘ A - 3a 7 - - ~ -‘ . '-"
Student .. -........ e e et
..Jgut.ure of Student Embelmer .

-
v .

Note The, above MUST BE SIGNED BY THE. LICENSED EMBALMER in his OWN HANDWRITING, (J
+ to comply with the above constitutes grounds for revocation of’ ltcense) -
' If embalmed by a 'STUDENT, he also shall sign in his OWN handwntmg

e e
. .
¥ oa

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

N




