diseases in Part | must be casuvally related. Coroner connot certity to a deat

oo

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE -

-110a. USUAL OCCUPATION (Gipe kind of work done

THE DIVISION OF HEALTH OF MISSOURI
STANDARD CERTIFICATE OF DEATH

FILED FEB 25 1987

Reagistration District Mo, .o

.Z...g....ZA,,..Primury Registration District No. .. 97 % &7

STATE FILE NUMBER

.. Registrar's N/Sf’@

1. PLACE OF DEATH 2. USUAL RESIDENCE (Whors deceasad lived. if institution: Residence balore
a. COUNTY Greene a. STATEMi gmouri b county  Gredfig™
b. CITY (If outside corparate limits, give TOWNSHIP only} | Inside Limits e. CITY Inside Limits
OR OR P&
Town  Springfield Yerg Nomd Town Springfield o3 & | YesX nNow
c. ELO"IS.IE’-I{'J:I..?[%OF {IF NOT in hospital, givelocation}|Length of stay in 1b 4. STREET (If autside, give locotion) Reside on Farm
msTiution Mercy Hospital |10 ¥rs. aporess 711 Cherry YesO N
3. :::l‘!‘ ::'n First Middle Last 4. DATE Month Day Year
F
{Type or print) NANNIE CLAY DILLON ceas  Feb, 11, 1957
5. SEX 6. COLOR OR RACE 7. MARRIED D NEVER MARRIED D 8. DATE OF BIRTH [9. :«GE (!nhgeur)a IF UNDER 1 YEAR [iIF UNDER 24 HRS.
irthday) ['Monthe | Da Hours | Min.
Female White / | woowo® Doworcen}9 Aug. 1867 4 - 7

during most of working life, even if retired)

Housewife Home

10, KIND OF BUSINESS OR INDUSTRY

12. CITIZEN OF WHAT COUNTRY?

USA

1. BIRTHPLACE (City and mtate or country)

Missourl o

13. FATHER'S NAME

Joseph Holleaday

i4. MOTHER'S MAIDEN NAME

Kstherine Ayre

'ﬁ WAS DECEASED EVER IN U. S. ARMED FORCES?
(Yes. no, or unknawn) | (If per. give war W dates of srsies)
NG | b

t6. SOCIAL SECURITY NO.

I7. INFORMANT Address

‘Hospltel Records

18, CAUSE OF DEATH [Enfer oulv One cause per for (a) ), and (c) 1
PART |. DEATH WAS CAUSED ay: - ONJET AND DEAT
IMMEDIATE CAUSE {a}

INTERVAL BETWEEN

Conditions, if any, DUE To ()
- twhich gare rise to - 5 .

above cause (8) N

stating the under- .
>  lying  cause last. OUE TO (¢)
=] PART 1l. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART |(m) 13. WAS AUTOPSY
= PERFORMED?
<
2 .. L : . ves [J Ncpa
= | 2a. ACCIDENT SUICIDE HOMICIDE | 206. DESCRIBE HOW INJURY OCCURRED. ({Enfer nafure of injury in Part Ior Pdrt 1] of ltem 18 = Al
5 U . a
2| 2. TIME OF Hour Month, Day, Year
b INJURY g, m.
=1 p.om.
d
X | 20d.;INJURY OCCURRED 20¢, PLACE OF INJURY (. g., in or ghout home, |20f. CITY, TOWN, OR LOCATION COUNTY STATE

WHILE AT NOT WHILE farm, fectory, street, office bidg., ete.)
WORK AT WORK P |
her .
to and jast saw ;. alive on

m on the date stated above; and {o the best of my knowledge, from the causes stated,

. SIENATURE

21, I attended the deceasod from' .
Death occurred at g H P.M,

ree or title) ) y’ 22h, ADDRESS i 22¢, DATE SIGNED
e 22 Springfield Ho. R=/S5-57

23g, AL, cagmrq?n‘.
MPYAL L Speeify
rfai

Bt MAME OF CEMETERY OR CREMATORY

Greenlswn

23d. LOCATION (City, town. or county) {State)

Springrigld, Mo.

94, FUNERAL DIREGIOR ADDRESS

< < & . 8pgfd.Ho.

£

Z5. DATE RECD. BY LOCAL REG.

~LE-57

26, REGISTRAR'S SIGNATURE

{Licensed Embalmer’s Statement on Revaerse Side)




PRANEY .

Gl

":Ar: . e
fomes [t o e
o .- STATEMENT BY LICENSED EMBALMER .

I hereby certify that the body whose name is recorded on the reverse side,'éf this certificate was e
by me, OF BY .ot ciiee e e S L T TR , Student Embalmer No....
working under my personal supervision..

Fo3 7T L= ) P AR i { Loe .. .
Signature of Student Embalmer
N - . .

Note: The above MUST BE SIGNED BY THE LICENSED EMBALME
to comply with the above constitutes grounds for revocation of license). .
If embalméd by a STUDENT he also shall sign in his OWN handwntmg
it thl.s body,ts not embalmed, fact should be so. stated above. -, N

-u
oy




