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1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceaxed lived, If institution: Rasidence bafore
= COUNTY  Gpgene o STATE Mimmourl b CONTY Greené™ ™
305% b. C(I)"I;Y (If outside corporate limits, give TOWNSHIP only} | Inside Limits c. CCI)'LY ’ q b Inside Limits
TOWN spl‘ingfi eld. P Yes NoD TOWN Spr‘lngfi 61d 0 9 D YesH NoD
c. Eglgi!-'-lyAAL’:‘% QF (H NOT in hospital, glvoloeulM) Length of stoy in |b 4 STREET b f nutsidﬁiive location} Reside on Farm
g nsTiTuTion: Burge Hospital 93yrs aooresdt 24 E. Sunshine Yesa  Nes
"
5 o 3. NAME OF Firnt Middle Last 4. DATE Month Day Year
b DECEASED OF
= ] Twpeorpring MOLLIE ROSS varn ADril 2,1957
5 ) = 6. COLOR OR RACE 7. B. DATE OF BIRTH 9. AGE (In years | IF UNDER | YEAR IF UNDER 24 HRS.
‘::6 I marrieD [_] never marr{fo [J | Tast bighday) Montke | Dave | Hours | Mom.
° Female White wipowep X ovorceo ] Dec, 28 ,_18 63 ) .
.; 10a. USUAL OCCUPATION (@ice kind of work dome | 106, KIND OF BUSINESS OR INDUSTRY [ 11, BIRTHPLACE (City and atate or country) 0 12. CITIZEN OF WHAT COUNTRY?
3 w ﬁriny most of lio?mp life, even if retired)
P ounew In Home Greene Co. Missouri USA
t 5 13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME
2 .
T o J.P.Watson Nancy Bryant
°o W ‘(5:; WAS DECnEtASED EVER IN U. S, ARMES FORCES? 16. SCCIAL SECURITY NO.|17. INFORMANT Address
- - er, ng, or unknown) | (If yes. gise war or dates of service) :
52 W No | o X No _ |Nennle F, Ross Springfield, Mo. ,
'h; s 18. CAUSE OF DEATH {Ealer only one catse per B (a), [b), and {c}.] INTERVAL BETWEEN :
v % PART |. DEATH WAS CAUSED BY: . /ﬁ ~ ' Z ONSET AND DEATH
C 5 & . IMMEDIATE CAUSE (o)} (
= € 5
e £ F S~ M re m
=z Conditions, if any,
5 5 O which pcu.r{: o | pETO® ; — ‘ ; e
gD above cause (), - . '
= 2 stating the under- ,
EG o =z Iying cause lesl. DUE TO (r)
c [+ 3 =] PART II. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART {a) 9. WAS AUTOPSY
oy O = ; PERFORMED?,
s2 ¥ |4 422‘ ves[] wo
E 3 > :—"_ 20a. ACCIDENT SUICIDE ~ _HOMICIDE | 20b. DESCRIBE HOW INJURY OCCURRED. (Enfer nofure of injury in Part 1 or Part 11 of item 18) o
" 5 O EI 8 a D
= o (%]
c. 9 Eﬁ" < b [20c TME OF  Hour  Month, Day, Year |. .
o o {INJURY 4. m. - o - - .. - . - - '
2 U : E p.m. B R e ..
- 3 g X | 20d. INJURY OCCURRED - 20e. PLACE OF INJURY {e. 9., in or abou home, |20f. CITY. TOWN. OR LOCATION COUNTY STATE
5 . w WHILE AT D NOT WHILE Jfarm, faclory, street, office bidy., ¢ic,)
E 2 B WORK - AT WORK i ; i .
; E 2 . Sad -
D = 21. ] attended the deceased from . to and last saw ﬂ alive on
l_;' % Death occurred at /i 4 S“PM s m on the date stated above; and to the best of my knowledgs, from the causea atated.
s O 2 RE - . (Degree or tjl T ZZb ADDRE! 22¢, DATE SIGNED
3 414 , o
3 g,éb -t : Mo} L/SY
3 - 23a. BuRIAL, CREMATION. | 230.JDATE 23c. NAME OF CEMETERY OR cnsMATory . . LOCATION (City, totn. of county) (Statey
8 & b5 Wesley Chapel W
3 7 e ¥y ape 11lard, Missouri
u
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I hereby certify that the body whose name is recorded on the reverse 51de of ‘this cert1£1cate was en

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in hi;
to comply with the above constitutes grounds for revocation-of license). - .

- -~ If embalmed’ by a STUDENT, he also shall sign in his OWN handwntmg
If this body.is not embalmed, fact ‘should be so stated,above. T =S N Tt
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