HLED APR 22 1957

egistration District No. ...

THE DIVISION OF HEALTH OF MISSOURI
STANDARD CERTIFICATE OF DEATH

e /42_.2 ..... Primary Registration District No. ... TR 0 0

LE NUMBER

- Repistrar's No\.;é?

1. PLACE OF DEATH

a.. COUNTY Greene

2.. USUAL RESIDENCE (Where deceased lived. If institution: Residence before
o sTATE Missourl b, cown@reene

OR
TOWN

Springfield

b. CITY (Hf outside corporate limits, give TOWNSHIP only)

Inside Limits
YesX) NoD

e, CITY A g}u:d. Limits

Townm Strafford 03&/ Fis0 NoX

James B. Rogers

c. FULL NAME OF {lf NOT in haspital, give location)[Length of stoy in 1b ; : : ;
HOSPITAL QR d. STREET - {lf cutside, give locotion) Reside on Farm
mstirution 9t.Johns Hosp. ek abpress None YesO Ne

A First Middie Lot 4 oAte Moath  Day Year
Ol
{Type or print) WILLIAM . BENJAMIN ROGERS caTApril 14, 1957
5. SEX 6. COLOR OR RACE 7. 8. DATE OF BIRTH 9. AGE (In reers | IF UNDER T YEAR JIF UNDER 24 HRS.
Mal G mardieo & never Marmizo [ !ugbirlhduv) o | NDER IS
aie White ) wioowen [ ovorcen [ 10 Aug. 1873 3 I
10a. USUAL OCCUPATION (Give kind of work done }100. KIND OF 8USINESS OR INDUSTRY [ 11. BIRTHPLACE (City and stats or country) 0 12. CITIZEN OF WHAT COUNTRY?T
#‘Hn mt of working life, even If retived)
Retired Missourl USA
13, FATHER'S NAME 14. MOTHER'S MAIDEN NAME

Sareh E. Henslee

15, WAS DECEASED EVER IN U_ 5. ARMED FORCES?
(Yes, N, or unknown} | (If yrs. pive war or dates of servicy)
No

16. SOCIAL SECURITY NO.

17.

INFORMANT Address

Hospltal Records

Caroner cannot certify to a death due to natural ceuses.

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

18, CAUSE OF DEATH [Enter only one cotige per line Jgr (a), (B), fmd (e). }
PART 1. DEATH WAS CAUSED BY:
IMMEDIATE CAUSE (a}

INTERVAL BETWEEN
ONSET AND DEATH

/Mé.i

Conditiona, rjmw BUE TO (&)
whtdl pare rw(
” ie c;‘me ;el n
stating the under-
z lying cause lant, DUE TO (¢}
=] PART ), OTHER SIGNIFICANT CONDITIONS CONTRISUTING TO DEATH BUT NOT RELATED TO THE TERMINAL [NSEASE CONGITION GIVEN IN PART J(a) T3 WAS AUTOPSY
L PERFORMED! o
2 2. 23X |vesO wol@e
E 20a. ACCIDENT SUICIDE HOMICIDE | 200. DESCRIBE HOW INJURY OCCURRED. (Enfer nafure of infury in Part I or Part 1T of item 18.)
§f o o0 a
3 20c. TIME OF Hour  Month, Day, Year
INJURY a m, -
E P m.
E § 2d. INJURY OCCURRED 20¢. PLACE OF INJURY (e, ¢., in or chout home, | 20f. CITY, TOWN, OR LOCATION COUNTY STATE
wmu AT [0 wotwhie farm, factory, atreet, office bldg., efe.)
AT WORK
2). 1 ateended the decezsed from 9 - ” 57 . to Mcnd last saw I‘ﬁ‘m alive on M

Doctor, coroner, etc. must use only standard nomancloture in item 18. No symptoms will be listed. All

diseases in Part | must be casuolly related.

Death urred ar m on the date atated above; and to the beat of my knowledge. from the causes stated.

2. M@ . | 2zb. aopRrESS . .I.Qg. 22, DATE SIGNED

p Soringfield, Mis souri Y-/19-5

23a. :umnl.. c?tuu'?n). 23b. DATE 23%. NAME OF CEMETERY OR CREMATORY 23d. LOCATION {Ciry, town. or county) (State)
EMOVAL (Specifty .
urier 11657 Mt. Piegs Webster Couu%¥+_ninngnnl__
. FUNERAL DIBECTOR ADDRESS 25. DATE RECD. BY LOCAL REG. | 26. REGISTRAR'S SIGNATU .
%\u Co Spgfd.Mo. ‘7‘-/4-'5‘7

{Licensed Embalmetr’s Statement on Revorso Side)
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. ;e S . STATEMENT BY LICENSED EMBALMER ’

I hereby certify that the body whose name is recorded on the reverse side of this certificate was eml

“byme, or by ... 0T T e T PO , Student Embalmer No..... ....
i .
working under my personal supervision.. . . = - <
Student ... ..
Signature of Student Embalmer
CT '.v,' e . ' e e ) A . P.O. Address .....................

I ~x ' h
Note. *The above"MUST‘BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (F
..to comply with the. above constltutes.grounds for revocation of license).
1f embalmed by a STUDENT, he also shall sign in his OWN handwriting. -
e If this body is not embalmed fact should be _so stated above. N, R S T e d
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