Ur. Lamon L THRE WAYIIIUN UF FIEAL 1A UIF MlaaJUR] 16?3{)

",I:’;,',. F]I_Eﬂ MAY 5 0 qu STANDARD CERTIFICATE OF DEATH TRTE RIS et N
ublic l;gl stration Distriet No. . AR...Z.“.-._Primury Registration District Nn.mﬁ. - Registrar's No. .. q' 7%,
wrvice - :
1. PLACE GF DEATH 2. USUAL RESIDERCE {Where deceosed lived. If institution: R-sidcn;c _bcf_nrq'
o coUNTY Greene o MBS ouri b. COUNTY Greene’ "":;"“")
300 O b. CITY {If outside cerporote limits, giva TOWNSHIP only) | tnside Limits c. CITY 039 6 Inside Limits
- OR . .
56 town  Springfield YesiX NoO e Springfield o YasXi NoD
e Eglglh_:‘_«l:tl%gl: (f NOT.in hospitel, givelacation){Langth of stay in ib 4 STREET (1§ autsida, give location) Reside on Farm
wsTiTution Baptist Hosp. 31 Yrs, ADDRESS 750 S. Grant Yesg NedX
3 :::': or Firat Middle Last 4. DATE Month Day Year
SED OF
{Type or print) THOMAS C. HOLLEMAN oeatv May 1 61 957
5. SEX 6. COLOR DR RACE 7. MARRIE NEVER MARBYED B. DATE OF BIRTH 9. AGE (In pears | IF UNDER | YEAR NIF UNDER 24 HRS,
Male (8] Whit o ne '7‘[ o Jul 5 1 87 6 g’dlrlhdcv) Montha | Doys | Houra | Min.
a ite wicowep [ pivorcep [} y B
-}10a. USUAL OCCUPATION (Gice kind of work dane [ 10h. KIND OF BUSINESS OR INDUSTRY [ 11. BIRTHPLACE (City and mfafo or country) 12. CITIZEN OF WHAT COUNTRY?
dﬁinngml of wnrklng life, even if retired)
ired Farmer Paragould, Ark. Usa
13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME
W.D. Holleman Unknown
15. WAS DECEASED EVER IN U. S. ARMED FORCES? 16. SOCIAL SECURITY NO.|17. INFORMANT Address

(Yﬂﬁdl or unkngwn) {If yra. pgive war or dales of servies)
O

? Scott Heolleman Springfield, Mo.

18, CAUSE OF DEATH [Enter only one cause i {b). and (¢}, . 3 INTERVAL BETWEEN
PART 1. DEATH WAS CAUSED BY: . h 7 jZ ET AND DEATH
IMMEDIATE CAUSE {a} S a1,

Conditions, if any, DUE TO ()

Coroner cannot certify to o death due to naturol causes,

“use only standard nomenclature in item 18. No symptoms will be listed. All

\ which paoe rise to - S T -
' above cause (8), : . : .
atating the under- .
z fying ctatse lasi. DUE TO (¢}
=} PART 11, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(a) 15 WAS AUTOPSY .
- 2 O 4 ’ PERFORMED? ok
-
by ves [ no @
:-"_- 20a. ACCIDENT SUICIDE HOMICIDE | 206, DESCRIBE HOW INJURY QCCURRED, (Eu.’cr nature ufmjurv in Part Ior Parl Hofitem 18} *“
§ g 0 O
;‘-' 20¢. TIME,OF Hour Monih, Day, Year
o] T mERY'w @ mT om0
2 o
. | %] 204, INnJURY OCCURRED 20e. PLACE OF INJURY (e. 0., in or aboul home, | 20f. CITY. TOWN, OR LOCATION COUNTY STATE
WHILE AT NOT WHILE [] farm, factory, street, office bldg., elc.)
WORK AT WORK P , o

L

USE bNLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

ZI.‘?'J i;.ttendad the decoased fr.

, to 6 \_/b’ 5 —/ and last saw *'."‘-!‘hve on ‘-) / yub

Death occurred®) m on the date stated above; and’ to the baat of my knowlede, from the causes stated.

ok

2Za. ucua‘ru% - (Degree or mre;:’; m a zzz; A‘ J; e&‘{ l ( . zz.:.-_ pZ 5.|_.G§7

23a. BURIAL, cagumon‘, 3. mr 23c. :ys OF CEMETERY OR CREMATOR LOCATION (Cily, totcn, o coundly) {Stale) /
REWBVEA /18757 S o

Paragould, Arkansas

fiseases in Part | must b casually related.

Doctor, coroner, efc. must

24, FUNERAL DIRECTOR ADDRESS 25. DATE RECD. BY LOCAL REG. 26. REGISTRAR'S SISNATURE .

H.H. Lohmeyer Springfield, Mo, ~ /7 =7

censed Embolmar’s Statsment on Raverse Side



- STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was em
by me, OF by ............... SO et teteriteatteecaeetuseenaernnenecsectsasrnaseneaeenansy Student Embalmer No.........

working under my personal supervision..

SHUARNE 1o eeereavesieeeeerieareerieenreeeane e s ' Signed.ﬂlz Wf%—% .....

Signuture of Student Embalmer
Licensed Embalmer NOZ:ZZ.

S~

P. O. Addre

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (F
to comply with the above constitutes grounds for revocation of license), .
If embalmed by a STUDENT, he also shall sign in his OWN handwrltmg -
If this bodv is not embalmed, fact should be so stated above.




