THE DIVISION OF HEALTH OF MIS30URY

wolth, . Y. «
Walfare HLED JUL 15 19‘;’ STANDARD CERTIFICATE OF DEATH 5 siate F i B
ublic
jarvice Registration District No, m Primary Registration District No-wnwu_.m%..__.___ Registror's No._____/_ 2_- S
! 1. PLACE OF DEATH 2. USUAL RESIDERCE (Where decms;d gaed I institution: Reldi:qr;‘e‘b)ﬂ;re
. CO . STATE - UNTY Admi § §pdn
300 > COUNTY Greene ° Missouri Greene
57 b CBTRY (1f outside corporate limits, give TOWNSHIP only) Inside Limits €. CgRY Inside Limits
e JOWN Spnngfleld Yo gl No[) [ A%9CroM  Springfield, Yesig] Mo (]
c. FUL;. 1I:|A£4E OF {If NOT in hospital, give lecation) | Length of stay in 1b d.QTR%ETSS {If outside, give location) Reside on Farm
” ADDRE!
kiEfSTEOPATHIC HOSPITAL RESS 1010 Mt, Vermon Yes [ Ne (3
; 3. NAME OF DECEASED First Middle Last 4. DATE Maonth Day Yeor
{Type or print} oP .
: Hozel  Wipona Crow DEATH uly 10, 1967
5. SEX 4. COLOR OR RACE| 7. 8. DATE OF BIRTH 9. AGE (ln years JF UNDER 1 YEAR| IF UNDER 24 HRS.
l M:;RIEDD NEVER MAR&DD lagt g:!::::'; Maonths l Doys Hours I Min,
; vicoweo[[]  oivorceoff]| 9 /20/1880 66
; 10a. USUAL OCCUPATION (Give kind of wark dons | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (City and state or country) O 12. CITIZEN OF WHAT COUNTRY?
: during most of working life, even If retired) INDUSTRY
I Housewi fa on D | U, S, A,
13a. FATHER'S NAME 13b. MOTHER"S MAIDEN NAME 14, NAME OF l'[USBANI)' QR WIFE
3
: . Holmesn Palla M, Gainesg
1 15. WAS DECEASED EYER IN U. 5. ARMED FORCES? 14 SOCIAL SECURITY NO.| 17. INFORMANT Address
E_ (Y3, no, or unknqwn}| (If yes, give wor or dotes of service)
, W None

18. CANSE OF DEATH dEmu only one couse per line
PART ). DEATH WAS CAUSED BY:

Conditions, if ony,
which gove rlse to
cbove cause (o),
stating the under-
Iying couse last.

i

DUE TO (c)

IMMEDIATE CAUSE (o) __Circuistory Failure
oue 1o () —Congestive 'Heart Faijure

for {a), (b}, ond {c).)

Mre., Minnie H, HKepheyt Maymmﬁntsuup,t_
’ INTERVAL BETWEEN

ONSET AND DEATH

H3H

PART [l. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the termirial disedse condition given.in PART I-(a)

19. WAS AUTOPSY
PERFORMED? >

USE ONLY BLACK INK OR RIBBON TYPEWRITE [F POSSIBLE

’.
]
.‘
15
i =
; o Var - YES[] NO
E % | 2a ACCIDENT SUICIDE HQMICIDE 20b; DESCRIBE HOW INJURY OCCURRED. l’Ennr nature of injury in PART | or PART Il of item 18.)
- I
s | o o O
: G| 20c. TIMEOF .Hour Month, Day, Year
E a INJURY a.m.
. ‘¥ p.m.
:' 20d. INJURY OCCURRED 200. PLACE OF INJURY (s.g., inor cbouthome,} 20f. CITY, TOWN, OR LOCATION COUNTY STATE
', WHILE ATD NOT WHILE D farm, factory; street, office bidg., erc.) .
. WORK AT WORK

21. | attended the deceased From July 8, 1957 ,to

and last Saw 2““ alive on

All diseases in Port | must be covsally related.

L/

234, LOCATION (City, town, or

Death occurred ot 2220 A.__ m on the date stated above; ond to the best of my knowledge, from the causes stated.
- ' 22a. SIGRATURE- - - (Dagree gr title) ‘9; 22b. ADDRESS 22¢. DATE SIGNED
_ A Landers Building, Springfield,Mo. 7/10/67
230. BURIAL, CREMATI 3. HAME OF C £TERY OR CREMATORY, —— Srate)

-

25. DATE RECD, BY LOCAL RES.

72 7

M‘n--ql Enb‘lmu 2 Stotemant on Reverie Side)

26.

ISTRAR'S SIGNATURE
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L ' . o S’I‘ATEMENTBY'I:.ICENSED:&EMBALMER
I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed
. A e R LT S IRy ¢ Fag s v nf Yo g
. by me, or by .05 ’ﬂ"r’b‘)u, Student Embalmer No. .........ocvvvcne
working under my personal supervision,
Student ..o e
Signature of Student Embalmer
~ * N R YOO L b Tl
- o f f ™ *
B ‘Note The above‘MUST BE S[GNED BY THE LICENSED EMBALMER‘ \hls\OWN H NDW TIRG. (Failure
to comply with the above constitutes grounds for revocati ymof llcenSE) .
. If embalmed by a STUDENT, he also shall sign in hls-DWN&handwnnng % *--‘\' S
i If this body is not emhalmed fact should be so stated above. -
. . . oo - N




