THE DIVISION OF HEALTH OF MISSOI.'I.RI

Ith, ‘ ettty s 274 30 T2 e TR
liore FILED JUL 22 1957 STANDARD CERTIFICATE OF DEATH _ STATE F@ﬁm&gs
rv;:o _Rggistruiioq Dml Na, /2? Primary chlstmnon DIS"II:I Ne. ___-.!?Z.?_.Q_.g. _______ Re istrar'
"' ok =4
- 1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. ﬂmsnf\mon Rediden
00 o. COUNTY Greene a. STATE Mlssourl b, COUNTY G,I;ee nédﬂ“”m
57 b. CITY (If outsida corparate limits, give TOWNSHIP only) | Inside Limits e CITY lnside Limits
o Springfield YesXJ Mo [] rom  Springfield | ;g4 reX D
€. Elélls_PLrFlAAEi%gF {If NOT in hospital, give focation} | Length of stay in Th d. SBRDEQEEES (If outside, give lo‘:niion) 4 Reside on Farm
INSTITUTION Missouri Hotel i6 yrs. ADD 1431 Nichols Yes ] No[X]
3. NAME OF DECEASED First Middle Last 4, DATE Month Day ' Year
{Type or print} F
WESLEY We CROSS peat July 12, 1957
5. SEX 6 COLOR OR RACE| 7-,,pniep[Jnever marrigol]| & DATE OF BIRTH 9. AGE (in yaars fF UNDER | YEAR] IF UNDER 24 HRS.
Male White wIDOWED [ ] mvogéom Sept L2 ,1876 Igtjmhdm Hanths l oo | e l e
10a. USUAL QCCUPATICN (Give kind of work dena | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (City and state or country)’ / 12. CITIZEN GF WHAT COUNTRY?
’ duritt}meal af working life, even if retired) INDRSTRY . . .
ocer rocery Buffalo, Michigan | U, S, A,
f 13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME Of’ KUSBAND OR WIFE

John Cross

Annpa Vay

15. WAS DECEASED EVER IN U, §. ARMED FORCES?
{ , N0, or unkm-m)|
Q

{If yas, give wor or dates of service)

- ——

s ﬁgz B8 8
]

G Punt
Mrs,

Sadie F, Cross-Sprin

Address

cfisld . Mp

18. CAUSE OF DEATH (Enter only one cause per line for (a), (b), and (c). }

PART |. DEATH WAS CAUSED BY:

IMMEDIATE CAUSE {a}

Probable Coronary Occlusion

INTERVAL BETWEEN
ONSET AND DEATH

Conditions, if any, . DUE TO (k) (-
which gave rise to

above cause (a), %
stating the under-

lying couss lost. DUE TO ()

PART Il. OTHER SIGNIFICANT COMDITIONS CONTRIBUTING TO DEAT

elated to the terminal dissase condition given in PART | (o)

&

19 WAS AUTOPSY
PERFORMED?

y reloted. -

MEDICAL CERTIFICATION

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

_ <4 420 ves[] NO

200. ACCIDENT SUICIDE ~ HOMICIDE 20b. DESCRIBE HOW.INJURY OCCURRED. noture of injury in PART l.er PART Il of item 18.)
o o O
Xe. TIME OF Hour  Month, Day, Year
INJURY  a.m. .
p-m.
20d. INJURY.OCCURRED 2e. PLACE OF INJURY {e.q., inorobout hame,] 20§, CITY, TOWN, OR LOCATION COUNTY - STATE
WHILE AT NOT WHILE D form, factory, street, office bidg., etc.) -
] WORK a AT WORK .

All difeases in Fort | must be causall

GM 78

"ed the deceased from ¢ £
L AGGUXTE d’=’X SUTRTIOUT

A ) —-Ivtfn-ﬂr.!n!

c'ff
unty Health Dgnt.

X»{WXXK&MJEMXAXXXKXKHXL%
>) ADERE;{ z’cer 22¢. DATE SIGNED

T'FP??.P
AL CREMATION, | 2315 DATE I 23e. NAME QF CE“ETERY OR CREMATORY 234. LOC“TION (City, town, or :oumy) {State)
7-15-1957. GreenlaunhCemeterv Spring -
ADDRESS 25- DATE RECD BY LOCAL REG. |_24. REGLSTRAR'S_?IGNATURE a -
' Springfield, IV'o . - )5~ 57 | 24 s

{Licensed Embalmer’s Statement on Revarse Side)
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STATEMENT BY LICENSED EMBALMER
4 b\‘i )
A

] heteby certify that thé body whose nam% is Stécorded on the reverse side of this certificate was embaime

" by me, orby ...... H ....... . -_ ...... ; -.-.;:?:.:—. ................................ cevernans .» Student Embalmer No. ... % =......
working under-my personal supervision
Student ........... T T T T Signed ...

S . S ] - ' ‘ .+ .. v +Licensed Embalmer No......0..oc.evn
Do w Fao o, R LSS BT ...‘-.t'_
. . o | ool % . P. O. AddressSprin&fj_ald,,M,Og
W ._ ’ \
« .«- . sNote: The above MUST BE SIGNED BY THE LICENSED EMBALMER in'his OWN HANDWRIT[NG. (Failure
to comply with the above constitutes grounds for revocation of license). ' o
_If embalmed by a STUDENT, he also shall sign in his OWN handwriting.~ - ) R
" If this body is not emba.lmed fact'should be so stated above.
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