THE DIVISION OF HEAL TH UF MiaoUURI LAl

Ith,
bnll_iu" FILED AUG 5 1957 STANDARD CERTIFICATE OF DEATH ' STATE FILE NUMBER
nr::n _R:gishutinn_ Distriet No. pr- 9 Primary Ro'giislmliun District No. ___ '_._L':f-:-.? Y e Regil'lror:i_tl_c:.-..__:?.sg _____
< I 1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. !f institution: Residence bafore
a. COUNTY Greene o. STATE Missouri b, COUNTUreene 04'“'\‘;,“"\)
57 b. chY (1 outside corporare limits, give TOWNSHIP only) Inside Limits c. CgY Inside Limits™
| Tom  Springfield Yes (No [ SR, Springfield ,34 €| vXl wD
c. EgLFl‘_l‘FAI{A%SF (1f NOT in hospital, giva location} | Length of stay in 1b d. iTD%iEE'IS'S {If outside, give location) | Reside on Farm
INsTiUTion Burge Hospital e>2242 N. Campbell Yes ] No (X
3 rTAME OF [_’E;:EASED First Middle Last 4. DS;E Manth Day Year
ype or print
IRA DALE FETTER DEATH July 27. 1957
5 SEX O |, & COLOR OR RACE 7':4ARR|R‘(3NEVER marrien[] 8. DATE OF BIRTH 9. AGE (In yeors IF UNDER i YEAR] IF UNDER 24 HRS.
aplypythda nths ays ours n.
Male White , - oivorcen[]| 8 Sept. 1879 ) 77.»@ v} [Want l Day H I W
100. USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR ~ 11. BIRTHPLACE {Ciry and srate or country) / 12. CITIZEN OF WHAT COUNTRY?
ring most.of working life, aven if retired) INDUSTR
FOURGrymén " Retired Ohio Usa

13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF H,USBANDl QR WIFE

n Fetter Minerve J. Wollet Lettie Fetter

15. WAS DECEASED EVER IN U. 5. ARMED FORCES? 16. SOCIAL SECURITY NO.| 17. INFORMANT Address

(Y-I.Noor unhmwn)l(lf yos, give wat of WQ:F service} HOBD 1t8 Re c

18. CAUSE OF DEATH {Enter only one couse per line fer (a), (b), Bnd (]} . INTERVAL BETWEEN
PART |. DEATH WAS CAUSED BY: M ONSET ANDAJEATH

IMMEDIATE CAUSE (a) 6 LW &8

Conditions, if ony, } DUE To (L) * CW-WM -

drintarp

which gave rlss to
above cause (g},
stating the wnder-

BHP-Tifo}—

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

21. 1 attended the d dfom —] = RO 7 w_7-20°5 D andlestsawaliveen_ - 36 -y 7
Deoth occurred cf—a_wﬁ : m on the date stated above; and to the best of my knowledge, from the couses shated.

z lylng couse lost. :
'U: .:': PART I, OTHER $IGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related ta the terminal diseass ndition givan in PART | {4} 19, WAS AUTOPSY
3 z - ) PERFORMED? <>
k ¢ ) ~ 290 ves[J Nno[)
- 2| 20a. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in PART | or PART Il of item 18.)
= w
3 © ] O 43 e
o 3] 20c. TIMEOF .Hour Menth, Doy, Year
2 s T INURY o,
E k] p.m. o ‘
E.. 20d. INJURY. OCCURRED 2e. PLACE OF INJURY (e.g., inor abouthome,| 208 CITY, TOWN, OR LOCATION . COUNTY . . STATE
P WHILE ATD NOT WHILE 0 farm, fectory, street, office bldg., etc.) Lo . . -
5 WORK AT WORK : ' :
£
]
H
o
-
2
<

22a. TURE ; - i (Degres or title) 22b. ADDRESS . © | 22¢. DATE SIGNED
U 0) . N panad .. D | SPRINGFIELD, MISSOURL | 7-2.7-5
23a. BURIAL, CREMATION, | 235 DATE 23e. NAM_E\)F GEHETERY QR CREMATORY , 23d. LOCATION (Cl!’y,, town, of county) ’ {State)

BV |-7229=67-+ {White—-Chepel - < ——- - |Springfield, Missouri ]

242 FUNERAL DIRECTOR ADDRESS .2 -~ 25. DATE RECD: 8Y LOCAL REG. | 2. REGISTRAR'S SIGNATURE -

ano i/ v\ D- Spgfd.;lfi-o-. ”'7"\5&”('7 YMW
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STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmec
bi{ me, or by

working under my personal supervision.

.+ Student Embalmer-No......

.................................................

Note: The above'MUST BE SIGNED BY THE. LICENSED EMBALMER in h¢’OWN HANDWRI
to comply with the above constitutes grounds for revocation of license). C
Fei - 1f émbalmed by a STUDENT, he also shall Sign inrhis OWN handwritidg? .o -y

If this:body is not embalmed, fact should be so stated above.
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