. THE DIVISION OF HEALTH OF MiSS50UR1 ‘ 75
HLED JUL 22 1957 STANDARD CERTIFICATE OF DEATH e
Reglsimnon Dlsmﬂ No. ,,,,,/28_ ______________ Primary Reginrﬂa_n EistriiP_Ni- -.:2.0_9_0_ ........ . Ragistrer'{%n

lgﬁ‘__
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceosed lived. If insﬂiurion:'Resignncg or
a. COUNTY Greene o STATE Mo, b. COUNTYx g eneudmissy\‘f‘
b. CITY (If cutside corporate limits, give TOWNSHIP only) Inside Limits [ C(I)TRY Inside Limits
romSpringfield Yos bl No[] Tow Springfield 2378 Yl vO
c. EgL;. NAM%OF (if NOT in hospital, give location) | Length of stay in' 1b d. SE%%EEES {If outside, give lozufion) " Reside ort Farm
ITAL OR
Istrotion 2022 No Weller | 30 yra. ADDRESS 2022 N. Weller ves [ Ne[3
3. NAME OF DECEASED First Middle Lost 4. DATE Month Day Year
{Type or print) OF
| | ANNIE MORN peAd July 12, 1957
5. SEX & COLOR OR RACE| 7. 8. DATE OF BIRTH 9. AGE (In years IF UNDER i YEAR| IF UNDER 24 HRS.
Female Whit e M.ARP/EﬂNEVER MARR'EDD |ast (hlirl:duy) Manths | Days Haurs I Min,
winOweD [] ovorcec I Now. 8, 1874 82
100. USUAL OCCLPATION {Giva kind of work done | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (City and stote or country) / 12. CITIZEN OF WHAT COUNTRY?
du st of working life, even if ratired) INDUSTRY .
ousewlte ' Mome Danville, Illinois U.8.4.
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF H’U’SBANE! OR WIFE
Robert Rockard S8arah Keyes Nowell
15. WAS DECEASED EVER IN U. 5. ARMED FORCES? 16, SOCIAL SECURITY NO.| 17. INFORMANT Address
Yas, n unk If yes, give wor or dotes of sarvice;
(Yer, rppgyurkrawml| 1 vou, o dowsofsurvien) | None 188 Minnie Morn 2022 N. Weller

18. CAUSE OF DEATH (Enter only one couse per li r {a), Ab). ond (c).) INTERVAL BETWEEN
PART |. DEATH WAS CAUSED BY: 5\ ‘Z Z - ONSET AND DEATH
IMMEDIATE CAUSE (a) 3

Canditions, if any, } DUE TO (b)

which gave rize 1o
obove couse (0],
stoting ths wunders

é ying couze last. DUE TO ()
= PART Il OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH bul not related 1o the terminal dlsscss condition given in PART | {a] 19. WAS AUTOPSY
< . PERFORME
£ 4 De© YES[ ] NO
2| 200 ACCIDENT  SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART I of item 18.)
ui
b O O D
S| 2c. TIME OF Hour Month, Day, Year T
‘a INJURY a.m.
E3 “p.m.
20d: INJURY OCCURRED 20e. PLACE OF INJURY (e.g., inorchouthoms,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE ATD NOT WHILE D' farm; factory, ‘strest, office bldg., atc.} . T vt
WORK AT WORK

ol

2
: '21?'\| attended the deceased from / g gé , 1o ]mmz_‘lm ond last 'saw.h-;gliva on ) y
: £ 8 m on the date stated ubovo,' ond 1o the best of my kmwltdﬂm from the couses stated.

23« BUHIAL CREMATION, | 23b. DATE 23c. NANE OF CEMETERY OR CREM#’ORY . 23d. LOCATION (Ch! m-m, ot eﬂuﬂlﬂ {5rate)
pr e e _— P/ R S, - L J—
AT July 15,1957 Maple Park Springrield, - Mo.
24. FUNERAL DIRECTOR ADDRESS 25 DATE RECD. B8Y I.OC:L EE‘G 26. REG!_STR)‘«R'S SIGNATURE ~

Ralph Thieme Speingfield,Mo. 7-78-57

(L od Exbalmac's § on Raverss Side)
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STATEMENT BY LICENSED EMBALMER

certify that the body whose name is recorded on the reverse side of this certificate was embalmed

" 1 hereby i
BY M, O BY it v s e s e e e frarieeereseerarnns venres, Student Embalmer No. .....uinnnnanne

working under my personal supervision.

Stu'dent S rreeenrees e e rerm i v etresneeaanaieaanens ’ i .
: hgés

Signature of Student Embalmer
C2vi SIvisy ) US )censed Embalmer No.....72%%.........
P. o. Address §ppingfiel-d,do.

- Note: The above MUST-BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure

to comply with the above e gconstitutes grounds for revocation of l1cense) e s
If embadmed-by -a STUDENT, he also shall“Sign in Ris OWN handwntmga-[ g LBLTRG
ara b T Jdolaf

O]
&

+C .
If this 'body is not embalmed fact should be so stated above. - .
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