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. USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

All dizeasas in Part | must be causally related.

FILED AUG 2 61957

Registration District No,

THE DIVISION OF HE

ALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH

/5

Primary Registration District No.

8040

STATE FILE NUMBER

chishor's No.._

1. PLACE OF DEATH 2. USUAL RESIDERCE (Where deceased lived. If institution:-Residence b)afore
. admission
a. COUNTY Greene a. STATE Missouri b. COUNTY Greene
b. CgY (if outsids corporate limits, give TOWNSHIP only} Inside Limits €. clc;rRY d L_ Inside Limits
R i
Towi  Springfield Yos & No [ TOWN Springfiel 23Tty ve® n0
c. Fng.FI.. NAEEOOF {If NOT in hospital, give locaotion} | Length of stay in 1k 4. i{)%%?s-s {If cutside, give location) Reside on Farm
H ITA R
iNsTiTuTion St John's Hosp. |29 years ? 1124 East Elm Yes [J Mo [X
3. MAME OF DECEASED Firse Middle Lost 4. DATE Month Day Y war
{Type or primt) OF
ADELAIDE CHRISTESON  MILES pEATH August 18, 1957
5. SEX 6. COLOR OR RACE 7'MARR’.{D KEVER MaRRIED[ ] 8. DATE OF BIRTH 9. AGE (In years FUNDER 1 YEAR| IF UNDER 24 HRS.
tpag birthday) [ Menths | Dayx Haours Min,
Female White wooveo[]  owvorceo[]| January 13, 1888 &9 [ |
10a. USUAL OCCUPATION {Give kind of wark done | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (City ond state or country) O 12. CITIZEN OF WHAT COUNTRY?
ring most o{ rkmg life, aven if retired) INDUSTRY .
ousewil _Own_Home Wavnesville, Missouri U.5.A.
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF H'U.SBAND‘ OR WIFE
Thomas Christeson Unknown Fred Miles
15. WAS DECEASED EVER IN U. §&. ARMED FORCES? 16. SOCIAL SECURITY NO.| 17. INFORMANT Address 1.124 E. Elﬂl 9
Yes, no, nk )| {Hf ) w rv . )
(Yor oo dggrkrownl| Uf rer, alva war or dotes of saics) | g Fred Miles, Springfield, Missouri 5

18. CAUSE OF DEATH (Enter only one cause per line_for (a), {b}, and {¢).)

PART I.

DEATH WAS CAUSED BY:
IMMEDIATE CAUSE (o)

-

A

o ¢ oo

INTERVAL BETWEEN
ONSET AND DEATH

&

|

N

/,'%f

MEDICAL CERTIFICATION

Conditiens, if any, DUE TO (b}
which gave rise to } d J
above couse {a}, M
stating the under- - | ,@ [ - I R
lying cause last. DUE TO (c)
PART [I. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the terminal dissase condition given in PART I (g} 19. WAS AUTOPSY 2
i PERFORMED?
_ /5 X YES[] NO[])
20a. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY QCCURRED. (Enter noture of injury in PART | or PART 1) of item 18.)
o o 0O
2c. TIME OF .Howr Month, Day, Year
- INJURY  am.
p.m.
20d. INJURY OCCURRED 20e. PLACE OF INJURY (e.g., inoraboutheme,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE ATD NOT WHILE D farm, factory, street, office bidg,, e1c.)
WORK AT WORK yd L, -
2). | attended the decoosed from £ 2 / 7 /56 o SLIELST  andlastsoliDcliveen P L8/57

Death occurred at

0 a.m.”’

m on/tha d?i(uutod' chove; and to the best of my kn}}vledq'n,/frnm o causes stated.

22a. 6‘“ E @ % VZ formlc)

E 22b. ADDRESS

g S Y

Clz -
Do .

22c. PATE SIGNED

F/19/57

. BURIAL, CREMATION,

éuugi aLisp-euy)

23b. OATE

Aug. 20, 1957 -

2c. NAME OF CEMETERY OR CREMATORY
Greenlawn -

7Y

23d. LOCATION {City, tewn, or esunty}

; {State} 7

. FUNERAL DIRECTOR

B AooRESS

4 S

prmgf ield, Mo.

25. DATE RECD. BY LOCAL REG.

5T

Springfield, Missarli

GISTRAR'S SIGNATURE

{Licensed Embalmas”s Statecant on Reverse Side)




SN T

STATEMENT BY LICENSED EMBALMER

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

by me, or by ) ., Student Embalmer No. ........ccceviivens

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

working under my personal supervision.

Student oo e et
Signature of Student Embalmer

e ' . - ’ Lxcensed Em Ime No.#ﬂo.?
. _ p. 0. Addresx/#. d :
Note: Thé above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITI i
to comply with the above constitutes grounds for revocation of hcense) .
- If embalmed by a STUDENT, he elso shall sign in his OWN handwriting, . 4o
If this ‘body is not embalmed, fact should be so stated above.

L}
~



