THE DIVISION OF HEALTH OF MISSOURI

e FLED OCT 14 1957 STANDARD CERTIFICATE OF DEATH ‘*"“"""““sfxf‘g;!é NOMBER

'wblic LT
ervice Registration Distriet No. .o Hm__-_Primary Registration District No? -.-‘9» Ay~~~ Reﬂi’f""." N"---—-fé&f -----
] = — - — — v
O 1. PLACE OF DEATH 2. USUAL RESIDENCE (Whare decaosad lived. lfinstitution: R“;Ildm“ bf{urg
. COUNTY STATE . COUNTY agmi gsian
30 o COU Greene Missouri Christian ¢
=37 b. CgRY '(If outside corporate limits, give TOWNSHIP only) Inside Limits c. CgRY Inside Limits
OB Springfield Yes 3 No (] Tom Ozark. v YeplX No [
I ¢. FULL NAME OF (If NOT in hospital, give location) | Length of stay in 1b d. STREET {If outside, give lomiio‘nl) Reside on Farm
ADDRESS
TEQPATH PITAL 19 gdbs : Yes 11 No X1
3. NAME OF DECEASED First Middle Laost 4. DATE Month Day Year
{Type or print} . QOF Ig
Jim Hale DEATH QOctober 4, 1957 i
5 X & COLOR OR RACE] 7. yugfreo@ueven uareo[J] & DATE OF BRIH 5 AGE (e betmoes Tyead i oes s
male white winowen [ oivorcee[ I Jan, 23 »1880 [ |
104, USUAL OCCUPATION (Give kind of work dons | 105, KIND OF BUSINESS OR 11. BIRTHPLACE (Clty cnd state or country) f 12. aTizEN OF WHAT COUNTRY?
during most of warking lie, even if retired) INDUSTRY . . . N
Farmer Farming _Protem, Missouri 1.5.4
13a. FATHER'S NAME 135, MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
" Lidge Hale Mrs, Lavra Hale =
. 2 Wl 15 WAS DECEASED EVER IN U. §. ARMED FORCES? 16. SOCIAL SECURITY NO.| 17. INFORMANT Address
3 1 R XY unlmqvm)l(H yes, give war ar dates of service} R
: b2 no none Mr, Berry Hale, Qzark Mizsonred
' a 18. CAUSE OF DEATH (Enter only cne couse per line for (a), (b}, and {c}.) * - ’ INTERVAL BETWEEN
' w PART |. DEATH WAS CAUSED BY: ONSET AND DEATH
- w IMMEDIATE CAUSE (o} ___Acute €irculatory Failure
I
3 . .
w Conditions, ifany, . DUE TO (b) - Congestive Heart Failure
> which gove rise 1o
| - above couss (o), } .
. z stating the under-
. 8 5 lying couse last. DUE TO {c}
_B = = PART . OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the terminal diswoss condition given In PART 1 () - 19. WAS AUTOPSY 2
LA b . . 2 4 I H PERFORMED?
: %lc Carcinoma of left side of face 4 YES[] NOiY)
- § & 200. ACCIDENT SUICIDE HOMICIDE | 20b. DESCRIBE HOW INJURY OCCURRED. -{Enter nature of injury in PART | or PART Il of item 18.)
= = w
5 xB° O O O
- F ' =
o NS 20c. TIMEOF .Hour Month, Day, Year
£ afs INJURY  am. -
‘g 3 3 p.m,
€ % 20d. INJURY OCCI_JRRED 20e. PLACE OF INJURY (e.g., inor abouthome,| 20f. CITY, TOWMNy OR LOCATION COUNTY - STATE
pu— WHILE ATD NOT WHILE D farm, facmry, straet, office bldg., etc.) . - )
L WORK AT WORK - -
'5. R 21. | attended the deceased from 9/16/57 . fo 10 1-]-/5_7 and lost 'ﬂ"‘: clive on 10/!-!-/57
g Descth occurred at i - m on the date stated above; and to the best of my knowledgs, from the couses stated.
3. 220, SIGNATURE (Degregqyor ml.‘)‘,’o C9 9 }22 ADDRESS 700 E, Sunshine 22e. t;u'r; sac;so
z. (O aaghat a AL.M 7,7, | Springfield,Missouri. /1 0-5.57
WAy

3b. DATE Zﬁc-gE,DF CEMETERY OR CREMATORY 23d. LOCATION (Clry.'lmm. of county) {State)
=0 [ -, .- . [ - .

- - .. - - -

2. FUNERWEC?JR ADDRESS 7. 25. DATE RECD. BY LOCAL REG. | 26. REGISTRAR'S SIGNATURE - '
3*%% ] , “‘"K “o 1O~ B =S 7 7z

{Li ed Embot: s on Raverss Side}
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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 ..... eereeas rervereneieees reiteeteteveeranreattetn RO IO SO ., Student Embalmer No. ................. -

working under my personal supervision. - -

| 7.4.. 4
Student ..oooooiiiiiiiii ) SRR : Signed...a./l... Nt SCAIRTLIET i
Signature of Student Embalmer

. : - s - " Licensed Embalmer No&l?& ......

i T o Ad&réss.W....’?.m(

Note: The above MUST" BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure
to comply with the above constitutes grounds for revocation of license).
' If embalmed by a STUDENT, he also shall sign in his OWN handwriting.
If this body is not embalmed, fact should be so stated above.

-




