.ﬁh, THE DIVISION OF HEALTH OF MISSOURI 31%5
.,\\'ol-!uu F".ED SEP 2 3 1957 STANDARD CERTIFICATE OF DEATH TTTTTTTSTATE FILE NUMBER
S::.!::. R:giﬂmﬁon_ Districy No. /2 g Primary Rogisfraﬁon District Mo & T o .. Registrm:ﬁ.“_ﬂ%__“
1. PLACE OF DEATH . 2 USUAL RESIDENCE (Where deceasad lived. [f institution: Resldeneg before
o & a. COUNTY @reene . STATE Mg, b COUNTY 1y g oy fidmission)
157 Inside Limits . CITY Inside Limits

b. CITY (H outside corporate limits, give TOWNSHIP only)

om  Springfield

Yes &No O

:%%4 grove Springs

V4

@"“D NoE]

éﬁ

I <. FgLé. NAMEOOF {If NOT in hospital, give location} | Length of stay in 1b d. SBRDE?EE.IS.S f {if outside, give location) Reside on Form
HOSPITAL OR A # -
INSTITUTION _ Burge 1 week . : Yes[] No

3. NAME OF DECEASED First Middle Last (031-5 Month Day Yoar
{Type or print} P '
RUBY ROBERTSON oeatH Bepte . 14, 1957
5. SEX 5. COLOR OR RACE| 7. : 8. DATE OF BIRTH @, AGE [ F UNDER i YEAR| IF UNDER 24 HRS.
/ M.AR"(EDNEVER HARMEDD ] (bi'l"!;;:;; Months | Days Hours Min,
Female White winowen[] ovorcen(]| Sept.10,1912 ’4? |
10a. USUAL OCCUPATION (Give kind of wark done | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (City,and state ar cauntry) Z112. CITIZEN OF WHAT COUNTRY?
ring mont of working life, even if raticed) INDUSTRY hd
Hougewire ™ Home Z4) /°,-, WU~ | U.S.A.

15. WAS DECEASED EVER IN U, 5. ARMED FORCES?
{Yes, no, or unknawn}f {If yas, glve war or dotes of service)

P

13b. MOTHER*S MAIDEN HAME

17. INFORMANT

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE
MEDICAL CERTIFICATION

Port | must be causclly reloted.

.
Seds03 In
e

[

-~

All di

A4

18. CAUSE OF DEATH {Enter only one cause per line for {a},
PART 1. DEATH WAS CAUSED BY;

IMMEDIATE CAUSE (a)

Conditions, if ony,
which gave rise to
above couss (o),
stating the under-

} DUE TO (e} i

(b}, ond [(c}.)

fi. wane oF HUSBAND OR WIFE ;

Address

(]
INTERVAL BETWEEN |
ONSET AND DEATH ‘

Z*howrs

DUE TO (b) _L_\MMM LZN

3 nenths

nA\ [N

2 arks

5:00

. Death occurred ot

lying couse losi.
" PART . OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the terminal disesss condition given in PART | (a} 19. WAS AUTOPSY -
- PERFORMED?
: . YES[J NO[od
200. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART 116 item 18.}
O O O
c. TIME OF .Houwr Month, Day, Yeor
INJURY a.m.
p-m.
204. INJURY OCCURRED 20e. PLACE OF INJURY ({a.g., inor cbouthome,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE ATD ‘NOT WHILE 0  form, factory, street, office bldg., etc.) . A
WORK AT WORK sy - . [
:-Ilklu- dod the d d from 9‘ ?3'57 ,msept. lu' 195?andlusf iaw-_uhuon ?“ 14~ 07

m on the dote stated above; ond to the best of my hmwladga. from the causes stated,

T, “G"??}/ M /ﬁéﬂ..o% '”Q

23a. BURIAL, CRE

24. FUNERAL DIRECTOR

John Simpson Hartville,Mo.

TION, 23c. NAME

VAL {Specily
r

23b. DATE

’;g;;z

OF CEMETERY OR CREMATORY
'

ADDRESS

25 DATE'RECD, BY LOCAL REG.

P—2p -7

7

(Licsnsed Embalmer’s Stctament on Reverse Side) 7

22¢. PATE SIGNED
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4 ‘ : o . STATEMENT BY-LICENSED EMBALMER
T hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed
by me, or by errebrrerrraree e raren e T T S S OP. s Student Embalmer No.
working under my personal suﬁewision.
Student ...leveeeernenn et e e eraneas
Signature of Student Embalmer ’ -
e .. SERI S ILraR o Llcensed Embalmer No., u568
' "% 0. Address SRIANEL 101, MQ .
LR + * Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Fallure |
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, -
WO IvTasT o nomynIt D

T N - -




