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Doctor, coroner, etc. must use only stondard nomenclature in item 18. No symptoms will be listed.
USE ONLY BLACK INK QR RIBBON TYPEWRITE IF POSSIBLE

All diseases in Part | must be causally relored.

.

T"_ED NUV 1 8 19?7 THE DIVISION OF HEALTH OF MISSOURI 3-3985
STANDARD CERTIFICATE OF DEATH TTTTTTTSTATE FILE NUMBER
I : Ragisiration Districs Mo. /a'g Primary Reglsirohon Dufrl:l No. a o ONHQ.___.. — Ruglsfrar s Ne. ._"J,g.‘ ,g ,,,,,,
| |
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution:-Residence before
a CONTY (FTreene o. STATE Missouri » CounTY Gree nEdmusmn)
b. CgRY (If ourside corporate limits, give TOWNSHIP only) Inside Limits c. Clc;l'RY Inside Limits
“town  Springfleld Yes [RNe (] town Springfield gl Y %O
c. FULL NAME OF (If NOT in hospital, give location) | Length of stay in 1b d. STREET [If outside, give location )‘ "1 Reside on Farm
HOSPITALOR@33 ¢, Turner | 3 months ADDRESS 833 W, Turner Yes 0] No [X]
3. NAME OF DECEASED First Mid Last 4, DATE Month D Y
{Type or print} i ' FERGUSON > OF " « -
BERTHA FERCERSEY  PARNELL peari  Nov, 8, 1957
5. SEX 4. COLOR OR RACE| 7. 8. DATE OF BIRTH ~ 9. AGE (In years IF UNDER 1 YEAR[ IF UNDER 24 HRS.
MARRIEDDNEVER MARRIEDD BEélin:duy) Manths | Days Heours Min.
Female | White mpglen[®  ovorceol| Auga13 ,1875 I
16e. USUAL OQCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS QR 11. BIRTHPLACE (City ond state or country) ﬁ 12, CITIZEN OF WHAT COUNTRY?
during most of working life, aven if retired) INDUSTRY
Housewife in Home Missourl USA
13= FATHER'S NAME 13b, MOTHER'S MAIDEN NAME 14. NAME OF H'U’SBAND OR WIFE
T.J.Loftliss _ Ann Cartwright Widow
15. WAS DECEASED EVER IN U, 5. ARMED FORCES? 16. SOCIAL SECURITY NO.| 17. INFORMANT Address

59-20-6003A

{Yes, lﬁ or unknawn)] {l{ yes, giva war or dotes of service} 3
g

Mrs, Ruth Luttrell Spfld, Mo,

Conditians, if any,

INTERVAL BETWEEN
ONSET AND DEATH

[ LiAr .

18. CAUSE OF DEATH {Enter only one cause per Line for {a), (b), ond (c}.}
PART I. DEATH WAS CAUSED BY: .
IMMEDIATE CAUSE (o)
DUE TO (). &Jv@br /97%&- D/ %JM :

2

which gave rize to
above cavuss [a),
stating the wnder-

DUE TO (e}

lying cause last.

174 X

PART Il OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but.not relatad to the terminal dizease condition given.in PART | {a} .

19. WAS AUTOPSY
PERFORMED? 2— -

z
=]
=
h)
T - . - Yes[] NO
51 200. ACCIDENT SUICIDE HOMICIBE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART ! or PART Il of item 18.)
w
o O O d
S[ 2c. TIMEOF  Hour - Menth, Doy, Year
a INJURY a.m.
E3 p.m.
20d. INJURY OCCURRED 20s. PLACE QF INJURY (o.g., inor abouthome,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE ATD NOT WHILE D farm, factory, strees, offuca bldg., etc.} : co '
WORK AT WORK !

2.

Vd o L

F=37

 ottended the decsased frongy %-5 5!”— -
_E_emh occurred af ha h

undlu;riaw::‘nliv-on //"' f" J7

m on the date stated cbove; and to y best of my lmc}lndge, from the couses stated.

22b. ADDRESS

L Fen.

23h. DATE

11-11-57

T N [Degree or title)
(7% )
o~

23c. NAME OF CEMETERY OR CREMATORY N

Willow Springs

-4

22c. DATE SIGNED

[ E-S7

3d. LOCATION (Ciry, town, or county)

Willow Springs, -Mo.

(State)

CLZ %pr1a. To.

25. DATE-RECD. BY LOCAL REG,

//—// -5 7
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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 embalmed
by me, or by .............. heareeeeenencans ererteseersrastasenseseenrasessitereivesstsinsetreenrnenaas

working under my personal supervision.

Student ... e e e e aas

to comply w1th the above consntutes gounds for revocation of hcense) 3_[r
* & If embalmed by a STUDENT he also shall Sign in his OWN- handwntmg -
If this body is not embalmed, fact should be so stated above, <« . -

N » PN B X400




