THE DIYISION OF HEALTH OF MISSOURI

+ Heaolth,
& Welfore FILED DEC 9 1957 STANDARD CERTIFICAT! OF DEATH R ““STATE F|LE NUMBER
. Publie g J - A
h Service I Registration District Na. 1 2. ?_ _____________ Primary Reglsiroﬂoﬂ District No. Rq_g_q____m Reqmmr s No .....)_} _____________
1. PLACE OF DEATH 2. USUAL RESIDENCE {Where deceosed lived. |f institution: Residence bafore
5.300 D a. COUNTY Greene o. STATE Mi ssouri k. COUNTY Greeﬂ@"”'?’
- 1-57 b. CITRY {If vutside corporate limits, give TOWNSHIP only) Inside Limits c. CIOTY Inside Limits
R . .
tomi  Springfield Yos [§ Ne[] TOWN Springfield .3 fﬁn Yosfix] Ne[J
c. rtgls-f!"-l'?:l?EOl?F {4 NOT in hospital, give location) | Length of stay in 1b d. STRERE'ES {If outside, give location) Reside on Farm
ADDRE
insTITuTioN Burge Hospital 14 years - 2009 North Park Yes[ ] No K]
3. NAME OF DECEASED First Middle Lost 4. DATE Meonth Day Yoor
{Type or print) OF
TILLIE SWANSON DEATH November 28 1957
5. SEX 5. COLOR OR RACE|} 7. maRRIED[ ] NEVER MARRIEDL ] 8. DATE OF BIRTH g, AIGE. 9:-:;"; :::::Ei gvem l:nUNDER 2;:“'
Female White wl % mvorcen[]| Sept "2, 1875 5* Y Y [ ‘
10a. USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE {City and state or country) C\lz. CITIZEN OF WHAT COUNTRY?
during most of working life, aven il ratired) INDUSTRY s :
e Own Home Salem, Missouri 0.S.4.
13a. FATHER'S NAME 13k. MOTHER'S MAIDEN NAME 14. NAME OF l'{'U'SBAND CR WIFE

Doctor, caroner, etc. must use only standard nomenclature in item 18. Mo symptoms will be listed.

All diseases in Part | must be causally reloted.

Peter Sweanson

Gustava Larscn

15. WAS DECEASED EVER IN U. 5. ARMED FORCES?

16. SOCIAL SECURITY NO.

17, INFORMANT

{Yes, no, or unknawn)] {If yes, give wor or dotes of service)

Address

no

Onknown

Mrs Emma Coil, Springfield, Missouri

PART |

DEAT
IMMEDIATE CAUSE {a}

WAS CAUSED BY

18. CAUSE OF DEATH (Enter only one ¢ause per li r {g), (b), and {e).) z Z

INTERVAL BETWEEN
ONSET AND DEATH

/g

Death occurred ot

3:00 a

o date staldd above; ond to the best of my lmowladg-,l{om the cuVs nu!e{

w
4
o
3
"
e
w
[
[
= .- -
o Conditiens, if any, DUE TO (b)
b= which gavae rise to
Lt above causa (o), }
4 stating tha under-
8 z lying couge last, DUE TO (c}
o s PART II. OTHER SIGNIFICANT CONDITIONS CONTRIBUTEING TO DEATH bur not related 1o the terminal disease condition given in PART | {g) 19. WAS AUTOPSY
ol b : ,7 PERFORM
-] [ OX YES[] NQ
¥ 2| 200. ACCIDENT SUICIDE HQMICIDE 20b. DESCRIBE HOW INJURY QCCURRED. {Enter nature of injury in PART 1 or PART Il of item 18.) /
= w
v & J D |
3 E
3 Ul 2¢. TIME OF .Hour Monith, Day, Year
& INJURY a.m.
o] & p-m.
- . 20d. INJURY. OCCURRED 2e. PLACE OF INJURY {¢.g., inor abouthome,| 20f. CITY, TOWN, OR LOCATION _ COUNTY STATE
w WHILE ATD NOT WHILE O farm, facipry, stregm office bldg., eic.)
2 WORK AT WORK .
21. | attended the deceased from last sow hl % glive on

FUNERAL DIRECTOR ! B

pringfield, Mo.

/2- 8- 57

‘e, Q mia) 22b. ADDRESS Lc DATE SICH
,_.u;....v‘- m o (% /37
23a. BURIAL, CREMATION, | 236. DATE 23c. NAME OF CEMETERY OR CREMATORY 7 | 234, LOCATION (City , & county) AT ¢ /
FEmOvSL Greeiin S f d M ssouei
Buri Nov 30, 1957 Eastlawn Cemetery pring i
DRESS 25. DATE RECD. BY LOCAL REG. | 25. pB# R

4 Embal

(L

* on Reverse Side)




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 ..oiitiiii e fe e eneehrrae e iR enieitieiteneren et e nn et aeraannn , Student Embalmer No. .........cceueevee

working under my personal supervision.

StUdent .oeicvnreinier e s e a e reas
Signature of Student Embalmer

R Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his
- to,comply with the above constitutes grounds for revocation of license).

"'~ 1f embalmed by a STUDENT, he also shall sign in his OWN handwriting. . - .

If this- body is not embalmed, fact should be so stated above.




