rpt. Health,
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/. 5. 300
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Doctor, caroner, etc. must use only standard nomenclature in item 18. No symptoms will be listed.
USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

All diseases in Part | must be causally reloted.

FILED DEC 23 1957

TR FREVIHTE WE T e 18 R TR R

STANDARD CERTIFICATE OF DEATH

[ PNONY. .. s .

STATE FILE N

BRRE

Registration District No, / % ? Primary Registeation Dlsfrlcl No. 2.9.9_.’. ___________ chlsh’ur 's No. MNo..__f 2 [_ _______
. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence befare
COUNTY G I & a8 STATE M4 gmouri b COUNTY Gre éﬁé’"‘""
CITY (If outside corporate limits, give TOWNSHIP only} Inside Limits c. ClTY é Inside Limits
735N Spriugrleld Yos X1 Mo ] rom Springfield 237% vl N0
FULL NAME OF (If NOT in hospitol, give location) | Length of stay in 1b d. STREET (If outside, give location) Reside on Farm
I HOSPITALOR Bupge Hoepital |73 Yes . ADDRESS 3 208 T. Commericel] ve[] X
I 3 NTAME OF DE'CEASED First Middle Losy 4, DS;E Month Day Yoor
{Type or print) BESSIE ISREAL DEATH Dec. 17'1957
5. SEX 4. COLOR OR RACE T'MARRIEDDNEVER marriep[] 8. DATE OF BIRTH 9. AlGE (in ::,,, ::Jﬂr:ﬁsn ;‘;:Em I:nl:l.NDER 2:“:.115.
Femaie White wigg¥EnX] oivorcee[ ] JARE o 24 . 1884 .‘?B" i Y " l
10s. USUAL DCCUPATION [Give kind of work done | 10b. KIND OF BUSINESS OR 11- BIRTHPLACE {City ond stare or country} p 12. CITIZEN OF WHAT COUNTRY?
ng most of wejl:lf life, wvan if ratired) ﬂJST ome Mie eouri USA
130. FATHER'S NAME 13b. MOTHER*'S MAIDEN NAME 14. NAME OF HJJSBANQ OR WIFE
Stover Unk. Widow
15. WAS DECEASED EYER I[N U. 5. ARMED FORCES? 16. SOCIAL SECURITY No.| 17. INFORMANT Address
|”"“NU”“WP“"“““””“"“"M“ 486-30-4080 | Mrs. Ruby Morelock Spfld. Mo.

PART L.
IMMEDIATE CAUSE (a)

18. CAUSE OF DEATH (Enter only one cause per line for (a), (b}, and (c}.}
DEATH WAS CAUSED BY:

Bronchogenic Carcinoma (Right) . | 5 monthg —

INTERVAL BETWEEN
ONSET AND DEATH

Death occurred ot

Condivions, 1oy, . DUETO i) _Arteriosclerotic Heart Disease 4 Months
which gove rise to }
above cauvse (a},
stating the under-
g lying cause last. DUE TO {c)
= | PART . OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but net related 1o the termingl dissase condftion given in PART 1 {a) 19. WAS AUTOPSY
h é PERFORMED? 9
& /b2 x ves[(] no(X
£ 1 200. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART Il of item 18.}
w
v g | O
S{ 20c. TIMEOF .Hour Month, Day, Year
'S INJURY  am.
"E p.m.
20d. INJURY OCCURRED 20e. PLACE OF INJURY (e.g., inor abouthome,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE ATD NOT WHILE 0 farm, factary, street, office bidg., etc.)
WORK "AT WORK
21. | attended the deceased from 9- 30- o la- L7 -0 and last Sow ?“ alive on 12 16-57
,

m on tha date stated cbove; ond to the best of my knowlndge, from the cavses stated.

3a. B RIAL, CREMATION

12-20-77)

MHt. Comfort Cemetery

220. SIGNATUR (o] 22b. ADDRESS ¥2c. DATE SIGNED
” . 1630 N. Jefferson . 12-17-57
23b. DATE 23c. MAME OF CE_'{ETE_RY'O_R_CREMATORY 23d. LOCATION (City, town, or county} ) {State)

1]
Spfld. Mo,

25. DATE RECD. BY LOCAL REG.

YPEY) Aad-D s‘Z
{Licensed Embalmes’s Statement on Raversefitde)
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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
h by me, or by ..covverennen.o, t e e e e aetsen s e rntn e e tnaarhnn e n et taratanta e ran , Student Embalmer No._7.......... ....

working under my personal supervision.

Student et e e eeas

SR + Note: .The above MUST BE SIGNED BY THE LICENSED EMBALME
to comply with the above constitutes grounds for revocation of license).
ter¢ 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, :

L3 ror T e .



