THE DIVISION OF HEALTH OF MISSOUR1

44065

rpt. Heolth,
c.. & Walfore FILED DEC 3 0 STANDARD CERTIFICATE OF DEATH STATE FILE NUMBER 2
- S. Publi
alth 5:";:. ngls ration District No. ... ’,az‘......_..,._.._..Primury Re_g_isrwrion District NO-.M..,,.."HH”“.. Rngilhjl's NO'._..).Z-___________
1. PLACE OF DEATH 2. USUAL RESIDENCE ({Where deceend lived. If institution: Reslr.lence b)efom
mi s si
/. 5. 300 ao. COUNTY Greene STATE Missouri . COUNTY Gree né ssion
ev. 1-57 b. CIOTRY {If outside corporate limits, give TOWNSHIP only) Inside Limits c. CgrRY Inside Limits
TOWN Springfield Yes (X Mo [] _TOWN Springfield vf?ﬁ Yeslgl Ne[]
e¢. FULL NAME OF {Hf NOT in hospitel, give location) | Length of stoy in 1b d. STREET {If outside, give location) = Reside on Farm
HOSPITAL O ADDRESS
INSTITUTION 929 E. Falnut 40 yrs ' 929 E.. Walnut - Yes O] Mo ]
3. NAME OF DECEASED First Middle Last 4. DATE Manth Day Year
(Typs or print) oF
| ROSE (CARL) LIEPMAN DEATH December 1957
: 5. SEX / 6. CCTLOR OR RACE T'MARRIEDD NEVER MARRIED[] 8. DATE ZF B1R‘I;-I8 9, AEE Eiﬁ:;;:;; :::EI'J.ER;LEAR IE:::JIDER 2:“:'RS.
Femhle Thite wingRen(H pvorceoJWMuly 16, 1883 [

100, USUAL OCCUPATION {Give kind of work done | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (City ond state or cauntry) £ | 12- CITIZEN OF WHAT COUNTRY?
during  warking lifa, even it retired) INDUSTR
Housew{f , Own me Herman, Missouri UoS‘A.

13a. FATHER'S NAME

Robert Carl

13b. MOTHER'S MAIDEN NAME

Adena Withhaus

14. NAME OF HUSBAND OR WIFE

230. BURIAL, CREMATION,

Buriat &

23b. DATE

Dec 28,1957

Meple Park

{51ate)

g
2
2
3
.‘i
H
w -
'El 2 | 15+ WAS DECEASED EVER IN U. 5. ARMED FORCES? 16, SOCIAL SECURITY NO.{ 17. INFORMANT Address .
Sl (Yo, no, or unk 1t yes, gi 4 f sorvi .
Z g (Yes nﬁoorun nnvm]l( yes, give war or dates of setvice) unknown Mrs T. B. coppage, -Jr., S‘pr‘ingfleld, Mo.
z o 18. CAUSE OF DEATH (Enter only one cause per line for {a), {b), and {c).) INTERVAL BETWEEN
% & PART 1. DEATH WAS CAUSED BY: . m ONSET AND DEATH
= vl IMMEDIATE CAUSE {a) Cornevorpnas 03 T e Y oo
£ Ll 1 B
HEE E ? Quoliie lleei (Hod oo, -N1s A
. A ;. *+  Conditions, if any, DUE TO (b} . =
£ -4 which i e
P ,haﬁxgwx} v | R 1
- r-a B tating th d
% g g’- ‘ ;yiuno 9“:"""":1" DUE TO (c) l
e B PART (1. OTHER 5IGNIFICANT CONDITIONS CONTRIQUTING g DEATH but rot rafated 12 the tarminol dizaass condirion given in PART | (o) 19. WAS AUTOPSY
23 E[% é o z ry PERFORMED? 2
R E / X ves[] vo
% . x[|5[ 200 ACCIDENT SUICIDE HOMICIDE | 2087 DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART 1 or PART H of item 18.)
I - I
58 j § c. TIME OF .Hour Month, Day, Yeor
a2 @ps INJURY  a.m.
; g : ¥ p.m. .
2 & - 5 20d. INJURY OCCURRED 2e. PLACE OF INJURY (e.g., inorabouthoms,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
g :._ w WHILE ATD NOT WHILE 0O farm, factory, street, office bldg., etc.}
$5 3 |work AT WORK
e . Bl . L~
l,': f ’ 21. 1 ottended the deceased from ? -— /I -’._f’ 3 , o /2 -4 7 and last iawlweon -7 "'(7
g 2 Daath occurred at - m on the dol. sfutld above; and to the best of f my knowltdgc, from the causes stoted.
v o
i 2 220. SIGNATURE e or mte) 22b. ADDRESS - E oY M? T2c. DATE SIGNED
-
83 : 7»‘ . A.b‘ 2o /2647
23¢- NAME' OF CEMETERY OR CREMATORY, aha.d ocaTion (c(,, town, or county}

Springfield, M;.ssou_ri

24. FUNERAL DIRECTOR

’,

OPRESS
“épringfleld, Mo,

25. DATE RECD, BY LOCAL REG.

12-2¢-5 7

26. REGISTRAR'S SIGNATURE

4 Embal

n Reverse Side)




’ . . %ﬁ$ . N ) .

S . b
Saelool . ] %c;o\%

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 ..ot et .» Student Embalmer No. ...................

working under my personal supervision.

Student ...,
Signature of Student Embalmer
Licensed Embalmer No. / 7”%
-P. O. Address.
' '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 handwntmg
“If this- body is not embalmed, fact should be so stated above. S



