THE DIYISION OF HEALTH OF MISSOURI

38-005162

Health, L. A
.P::Ilif:n HLED FEB 1 7 1953 STANDARD CERTIFICAYE OF DEATH ‘) STATE FILE NUMBE
Service Repistration District No. _ f#fr & ... Primary Rnglsnu!mn Disrriet N020 0 A Raglnmr slNe. Lo /de -

1. PL:(\:SLEJ OF DEATH 2. USUAL RESIDENCE (Where dacons:cl ||Bed If institution: Residence hgjou

. NTY . COUN a mlsllon
300 : Greene * T Miasourt Hreene
.1_57 b. CITY (If outside corporate limits, give TOWNSHIP enly} inside Limits c. CgRY Inside Limits
]
| | Tom Springfield Yes & 1o ] o Springfield 054 " Vesfe] No[]
i <. zg;.é_l_?:r%gf: (1f NOT in hospital, give location) | Length of stay in 1b d. SERD%EEES (If outside, give location) Reside an Farm
' Al
| insTiTuTion 1612 N, Main 50 ¥Yrs, 1612 N. Main Yes [] Moy
| 3 Nf\ME OF DECEASED First Middle Last 4. DATE Month Day Year
; (Typeorpio)  ORA ALICE ROSS peaFPeb. 11, 1958
| 5. SEX fl ¢ coLorORRACE] 7. RA 8. DATE OF BIRTH 9. AGE (In years JF UNDER 1 YEAR| IF UNDER 24 HRS,
MARRIED[ENEVER MaRRIED[ ] (I v -
.F Female Whi te VBDO\'IEDD DIVDRCEDD P Feb . 1882 I?f6mhduy) Months | Days Hours l Min,
E 10a. USUAL OCCUPATIION (.Givo kind of wflr‘l done | 10b. KIND OF BUSINESS OR 1. BIRTHPLACE {City ond state or country} 0 12. CITIZEN OF WHAT COUNTRY?
;P’ H’&%%ﬁﬁrréhh' aven if refired) INDﬁToRnYle M i 8 B ourl USA
IF: 13a. FATHER'S NAME 13b. MOTHER"S MAIDEN NAME 14. NAME OF H]JéBAND OR WIFE
William Williamson Susan Pipkin Frank Ross
-E. 15. WAS DECEASED EVER IN U, S, ARMED FORCES? 16. SOCIAL SECURITY NO.{ 17. INFORMANT Address
{Yes, woknawn)] {If ye iye waor or dates of service -

3 NG o] gy ' ! Frenk Roes Soringfield

W Iy WLy WL HIHST VAW MIMY #ETS HINEN ATV AT et o.

All diswases in Part | must be causally related,

PART |. DEATH WAS CAUSED BY:

IMMEDIATE CAUSE (a)

18. CAUSE OF DEATH (Enter only one causs per line for {a), (b}, and ().}

INTERVAL BETWEEN
M ONSET AN H

23a. BURIAL, CREMATION, 231:- DATE

BEFLEYT™ 4. ‘sz—'S‘?

23c. NAME OF LEMETERY OR CREMATORY
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Conditians, if any,
g‘- \-hlch' :::c i l-n:u DUE TO (b)
- abova cavie ({a),
z ing the under-
glz lying caven. lagh. ) DUE TO (c) 420/
2N b= PART 1. OTHER SIGN FICANT CON’DITIONS CONTRIBUTING TO_DEATH but not relgied to the terminal disease conditian given in PART | (a) 19. WAS AUTOPSY
A & . PERFORMED
4 K YES[] NO
% = CIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART Il of item 18.)
— w
" b [ O ]
o K
Ny B TIME OF .Hour Menth, Doy, Yoor
= ks NJURY  am.
z E3 p.m.
% 20d. INJURY OCCURRED 20e. PLACE OF INJURY (e.g., in or about heme, | 20f. CITY, TOWN, OR LOCATION COUNTY STATE
w WHILE ATD NOT WHILE 0 farm, factory, street, office bldg., ete.) . :
b WORK AT WORK

21. | attended the deceased from 2-11-58 0o__@=11-58 and last saw P¥* otive on -t
D'ufh occurred at M 10’ Pm on the date stated cbove; end to the bast of my knowledge, from the cavsas stated.
22a] FGNATURE . {Degree or title} i_mb. ADDRESS 1630 N . Jeffe T80 | e PATE SGNED
4 Ad,( 1 . Seringfield, Missouri 2125

23d. LOCATION (City, town, ar county) {Stats)

A’//vc £I1ECP

24, FUNERAL DIRECTOR DRESS
g Rt -v-zz-

25. DATE RECD. BY LOCAL RE

Spgfd.Mol 2_/3. &

{Licansed Embolmer’ s Stotecunt an-ﬂtnno Sida}

STRAR'S SIGNAg :



STATEMENT BY LICENSED EMBALMER

|
!
I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed‘

BY M@, OF BY euiiriiiiiiiiiiire v it irissessssnasrsennsassnrnnrassnrrnssausasrarastnnnenarnen .» Student Embalmet No. ................... ‘

working under my personal supervision.

L LT L1t S Signed 44%({/ o

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his O¥N HANDWRI

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.

. (Failure



