lealth, THE DIVISION OF HEALTH OF MISSDURI “"1__58:0051987 _________

Waltare FILED MAR 3 - 1958 STANDARD CERTIFICATE OF DEATH STATE FILE NUMBER
p.ruce I Registration District No. __Je e ———.Primary Registration District Nﬂ-é_'_ _____ é ________ Registrar's No. ’[ ¢_ ________
. B
. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Re:ldence before”
> COWNIY Greene = STATE Missouri ™ NN Greend™™~”
_57 f b. CITY (If cutside corporate limits, give TOWNSHIP only} Inside Limits c. CITY Inside Limits
; Sk Clay township Yos (] Mo (X ,8;'3,4 Clay Township ,390y=C] wM
| c. Egls‘lii’-l'PAAM%gF {If NOT in hospital, give location) | Length of stay in 1b d. STR (If cutside, give location} Reside on Farm
i INSTITUTLION H Qe -Ga]loway Life ADDRESS Gallowa’y Yes I:I No @
i 3. (N_;_\ME OF DE::EASED First Middle Last 4. DA;E Manith Day Y ear
ype or print 0
| Oma ———— Jones veatn  Feb, 20, 1958
5. SEX I 6. COLOR OR RACE{ 7. MARRIED [ JNEVER MARRIED[] 8. DATE OF BIRTH 9. AGE (In yeors JFUNDER | YEAR| IF UNDER 24 HRS.
Eemale Whlte w EDM D|voRcEDD Mar .30 ’1879 78!0“ birthdoy} [ Months | Days HOUI’IJ Min.

10e. USUAL OCCUPATION {Give kind of work done | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE {City ond stats or country) o 12 CITIZEN OF WHAT COUNTRY?

|

E

E dun st uéwuwif aven if retirad} iNDUSTR'\’H om G‘re‘ene COunty . MO . U . S . A .

E 13a. FATHER*S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF H’U’SBANQ OR WIFE

E Sam Williams Manda. Miller William Albert Jones
E. 15, WAS DECEASED EVER IN U, 5, ARMED FORCES? 16. SOCIAL SECURITY No.| 17. INFORMANT Spon Address

(Yo, qf @ urknamm)] 1 yos, atve vor oy dees of sarvie) None Leonard Jones--Galloway, Missouri

INTERVAL BETWEEN

18. CAISE OF DEATH (Enter only one cause per line for (g
ONSET AND DEATH

PART |. DEATH WAS CAUSED BY:
IMMEDIATE CAUSE (a)

b}, and {c}.}

Maa L A

which gove rise ta
above couse (a},
stating the under

Canditlens, if any, } DUE TO (b)

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

Ll OD a em on th- date rated above; and to the best of my knowledge, from the causes stated.

22c. DATE SIGNED
Y 5§

town, or county) {S1ate)

Death occurred ot

.

)
3
3 z lying couss last. RPUE TO (c -
; =} -
o E PART I, QTHER SIGNIFICANT @ONDITIPN, NTRIBUTING TO DEATH but not related 1o the terminal diseass condition given In PART ! {a) 19. WAS AUTOPSY
- ,SM Q&M, 44 3Ix e T NORe
B £ .= YES[] NO
; _;'.. | 200 ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART 1l of izem 18.) /
& y ) O |
ol i - "
i & 5| 20¢. TIMEOF Hour Month, Day, Year
L3
E o 'a INJURY  am.
. ‘;‘. ] p-m.
} E 2d. INJURY OCCURRED 20e. PLACE OF INJURY (e.g., inor cbout home,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
. WHILE ATI:I NOT WHILE 0 farm, factory, street, offica bidg., etc.)
S WORK AT WORK ., .
= 21. | attended the d d from 2 {nd last iuw: alive on L"L / :5
g
o
H
£
<

W Ty Wi TELy W Ty

eaﬁ&hlle% 0 (4 37

L
23 DATE g "lffz3c. NAME OF CEMETERY QR CREN/ LOCATION (City,

2-22 Galloway Cemetery Greene County, Missouri

ADDRESS 25. DATE RECD. BY LOCAL REG. | 26 157 AR_‘S slGNnil’gE
Springfield, Mo, ,?— 25 -58 ﬁ%& A M
4

/ / {Licenssd Embolmer’s Statement 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

DY M@, OF DY i iiieeevis st rastrasnrrarranrra s seaerennntossarasttntasnararararary

working under my personal supervision.

SEUAERE wecrevreeeeeess e T T e ee e evees e Signed .. ¢
Signature of Student Embalmer

Licensed Embalmer
P. O. Address..SPringfield, M

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



