USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE
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w disoases in Part | must be casualiy ralated. Coroner cannot certify to o death due te naturel couses.

FILED APR

171958

THE DIVISION OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH

Registration District No. ... é—' g_- ........... Pri

STATE FILE NUMBER
L s , ‘,?éjf
mary Registration District No.... 20022 Registrar’s No. ... 200

1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. 1f institution: Ruiden;a _baic;;/
a STATE __. b. CQUNTY admissi
o COUNTY Cape Girardeau Missouri ¥ibe Girardeau N/4%
b. CITY (lf sutside corporate limits, give TOWNSHIP only) | Inside Limits e. CITY Inside Limits 8
OR . oR - .
Tows  Cape Girardeau Yesqt NeD town Cape Girardeau Yesfl NoO
c. Iflgls_l&i']”:l{‘%g': (1f NOT in hospital, give location)|L angth of stey in 1b 4. STREET {1f cutside, give location) Reside on Farm
INsTITUTION Southeast, Mo, Hosp.l 7 years ADDRESS 41 Themis YesO MNod
3. NAME OF Firgt Middls Lant 4. DATE Month Day Year
DECTASED oF
(Type or print) Albert None Greer OEATH Apmed] K. 1958
5. sEX 6. COLOR OR RACE 7. MaRRIED B NEVER MARRIED [ ]| & DATE OF BIRTH 9. AGE {In yeats { IF UNDER ¥ YEAR I UNDER 24 HRS.
m 4 lug tirthday) {arontha | Dave | Hours | Min.
Male White wiooweo (3 | oworcen [ 12=29-1831
102. USUAL OCCUPATION (Gioe kind of work done | 105, KIND OF BUSINESS OR INDUSTRY [11. BIRTHPLACE (City and stafe or country} 12. CITIZEN OF WHAT COUNTRY1
during most of working life, even if retired)
Fa Farm Diehlstadt, Mo, .S, A,

13. FATHER'S NAME

Albert Greer

14. MOTHER'S MAIDEN NAME

Hons Law FElizabeth Foster

{Yea. no. or unknawa)

No

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

U yes, pive war or dates of service)

16. SCOCIAL SECURITY NO.

17. INFORMANT Addreas

None

Nora Greer Cape Girerdeau, Mo,

PART 1. DEATH WAS CAUSED BY:

IMMEDIATE CAUSE (a)

18. CAUSE OF DEATH [Enfer only one cauze per line for (a), (b)), and ()]

Aot CandtinFa bl e Re

INTERVAL BETWEEN
AND DEATH

ZM 6’?6"‘

Conditions, if any, DUE TO (&)
which gaee rise to
above cauae ;! ' : ' ‘E-
stating the under- X a
- lying cotse last. DUE TO (&) k3 ——f=
o PART Il_OTHER SIGNIFICANT CONDITIONS CONRRIBUTIRG TO DEATH BUT NOT RELATED TO THE TERMIFd DISEASE CONDITION GIVEN IN PART 1(a) 19. :‘Elg SRMgPD?'
3 MM-Q » . ) Z
é W, 55 / X | ves no e
E 20a. ACCIDENT SUICIDE HOMICIDE | 20b. DESCRIBE HOW IN OCCURRED. (Enter ngflire of injury in Part I or Part 1 of item 18.)
g O (] a-
-<-l 20c. TIME OF Hour Month, Day, Year Lk
3 INJURY @ m,
E pP.m.
X | 204 INJURY OCCURRED 20e. PLACE OF INJURY (e, g., in or about home, | 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT (] NOT WHILE farm, factory, atreet, office bidg., ete.)
WORK AT WORK

21. I attended the deceased from
Death occurged at

-
and fast saw@ alive o
m on the date stated above; and to the beat of my Knowledge, {f0m the causes stated.

Ford & S

ons

Cape Girardeau, Mo,

{Licensed Embalmer’s Stoldment on Reverse Side)

Za i (Degree or titte) | ) 225 POORESS ] . . DATE §IGNED
y 2«8 - rif ]
23a. BUR%HATIO‘N{ 235, DATE 23c. NAME OF CEMETERY GR CREMATORY, 23d. LOCATION (City, fotch. or county) (817? d
REM Specify
Bur h -7 -1958 | sikeston City Sikeston, Mo,
24. FUNERAL DIRECTOR ADDRESS 25_DATE RECD. BY LOCAL REG. .

L /R




Crow—

L

STATEMENT BY LICENSED EMBALMER

. 1 hereby certify that the body whose name is recorded on the reverse side of this certificate was er
by me, or by &.)QM\.}‘#U—& ........... ettt » Student Embalmer NO"S.S

working under my personal supervision,.

Student Z(-). 45-& ........... Signed....M.. ... \//”3//

Signatule of Student Embalmer = = TTITIRMASRLg It AT p ey

/
Licensed balmer No.a-z.'..é.

. P. O. Add 6 (%w-:i,f/
r ss (-__J

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. l
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. - -




