THE DIVISION OF HEALTH OF MISSOURI

{eaith,
vates © ¥6_114,090§1LED JUN 17 1956 TANDARD CERTIFICATE OF DEATH 2 S 3 7 :
Service .#16236 Registration District No. -_é@_.__,,..,u__.._..PirgorLR:gistmfion District No. d 0.2 ........ Regtx!rnr sNo. & S & oo
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. if institution: Residence before |
- b. CO mi ssion
%0 CONTY BUTLER * STATE MISSOURI “ “™TY DOWGL
57 " CITY (If oufside corperate limits, give TOWNSHIP only) | Inside Limits .. CITY Inside Limits
OR OR 0 B0
town POPLAR BLUFF Yes (J Mo [] TOWN AVA ¢ Yes{{] Ne[ ]
FngL_I NAME OF (If NOT in hospital, give location} | Length of stay in 1b d. STR%E-IS;S {If outside, give location) " Réside an Farm
HOSPITAL OR ADDRE
INsTITUTION Ve Ao HOSPITAL 53 DAYS ' NONE Yos (] No (K]
3. NTAME OF DE?EASED First Middle Lost 4. DATE Month Day Year
{Type or print
JAMES MATTHEWN SPRING peatH MAY 30, 1958
5. SEX o) 6. COLOR OR RACE} 7. WARRIED[ ] NEVER MARR‘ED@ 8. DATE OF BIRTH 9. A'G“E' Entol;:;; ;:.Lr':ﬁeng;r:m l:nl::DER 2;_:,25_
MAIE WHITE ‘wooweo[]  Ooworceol]| 1-21=97 61 |
0. USUAL OCCUPATION {Give kind of work dene | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (City and state or country) i |12 ©T1zEN OF WHAT counTRY?
Lmﬁﬁﬁf working life, aven if revired) #‘MY DES MOIIES IOWA U S A
, L] - -

130. FATHER'S NAME

JOSEPH SPRING

13k, MOTHER'S MAIDEN NAME

MAGGIE WHITAKER

NONE

14. NAME OF HUSBAND OR WIFE

‘YEEN unknawn)

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

{If yes, nivwwir datas of service}

UNEKNOWN

16, SOCIAL SECURITY NO.

17. INFORMANT

Address

VA HOSPITAL RECORDS, FOPLAR BLUFF, MO.

PART 1.

DEATH WAS CAUSED BY
IMMEDNATE CAUSE (o)

18. CAUSE OF DEATH (Enter only one couse per lins for {a}, (b}, ond (c).)

PARTIAL SMALL BOWEL OBSTRUCTION,

INTERVAL BETWEEN

3 A8,

Gantioms, 4o, | SRR &) LOWER NEPHRON MEPHROSIS. 3 DAYS.
Lo i
Iylng cowse lasi. _DUE TO (c}

19. WAS AUTOPS

MEDICAL CERTIFICATION

USE ONLY BLACK iNK OR RIBBON TYPEWRITE IF POSSIBLE

WHILE AT
WORHIA O

AT WORK

NOT WHILE

O

farm, factory, street, office bidg., ete}

205, CITY, TOWN, OR LOCATION

Fi

All dismases in Port | must be causally related.’

/uﬂmded the deceased !rom A

ril 7, 1958

. _May

0, 1958

m on the date stated cbove; and to the best of my knowledge, from the causes stated.

D[ 22b- ADDRESS

VA HOSPITAL, POPLAR BLUFF, MO.

22¢. DATE SIGNED

6/3/58

Z3a. BURIAL, CREMATION,

23b. DATE

23¢c. NAME OF CEMETERY OR CREMATORY

23d. LOCATION (City, town, or county)

{State)

Frank-Cotrell Poplar Bluff Mo,

T

{Licensed Embalmes’s Stutecmenf on Reverse Sida)

e REMOVAL {Sgscify) ‘ .
gzo Removatl | 5=31-58 Ava Cem. Ava,Mo.
24. FUNERAL DIRECTOR ADDRESS 26. 5T, 'S SIGHATURE

PART 1. R T DIT t palot e ¢ RT
UODENAY, HL.OER ‘T ﬁ%ﬁ "GEL I ~ o UM G 10 TR RATTES) G’EN- PERFORMEQATO
min.rn"n SEVERE UMBILICAL, YES[] No&] 2
200. ACCIDENT §UIC|DE HQMICBE 20b DES{RIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART [ of item 18.) |
O O a
Mec. TIME OF ,Hour Month, Day, Year -
INJURY a.m. .
p.m.
20d. INJURY OCCURRED 20e. PLACE OF INJURY {e.g., inor chout home, COUNTY STATE



RECEIVED . .

aurer o0 Bea S cevter - .
- F"'E No. o el E\ . :_.:_‘\_gf. e .-

ne St . i
2L o & e ha e . [P

......

STATEMENT BY. LICENSED EMBALMER.

I hereby certlfy that the body whose name is recorded on the reverse side of this certificate was embalmed

L. . -

by me, 0T BY ittt rre e e e e

working under my personal supervision.

Student .o e e s e 7P P s S ST SR S
Llcensed Emba No.. %g77
. - " P, 0. Address. Zﬂi
T . Note* The above MUST BE SIGNED BY THE LICENSED EMBALMER in hrs OWN HANDWRITING. (Faillir
to comply with the above constitutes grounds for revocation of lxcense)

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.

4




