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0

All disewses in Past | must be causally ralated.
o

THE CIVISION OF HEALTH OF MISSOUR|

STANDARD CERTIFICATE OF DEATH

58028825

STATE FILE HUMBER

F] LED S E P 8 Ig—ggisrmrior\_ District No. ,,.;/z,z ,,,,,,,,, Primary Re_g_islrciiin_gistricl No..w

1. PLACE OF DEATH

2. USUAL RESIDENCE (Whero deceased lived. if institution: Residence befﬁre

o COUNTY Grgene o STATE Mg, b. COUNTY (}pagnerim ssion)
b. CgRY (If outside corperate limits, give TOWNSHIP only) Inside Limits c. CgRY o 2 q L Inside Limits
tom  Bpringfield Yes [ Mo 3 1om Springfield 0| Y NeD]
c. FULL NAME OF (If NOT in hospitel, give location) | Length of stoy in 1b d. STREET Mond mﬂ give location) Reside on Farm
HOSPITAL O ADDRESS ay P
insTiTUTIoN D0 O0 Ae Burge 30 yrs. 328 E Commercial Yes (] Ne[(J
3. :'lfQME OF DE)CEASED First Middls Lost 4. DATE Manth Day Y aar

ype or print oF

FLOYD LOVE oeat: Sgpt. 2, 1958

5. SEX 6. COLOR OR RACE} 7. MARRIED (] NEVER MARRIED ] 8. DATE OF BIRTH 9. AGE (In years FUN:ER;YEAR |: UNDER 2:‘HRS.
Male 0 white WIDOWEDE z WORCEDD Jan. 9’ 1879 79 lost birthdaoy) | Manths ays ours I in.
10a. USUAL OCCUPATION [Giva kind of work done | 10b. KIND OF BUSINESS OR ~ 11. BIRTHPLACE {City and state or country) ‘ 12. CITIZEN OF WHAT COUNTRY?

g : i on j H IN|
arééery “Brery  Oviter UPYceries Norwalk, Ohilo UsBe Aa

13a. FATHER'S NAME

Charles Love

13b. MOTHER'S MAIDEN NAME

Unknown

14. NAME OF HUSBAND OR W

none

FE

15- WAS DECEASED EVER IN U, §. ARMED FORCES?

{Yas, no, or unknqwn)‘(lf yoR, give MMQNM-)

16. SOCIAL SECURITY NO.

7.
oWn

INFORMANT

A rd
Henry J Keller, Public%oninfatrator

16. CAUSE OF DEATH (Enter only one cause p
PART |. DEATH WAS CAUSED BY:

IMMEDIATE CAUSE ()

and

r {a), [

el

INTERVAL BETWEEN
) ONSET AND TH

ﬁnd'i‘ﬂeru, it any, DUE TO (b)
i FTR/
oh:o U:::’f. -IG: UNATT&NQED BY A
stating the under- T - 420 I

g lying causse last. DUE TO (&)
= PART I, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not reloted to the termingl dissose condition given in PART | {a} 19. WAS AUTOPSY
3 PERFORMED?
g YES[] NO [E/Q
5| 200, ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW [NJURY OCCURRED. (Enter nature of injury in PART | or PART Il of item 18.)
w
v O | d
§ 2¢. TIME OF .Howr Month, Doy, Year
o INJURY a.m.
£l p.m.

20d. INJURY OCCURRED 20e. PLACE OF INJURY (e.g., inor abouthome,| 20f. CITY, TOWN, OR LOCATION COUNTY S5TATE

WHILE ATD NOT WHILE O farm, factory, street, ofiice bldg., etc.)
3 WORK AT WORK

Sra

1721, | ottended the decoased from R msept * 2] 1958 and last sow l}:::. alive on

EMOY AL (Specify)

T} 'Diga!ljﬁcgur!ed_-gl. - W—_—, m on the date stated abeve; and 1o the best of my knewledge, from the couses stated.
’ (Pedkes or tigle < 22b. ADDRESS - 22¢. DATE SIGNED
- . I~
. Gfeene Cg, Health Ofc., "prinpfield, Mo 9-5-58
RIAL, CREMATION, | 230 DATE ) 2ie. N"A;E OF CEMETERY CR CREMATORY 23d. LOCATION (City, town, or county) (State)

9-6-58 Greenlawn Springfield, Greene Mo.
4. FUNERAL DIRECTOR ADDRESS 25. DATE RECD, BY LOCAL REL. 6. GIOTRAR'S SIGNATYRE
lph Thieme Springfleld,Mo. LM - 4L 5 ) g
fLi d Embeimec’s Stot on Reverss Side)
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STATEMENT BY LICENSED EMBALMER

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

DY M, 08 DY i e et e re e asan e e e e et aaaras ., Student Embalmer No. .......coevvneenns

working under my personal supervision.

Student ..o e s e aas
Signature of Student Embalmer

SPEC_ 8.3 522

S5~

Llcensed Embalmer No.... = ... oo
P 0. AddresSPTingfield, Mo,

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 licerise).
: * . lf embalmed by a STUDENT, he also shall sign in.-his' OWN-handwriting. < o Tpmewd
If this-body is not embalmed fact should be so stated above.
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