v. Hoalth, THE DIVISION OF HEALTH OF Missoumy 5 8-:Q323_4i“““--

+ & Welfare STANDARD (ERTIFI(A'E OF DEATH STATE FILE NUMBER
5 Public
th Service ll-i‘ - U U CT 1 4 1q%ﬂ"a"°" District No. "'H/Q% __________ Primary Regls!rcnlon Dlsirlﬂ No. i-mﬂ:—“-_n Rnglstrnr s Ne., Qé.—s _________
|
¢ . PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Reslden:eyora
COUNTY o STATE b. COUNTY admi s3ioh)
Greene Missouri Webster
v ‘-57 . CITY (I outside corparate limits, giva TOWNSHIP only) | Inside Limits e CITY Inside Limits
OR v No (] OR 1 e
TOWN Sprinzfield e2bg N TOWN N§an < Yesbe] No[]
Egls.é.”lﬂ:l!-ﬂng {1f NOT in hospital, give location) | Length of sta { |nA|1‘ d. SBRERET (If outside, give location) Reside on Farm
ADDRESS
| HOSPITAL 9B 7 ARK OSTEOPATHIC HOSPIT Yo D) ML)
' 3. NAME OF DECEASED First Middle Last 4. DATE Manth Day Year
| {Type or print) OF
! Safrona Lucindy Headley DEATH October 5, 1958
5. SEX ’ 6. COLOR OR RACE I'MARRIEDDNEVER marrieo[] 8. DATE OF BIRTH e, AIGE' E_n':;m; l::ﬂ:ﬁaglsm I:ouu:{‘DER z;:ns.
ast birthdoy in.
= Female White wooweo(xt 3 _oivorceo[]| Sept,, 8, 1879 ] [
g 10a. USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (City and state or country) 12. CITIZEN OF WHAT COUNTRY?
= during mast of working lifs, even if retired) INDUSTRY e
2 Housewife Howell County, Missouri U.S.A.
'_'—; 130, FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUsBAND OR WIFE
¢ L —Aaron Collins Nellie Collins ~crank Headley
& g [l 15. WAS DECEASED EVER IN U, 5, ARMED FORCES? 1. sociaL securiTy No.| 17. INFORMANT LUBELLEN Address
E. & B Yoy no, or unknawn)| (If yes, give war or dotes of sarvice)
3
= 2l Ko None Roxie 0, Missourd
z [ 18. CAUSE OF DEATH (Enter only one cause per line for {a), (b}, and (c).) INTERVAL BETWEEN
© u PART I. DEATH WAS CAUSED BY: . . . ONSET AND DEATH
g w IMMEDIATE CAUSE (o} __Sepsis and terminal pmeumcnia . 2 days
< &
= & .
£ W Conditions, Ifany, . DUE TO (b _ PTolonged recumbency necessitated by gangrene 17 days
5 = which gave rise to
H Lt above couse (a), Of bOth legSc
- = stating tha under- . -
€ 1 E lying eouss losr. 7 DUETO () _Apteriosclerosis Unknown
E 5 =8 PART 1. OTHER SIGNIFICANT CONDITIONS CORTRIBUTING TO DEATH but not related to the terminal disesse condition given in PART | (e} 19, WAS AUTOPSY
L= o b L}- PERFORMED?
I 50] YES[]) NOBd 2.
T ox = | 200. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART |l of item §8.)
2= ZHg
R ¥ D 0 o
§5 j Q 2e. TIME OF Hour Month, Day, Yeor
58 = a INJURY  a.m,
; E 3 "X p.m.
2E 3 20d. INJURY OCCURRED 20e. PLACE OF INJURY (e.g., inor abouthome, | 20f. CITY, TOWN, OR LOCATION COUNTY STATE
S T w WHILE ATD NOT WHILE D farm, factory, streer, office bldg., etc.)
H QE_ 3 WORK AT WORK
§ E 21. | ottended the deceased from 9...22_.58 . to 1 0—5— 58 and last saw %rm"“"' on 10--5-58
§ . Death accurred at 5: 358 : P m on the date stated abave; ond 10 the best of my knowledge, from the causes stated.
vag r 3
oo 22a. SIGNATURE {Dogroe or title) 22b. ADDRESS 22¢c. DATE SIGNED
iz ke D | S Jald W 0-s
< My I @ ) l "5-3
23a. BURIAL, CREMATION, | 23b. DATE 23e. NAME OF CEMETERY OR CREMATORY 23d. LbCATloN (Ciry,‘nm, Qr county) {State}

REMOV AL (Specily)
Buria
24- FUNERAL DIRECTOR ADDRESS ~ 25. DATE RECD, BY LOCAL REG. 26,

linkipnegbeard Funeral Home,Ava,Mo./O-—?L.bﬁf

{Licensed Embalmer’'s Statemen: on Reverse Sids)

10-8-58 Pleasant Mound EVans, Missouri

GISTRAR'S SIGEETUEE : g




STATEMENT BY LICENSED EMBALMER

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

o T N P, , Student Embalmer No. ...................

working under my personal supervision.

Student oo e e
Signature of Student Embalmer

P. 0. Address..(lnestior. .

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure
to comply with the above consfitutes 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,



