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THE DIVISION OF HEALTH OF MISSOURI|

—.28-032352

. STANDARD CERTIFICATE OF DEATH STATE FILE NUMBE
I.'” Fn nCT 6 Igsaggislmﬁoq District No. Primary Reglstmnon Dl!lrlcl No. az _67 é D___...._- Reg|strar s N ___Q;g_--__-_
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived, |f institution: Residence bejdre
o COUNTY Greene o STATE  Migsouri b CONTY Green@™ ”'?”u
b. CBTRY {If outside corporate limits, give TOWNSHIP only} Inside Limits c. C{F)TY 39 L Inside Limits
townw Springfield Yes )] No [] 1o Springfield o Yes}] No [}
c. Egls_l!'_“f:lAAMEOOF (f NOT in hespital, give locatien) | Length of stay in 1b d. STRD%EEES (1f outside, give location) Reside on Farm
AD
| msTruiondandley Hospital S0 years 914 W. Walnut Yes [] NoX]
3. NAME OF DECEASED First Middle Last 4, PATE Month Day Year
(Type or print} OF
MARY E. JACKSON peats September 25,1958
5. SEX / 6 COLOR OR RACE] 7. MARRIED[ JNEVER MARmEDK]b 8. DATE OF BIRTH 9. AEE L';T,ﬁ;:'i ;:‘Tﬁsag:ﬁm ::::oen z:ﬁ:ns.
Female White wiOWED[ ] pivorceo[T]| May 30, 1880 Y ] )
10a. USUAL OCCUPATION {Give kind of work dene | 10b. KIND OF BUSINESS OR 1. BIRTHPLACE (City and state or country) 12. CITIZEN OF WHAT COUNTRY?
during most of warking lite, aven if retired) INDUSTRY l A
et, Housekeeper Private Homes | Pennsylvania U.S.A.

132. FATHER'S NAME

Samuel Jackson

Margaret

13b. MOTHER'S MAIDEN NAME

(Tackson)

4. NAME OF HUSBAND OR WIFE

15.

{Yas, no, or unknown)|{If yes, give war or dates of servica)

WAS DECEASED EVER IN U, 5, ARMED FORCES?

No

16. SOCIAL SECURITY NO.

IInknown

17. INFORMANT

Address

Thomas L, Jackson, Des Moines, Iowa

18. CAUSE OF DEATH (Enter only one cause per Line for (a), {b), and

PART |. DEATH WAS CAUSED BY:

IMMEDIATE CAUSE (a)

i

Conditions, if any,
which gove ¢lse 1o
absve cause {a),
stating the wunder-
lying cause last.

DUE TO (c}

DUE TO (b} —M—M ,5#4%
/7

INTERVAL BETWEEN
- ONSET AND DEATH

9/1‘4 s>
/ V4

PART Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but net ralated to the terminal dizsaas condition glven in PART 1 (o}

19. WAS AUTOPSY

MEDICAL CERTIFICATION

PERFORMED?
YES[] NO[] €
200. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART I or PART |l of item 18.)
d O [
2. TIMEOF  Howr  Month, Day, Yeor
INJURY  a.m.
p.m. 133
20d. INJURY OCCURRED 20e. PLACE OF INJURY {e.g., inor abouthoma,{ 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE ATD NOT WHILE 0 farm, factory, street, office bidg., etc.)
WORK AT WORK yd /
2i. | attended the decoosed from 9/’ Z /ﬂ , L 10 9 /A’ 5-/5-1 and last saw‘i‘n alive on ?ﬁf:/”
Death accurred at 5:00 a m o date {rutad abovae; and to the best of my knowledga, from 1}1: causes stated.

G Lo il

22b. ADD

2% %

22c. QAJE SIGN

73b. DATE

Sept 27, 1958

23c.

Burial

NAME OF CEMETERY OR CREMATORY
Greenlawn Cemetery

S (Stat

Springfield, Missouri

S FUNERAL DIRECTOR J t

ADD ESs

Sprlngfield Mo.

25

ATE RECD. BY LOCA

-ﬂf__ %

REG.
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{Licensed Embolmer’s Sratemant on Reverss Side)

" mg Rs/nz,%
,




STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed
By me, 0T BY oo e e en s s e ene e , Student Embalmer No. ...................

working under my personal supervision.

SEUABNE  cerriiriiiie ittt e e e eensneesneansnsennsn Signw... ?_ :

Signature of Student Embalmer

Licensed Embalmer No‘/;-
P. O. Address _%

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITIN
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.



