_— THE DIVISION OF HEALTH OF MISSOURI _ 58__036029

X w.:;.,% STANDARD CERTIFICATE OF DEATH TTATE FILE NUMBER
Ps:::;:. -F"-ED OCT 2 0 Igssmmnon District Neo, __h_/ M,g_u _________ anary Raqurrunoﬂ Dlsrr-c! No. EZ__QQQ,M,_-.. Reg:strur s N°'----Q-Z-)« _______

1. PLACE OF DE% 2. USUAL RESIDENCE (Where deceased blived. If institution: Raaldencc before

300 a. COUNTY EEA/E a. STATE /I/ID b. COUNTY h/£

1-57 b. CITY (If outside corPorate ||m|u, give TOWNSHIP only) Inside Limits Inside Limits

> om QPRINJFIEAD _ [=X D ”‘“’mwnﬂogsfsrnme g3 | =0 g

c. FgL HA E OF (H MNOT in he pllu's give location) | Length of stay in 1b d STREET (I outside, give location) Reside on Farm

o pdhirfrion DA PT1 ST Hesp! HE MF Sk MJ}B.S#F/.E'AD You B No [
¥ NAME OF DECEASED First T Middle Last 4. DATE Month Day Yeor

{Type or print) CaHfisrof#EE WI",A,‘”M_JFOO‘—S DQ;TH[D 7 /7 /5788

S. SEX 6. COLOR OR RACE| 7. MARRIED[EHEVER warRiED[ ] 8. DATE OF BIRTH 9. AGE (In yeors JF UNDER 1 YEAR| IF UNDER 24 HRS.

M'HAE O WH [?‘E _wipoweo[] / DIVORCEDDM”V ,B /ggé Ienb:ir:_h:uy) Months | Doys Hours l Win.

10a. USUAL OCCUPATION (Glve kind of work done | 10b, KIND OF BUSINESS OR n. BIRTQPLACE {Clty end srate or :ouniry) 12. QITIZEN OF WHAT COUNTRY?

Fuﬁéyofwrkingm., evan if retired) IN.?ER_I M ,55 o u_,ﬁl' 0 7/ .

13:. FATHER s HAME 13b. MOTHER'S MAIDEN NAME . NAME OF M OR WIFE

W.K. BRooks BOTHA AAD ﬁ’IDﬁE Mﬁﬂv ZRENE

15. WAS DECEASED EVER IN U, 5. ARMED FORCES? 16. SDCIAL SECURITY NO.} 17. INFORMANT Addreu

{Yes, noﬁglmqwn) (If yos, give wat or dates of service) ngﬁﬁl :E ’DA E f z
18. CAUSE OF DEATH (Enter only one couse per line for (), {b), end {c).} INTERVAL BETWEEN
PART |. DEATH WAS CAUSED BY: ONSET AND DEATH

IMMEDIATE CAUSE (o) ACute myocardial failurs . 15 minutes

Conditions, i sny, . DUE TO (b 1TTEVersible medical shock LS minutes

which gavs rlse to
above cause [a),

ing the under- - = . s 2

fying - cavse. lost. } DUE TO () } 1e, fpactures rib - 90 minutes

PART I, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the terminal diseoss condition given in PART | {a) 19. \gAS AngggY

: ERFOR
Bilateral compound fractures of ankles, YES[] NO

200. ACCIDENT SUICIDE  HOMICIDE 20b. 'DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury in PART | or PART Il of itewm 18.)

D 0 " One car accident

20c. TIME OF .Hour Month, Day, Yeor
NJURY

. ae JO~[)- 5% 12

20d. INJURY DCCURRED 200. PLACE OF INJURY {e.g., inor abouthome,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE

WHILE AT NOT WHILE farm, factory, street, office bldg., etc.} -
i O S | I THWPY ST IMAGSHEIE XD R WESSTER MP
21. | attended the deceased from date of death Onl.Wo and last saw P*" aliveon __October 11, 1950

Death occurrad at hs 8ellly m on the dats stoted above; ond to the bast of my knowledge, from the causes stated.

TURE g.or tiple J 22b. ADDRESS 22¢. DATE SIGNED
/-ryzuv,«—zé %Ze ‘é&d [1211 S. Glenstore, Springfield,Mo 10/1L/58

ﬁo/B»URIAL,CREHATION. I3b. DATE 23c. NAME OF CEMETERY OR QREMATORY 23d. LOCATION (Ciry, town, or county) (State)
EMOV AL (Specify)

oy ar /o v #58 /1/7‘ QLlVE JEBSTER (o Mo

FUMERAL DIRECTOR ADDRESS 25. DATE RECD. BY LDCAL REG.

vy 25213,\5-5 SIGNATYRE :
Brrere. Eoh RRDS MARSHEIEAD /D -(&~ o - .2

{Li d Embalmer’s on Reverae Sldl)

MEDICAL CERTIFICATION

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

All diseoses in Part { must be causally relared.




Us

ocr . fovy, - .

.l : STATEMENT BY LICENSED EMBALMER

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

By me, OF BY .viieiieiiirenenrrneenens fetrreerrrarer ., e rereure T rearererrsaan e arraas ., Student Embalmer No.

working under my personal supervision.

Student oo e

Signature of Student Embalmer 3

H : Licensed Embalmer No...,. é}’%
'P. 0. Addres?%!:;/ékﬁ.—m%

-~ - 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 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.




