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Doctor, coroner, stc. must uss only stondard nemencloture in item 18. No symptoms will be listed, 4 <

All diseases in Part | must be cousally related.

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

THE DIVISIOR OF HEALTH OF MISSOURL

STANDARD CERTIFICATE OF DEATH

58-036040

STATE FILE NUMBER

e Primary Registration District N°-._.%m.,,_q Registrar's No/_al.rk_rj__

¥ 7o

hLED NOV 10 1958esis1rmioq District No. _;/

1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence bafore
a. COUNTY G_reene a. STATE MlSSOUPl b. COUNTY Greenémlssyf(
b. CITY (i outside corporate limits, give TOWNSHIP anly) Inside Limits c. CITY Inside Limits
oM Springfield Yes§l Mol ] Town Springfield Yesfg] No (]
c. Egg.é_l_p:r%gF (If NOT in hospital, give tocation} | Length of stay in 1b 037d éi'II'DRDEEE";S {If outside, give location) Reside on Farm
nsTiTuTion Ruffin Rest Homd Unknown 519 Cherry Yes [] Nolx
3. NAME OF DECEASED First Middle Last 4. DATE Manth Day Year
{Type or print) OF
THOMAS E. DUNCAN DEATH OQectober 31, 1958
5. SEX 4. COLOR OR RACE| 7. MARRIED[ ] NEVER MARRIED] ] 8. DATE OF BIRTH 9, AGE (tn years | F UNDER | YEAR| IF UNDER 24 'HRS.
Male O| White wipowep[® 7 pivorcen[] 1 2/ 18/ 1869 gggirhder) | Menths | Days | Hours I Hin

106 USUAL OCCUPATICN (Give kind af work dona

10b. KIND OF BUSINESS OR

ring mast of working bifa, aven if retired)
known

d.Nr? STRY

nown

11. BIRTHPLACE (City and state or ¢ountry}

7

Unknown

12. CITIZEN OF WHAT COUNTRY?

U.S.A.

13a. FATHER'S NAME

13b. MOTHER'S MAIDEN NAME

14. NAME OF HU&.BAND OR WIFE

Unknown Unhknown Unkno
15. WAS DECEASED EVER IN U, 5, ARMED FORCES? 16. SOCIAL SECURITY No.| 17. INFORMANT Address
Yas, ki wi i £ i . . .
(Tos gy g gk~ ﬁ%&hﬁf”sﬁ“ﬁ'ﬁféﬁf@hn Unknown Mrs, Ruffin: 519 Cherry, Springfield

Conditions, if any,
which gave rize to
above cause (a),

DUE TO (b)

stating the under.

%

-

INTERVAL BETWEEN

?@/‘-4.«

334¢ X

e d

18. CAUSE OF DEATH (Enter only one cause per line for {(a), (b), und (c)) 1
PART |. DEATH WAS CAUSED BY: ] ONSET AND DEA
IMMEDIATE CAUSE (a)

Death occurred at

g lying couse last. DUE TO {c)
- PART Il. PTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but npt related to the terminal dissaxs condition given in PART I (a) 19. WAS AUTOPSY
hy -—é( PERFORMED?
< . . . . YEs [] noK]
2| 20a. ACCIDENT SUICIDE HOMICIDE 1 20%. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in PART | or PART |l of item 18.)
[TT)
8 o O O
8| 2c. TIMEOF Howr Month, Day, Year
a INJURY a.m.
= p.m.
20d. INJURY OCCURRED 20e. PLACE OF INJURY (e.g., inorabouthome,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE ATD NOT WHILE D farm, Foctory, street, office bldg., etc.)
WORK AT WORK . . .
21. | attended the deceased from and last sud‘:i'm' alive on Z

m on the date stated above; and to the best of my knewledge, from the causes siated.

220. SI%

22b. ADDRESS

22c. DATE SIGNED

&
Springfield, Missour# 11-4-358
234, BURIAL, CREMATION, P2b, DATRZ® * © — * | 23c. Neelle OF CEMETERY OR CREMATORY 23d. LOCATION (City, town, or county) {Stare)
REMOV AL (Spacify)
urial 11-5-1958 National Cemetery Springfield, Missouri
24. FUNERAL DIRECTOR ADDRESS 25. DATE RECD. 8Y LOCAL REG.

AYRE-GOODWIN: Springfield,

Mo,

/- 6-54

(Licensed Embglmar’s Statement on Reverse Sids)

26. 's &cnye
C 05;?#" £ i .m—
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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, orby .......ocee....... e eere et ettt nanvaeaenenanrenranrnreraasrrnseereneny StUAENt Embalmer No, oo.iovesiiniinnns

working under my persona! supervision.

Student .ovvviei e
Signature of Student Embalmer

- 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).
[f embalmed by a STUDENT, he also shall sign in his OWN handwriting. -~ -
If this body is not embalmed, fact should be so stated above.

. H




