 Health,
& Welfare
 Public

' Service

THE DIVISION OF HEALTH OF MISSOUR]

STANDARD CERTIFICATE OF DEATH

hu::ﬂ N DV 1 0 195&glsirunon District Ne. . /’ZKW ..Primary Registration District No.

58-036101

STATE FILE NUMBER

o 26 OQ...._Regisnars v o fOBS

5. 300 I

. PLACE OF DEATH

2. USUAL RESIDENCE {Where deceased lived.

If institution: Residence before

- 1-57 I

a. COUNTY Greene o STATEM4 g aouri b. COUNTYGreene admi ssion}
b. CITY (If cutside corporate limits, give TOWNSHIP only) Ingide Limits c. CITY Inside Limits
oM Springfield Yosgg] No[ o Springfleld Yes[X No [}

D

c.

FULL NAME OF (If NOT in hospital, give location)

Length of stay in 1b

STREET

{If outside, give location)

Reside on Farm

3
hatrurion Burge Hospital SG"D"RE“ZBI? N. Johnston Yes [ No ]
3. MAME OF DECEASED First Middie Last 4. DATE Month Day Year
{Type or print) OF
GLENN HOYT SCOVILLE ceat Nov, 4,1958
5 SEX 4. COLOR CR RACE T'MARRIED[ENEVER mARRIED[ ] 8. DATE OF BIRTH 9. AGE {In yoars LFUNDER | YEAR| (F UNDER 24 HRS.
Male o | White wooweo[] s owvorceo[]| Sept, 29,1882 esapgghde) [Momhs | Dars [ Fours I min-
10a. USWAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE {City and siote or country} / 12. CITIZEN OF WHAT COUNTRY?
duriqa mesi of working life, evan if retired) INDUSTRY
eterinary Veterinary Clarksville, Michigah USA
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
LeRoy Scoville Martha Hogle Mary E. Scoville
15. WAS DECEASED EVER IN U. 5. ARMED FORCES? 16, SOCIAL SECURITY NO.| 17. INFORMANT Address
(Yes, no, or unkngwn)] (If yes, give wor or dates of sarvied ‘?3 7‘ _,71; Mary E . SOOV1 116 S,Dglfd . Mo .

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

All diseases in Part | must be causally ralated.

MEDICAL CERTIFICATION

PART I

18. CAUSE OF DEATH (Enter only one cause per lins for (a), (b}, and {c). )
DEATH WAS CAUSED BY:

’w/&«»a\/@o‘e‘&l

INTERVAL BETWEEN

IMMEDIATE CAUSE (o} @MQMA. M.&..tq_)

ONSET AND DEAT

Conditiens, if any, DUE TO (b)

which gave rixe to

above cavss (o), }

stating the under-

lying cauze lost. DUE TO (<)

PART Il. OTHERSIGRIFICANT CONDITIONS CO RIBUTING TO DEATH but not r-la!-d ta the terminal diseass condition given in PART I (o) 19. WAS AUTOPSY
’\j\ PERFORMED? /

a . YESEK NO[]

Rem

200. ACCIDENY SUICIDE HOMICIDE | 20b. DEsCRIZE Holv INJURY_OCCURRE e}r nature of injury in PART | or PART |1 of item 18.)
O 0 20po e Low Poons Qo 2t 10
2c. TIME OF .Hour Month, Day, Year v {
INJURY  a.m.
- p.m.
20d. INJURY OCCURRED 20e. PLACE OF INJURY (e.g., inor cbouthome,| 20f. CJTY, TO R LOCATION CQUNTY STATE
WHILE ATD NOT WHILE m/,‘ i, foctory, street, office bidg., etc.)
WORK AT WORK A S Mo,
21. | attegded the deceased frcﬁ {0/291/52 ,to 74 3 's- u and last saw him ullva on _72'11 3} /,"{-Y
D,ca! cccurred ot -5 J  on the date stated abovs; end to the best el my knowl-dge, from the causes stated,
NATURE (Z / (Degre}bt tit 22b. ADDRESS/ { F6 77- 22¢. DATE SIGNED
. f
AMM 7, m 5° 59
23a. BU&IAL CREMATION, | 23b. DATE 23c. NAME OF CEMETERY OR CREMATORY {City, town, or county) ($|_m]
gﬁf@ﬁﬁftﬂl 11-4-58 Clarksville, Michigan| ¢ larkeville  Michigan
CTOR ADDRESS 25 DATE RECD. BY LOCAL REG.

Spgfld, Mo.

L =5 — 5K

R'S swmg:te

{Licensed Embalmer's Statemens on Revarse Side)

e




STATEMENT BY LICENSED EMBALMER

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

DY M@, OF DY oiiiiiviiiiieiii et ee et s asernses et sennanatrasaronnsrarananneatessasrrrenen , Student Embalmer No. ...~ .......

working under my personal supervision.

Student ..o e e eas
~ Signature of Student Embalmer

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in h
to comply with the above constitutes grounds, for revocation of license}. IR_G_r T,
«-..If embalmed by a STUDENT, he alsé shall sigi in ‘his OWN handwriting.’ ’ T

If this body is not embalmed, fact should be so stated above. )
r . b r




