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THE DIVISION OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH

58-039541

STATE FILE NUMBER

I FRS D E C -L Igésstmﬁon_ District No. _......._...._._.._1_28 ___________ Primary Rag_i_squrion District ND-._.,_-_.m __________ chss!rar s No 0 Jﬁ_,_ﬂ_

1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence bofore
o COUNTY  Greene o STATE Migsourd b COUNTY  Groen@™**y
b, CITY (If outside corporate limits, give TOWNSHIP only) Inside Limits e. CITY . 8 Inside Limits
oR L ¢37
TOWN Springfield YosE} No [} TOWN Strafford o Yes{] N@'
c. szé. NAME OF (If NOT in hospital, give locatien) | Length of stay in 1b d. STREET (lf outside, give location) Reside on Farm
hetiToion Burge Hospital 2 days ADDRESS Route 2 Yor & Mo (]
3. NAME OF DECEASED First Middle- Last 4. DATE - Month Day Y ear
{Typa or print)
JOHN RAY HODGES pearn NOV 10, 1958
5. SEX 6. COLOR OR RACE|" 7. §- DATE OF BIRTH 9. AGE {in ysars JF UNDER | YEAR|] IF UNDER 24 HRS,
0 MARR §R MARRIEDC) - yoars oL . -
Male White “WiDO . DIVORCEDD ov 8 1958 last birthday) | Months [ Days Howrs ] Min,

10a. USUAL OCCUPATION (Give kind of wark done

st of working life, aven if reticed)
INFRRT

10b. KIND OF BUSINESS OR

NOFIFANT

11. BIRTHPLACE (City and state or country}

SPRINGFIEID, MISSOURI ¢

12. CITIZEN OF WHAT COUNTRY?

U.S.A.

13a. FATHER'S NAME

CLINTON HODGES

13k, MOTHER'S MAIDEN NAME

WANDA JANE RASSON

14, NAME OF HUSBAND OR WIFE

INFANT

15. WAS DECEASED EVER IN U. 5. ARMED FORCES?
{Yes, ne, nrNﬁmwﬂ)l {If yes, give war or dates of service)

18. SOCIAL SECURITY NO.,

NONE

17. INFORMANT

CLINTON HODGES, SERAFFORD MISSOURY

18. CAUSE OF DEATH (Enter only one cuuse per line for {a), {b}, and {c).}

INTERVAL BETWEEN

PART L. DEATH WAS CAUSED B ONSET AND DEATH
IMMEDIATE CAUSE (a) Intracranial Hemorrhage days

Conditisns, if ony, DUE TO (b)

which gave riss te }

obove cause (a),

stating the undaer-

lying cause last. DUE TO (¢}

PART . OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but net related to the termdnal diswase condition given In PART | {a)

600

19. WAS AUTOPSY
PERFORMED?

YES[ ] nOR) 2

MEDICAL CERTIFICATICN

20a. ACCIDENT SUICIDE HOMICIDE 2b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in PART | or PART H of item 18.)
O ] |
2c. TIME OF  Hour :Month, Day, Year
INJURY a.m.
p.m,
20d. INJURY OCCURRED 20e. PLACE OF INJURY (e.g., inor ahouthome,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT WILE darm, foctory, street, office bldg., etc.) -
WORK - L o -
.21, | attended the deceased from 11—8-58 ., to H=1U=08 and last luwt alive on =IV=
Deuth occurred ot ey 5:30 AH m on the date stated above; and to the bast of my knowledge, from the causes stated.

220. SIGNAT%

Y

Dagree or title

6

9.

22b. ADDRESS
Springfield, Missouri

22c. PATE SIGNED

L2858

T3a. BURIAL, CREMATION, | 23b. DATE

arTat e 31-10-58

23c. NAME OF CEMETERY OR CREMATORY

Murray Cemetery

23d. LOCATION {City, town, or county}

Squires, Missouri

(Stute)

RESS

* EPinkingbeard Funeral’

ome , Ava, Mo

25. DA

//:de "J_g

TE RECD. BY LOCAL REG.

RAR'S slsn&‘rgE
.
. MZ%._

(L3

4 Embal: 2 Stat
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;‘ .

e

STATEMENT BY LICENSED EMBALMER
Body not embalmed at request of family

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

BY N8, OF BY 1oiiieiiiiiriceieeiie e siiatri s ris s rar e rarm s e e n s e st , Student Embalmer No. .................0.

working under my personal supervision.

STUAETIE  er ey aeeeeiissisiernseresernrmssrenae olgned  MELSL RIS LSRN s e
~  Signature of Student Embalmer -

- - —
- . . — ma

P. O. Address Ava., Missouri

L

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure

to comply with the abéve 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. -«




