. Health,

& Welfare

n Public

h Service

a listed,

o symptoms wi

All diseases in Part | must be causally related.

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

. PLACE OF DEATH
o. COUNTY

THE DIVISION OF HEALTH

STANDARD CERTIFICATE OF DEATH

................. ~Primary Registrotion District No.

gistration District No. .../ gk

OF MISSOUR|

58—-039564

STATE FILE NUMBER

o SO

Greene

2. USUAL RESIDENCE (Where deceased lived.
> STATEMi mmouri

If institution: RGSIdence before

b. COUNTY Greené rmss:nn}

b. C‘leY (If outside corporate limits, give TOWNSHIP enly) Inside Limits <. C:BTRY Inside leus
Tom Springfield Yes [0 [ ] TOWN Springfield Yes[® No[J
¢. FULL NAME OF (If NOT in hospital, give location) Length of stay in 1b a STREET (If outside, give location) Reside on Farm l
| iTnurion City Hospital 3 ?GADDRESS 2146 Benton Yo O Ne[K
3. FTAME OF [_)EfEASED First Middls Last 4, Da;E Month Day Year
Yp& or print,
EDWARD G. McDOWELL peatH Nov, 18, 1958
5. SEX 5. COLOR OR RACE] 7. marRIEO[J NEVER MARRIZD] ] 8. DATE OF BIRTH 9. AGE {In yeors {F UNDER i YEAR| IF UNDER 24 HRS.
Male ¢ White wioowee[] .Y oivorcenX]| 22 F eb. 1883 75“"“”4 Henthe l Dars | Hours e

10b. KIND OF BUSINESS OR

10a. USUAL OCCUPATION (Give kind of work done

11. BIRTHPLACE (City ond stare or country)

12. CITIZEN OF WHAT COUNTRY?

{(Yes, N‘G unknqwn)l (IF yes, give N’dl dates of servica)

Unknown

Hospitael Records

i a5 working life, evan il resired Us
NLzRE" watahnan' He'tY red Miasouri USA
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE B
W.McDowell Unknown ivorced
15. WAS DECEASED EYER IN U. 5. ARMED FORCES? 16. SOCIAL SECURITY NO. 17. INFORMANT Address

PART |. DEATH WAS CAUSED BY:

IMMEDIATE CAUSE (a)

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

(c).}

Y I

INTERYAL BETWEEN

ONSET AND DEATH

i

Conditions, If any, DUE TO (b}
which gave rise 1o
abova cause (o},
stating the under-
z lying cause last. DUE TO {¢)
= PART Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to_the terminal diseaze condition glven in PART | {a} 19. WAS AUTOPSY
3 PERFORMED
L - 3¢ X1 ves0) o 4
5| 200. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART 1 or PART Il of item 18.} M
w
u ] O O
S| 2c. TIMEOF Heur Month, Day, Yeor
3 INJURY  o.m.
E p.m.
204. INJURY OCCURRED 20e. PLACE OF INJURY (e.g., inor abouthome,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE ATD NOT WHILE D farm, foctory, sireet, office bidg., etc.)
WORK AT WORK — Vi yi
21. | attended the deceasad from //// 7/5'-P to 11- 8-58 and last 3aw hl 1 alive on //// 7/5 ~F

Death occurred at

"A.

m on the date siated cbove; ond 1o the best of my knowledge, fé)m the c’auul stoted.

2. ADDRESS 3114 College

22¢. DATE SIGN

grae or title)
}7& Springfield, Mo: 71 /20,6F
LCREMATION, | 23b- DATE .;2‘3:;' NAME OF CEMETERY OR CREMATORY 23d. LOCATION {City, tewn, or county) 4 (S'm)l

MOV 41 ily

urtfdl™ | 11.20-58 |’Greenlawn _Springfield, Mg,
24. FUNERAL DIRECTOR ADD F‘(Eﬁ ;'ECM‘ 25 DATE RECD. BY LOCAL REG. R'S SIGNATAIRE
J.W.KLINGNER & ORi. Spgfd.Mo. // 2 -5f % & /741/2;, )

{Li d Embalmar's an Reverse Side)
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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

, Student Embalmer No. ..., ]

working under my personal supervision.

Student ..o e e e

hal

- ,‘fv-..,D N "C‘
-.'.‘.,_ %, ,.D

i A {1 embalmed‘by a STUDENT, he also shall sign in hlS OWN handwntmg




