Health,

3 Welfare

Public

Service

All diseases in Part | must be causally reloted.

USE ONLY BLACK INK OR RIBBON TYFEWRITE {F POSSIBLE

THE DIYISION OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH
FILED JAN §  1QEQuiswation Diswics No/pZX

——— g1 1 Regimmion District No. L -

58-043'784

STATE FILE NUMBER

Regumn s No. _L;,;S ..b_ ______

1. PLACE OF DEATH 2. USUAL RESIDENCE {Where deceased lived. If institution: Residence beftre
a. COUNTY GREENE e STATHTISSOURI b. COUNTY GREEN Eimissi
b. CloTRY {If outside corporate limits, give TOWNSHIP only) lnside Limits c. CBTRY e 39 £ Inside Limits
10w SPRINGFIELD Yes [N (] tomw SPRINGFIELD | Yeu[X Ne[J
c. FgLé'. NAME OF (If NOT ir hospital, give location) | Length of stay in 1b d. STREET (if outsida, give location) Reside on Farm
ety ST, JOHN'S HOSPJ 3 YRS. ADORESS  ST. JOHN'S HOSP. | ve(] we(K
3 :‘TAME OF PE)CEASED First Middle Last 4. DATE Month 7 Day Yaar
erf print
YPe of priny FATHER HILARY HILL DEOAF:TH DEC. 28 ]—958
5. SEX 6. COLOR OR RACE| 7. MARRIED[ JNEVER nmmso[ﬁ C’a. DATE OF BIRTH 9. AGE (In yeurs PFUNDER i YEAR] IF UNDER 24 HRS.
MALE ¢ WHITE WIDOWEDD DIVORCEDD FEB . 15 l 90 9 ulgi birthday} { Months | Days urs Min,
10a. USI.'JAL OCCUPATIPN (.Giv- ltind.of w?rk dons | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (City and stete or cauntry) 12. CITIZEN OF WHAT COUNTRY?
“CRTHOLTC “PRIESY CHRAPLAIN ST. JOSEPH, MO. o | USA

13a. FATHER'S NAME

ELMER T. HILL

13b. MOTHER'S MAIDEN NAME

4. NAME OF HUSBAND OR WIFE

15. WAS DECEASED EVER IN U. 5. ARMED FORCES? 16. SOCIAL SECURITY NO.{ 17. INFORMANT Addraas
(Yumnkmvm)[ {1 yclwivww or #l.l ntvie-) R . ROBERT READY SPR IN GF IELD ' Mo -
18. CAUSE OF DEATH (Enter enly one cause per line for {a}, {b), and {c}.) INTERVAL BETWEEN

PART I. DEATH WAS CAUSED BY:

IMMEDIATE CaUSE (o) ACute coronary occlugion with myocardisl

ONSET AND DEATH

Cenditions, If any,

pueTo ) Cardiovescular srteriogclerosis

infarctlon

1l hour

Unde termined

above cauae (a),

which gave rize to }

stating the under-

g lylng couse last. DUE TO (c)
- PART ll. OTHER SIGMIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the terminal disesss condition given in PART | {a) 19. WAS AUTOPSY
h] PERFORMED?
& Aol YEs[] nO[]
k| 20a. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART Il of item 18.)
w
u O g 0
G| 2c. TIME OF Hour Month, Day, Year
a INJURY  a.m.
X p.m.
20d. INJURY OCCURRED 20e. PLACE OF INJURY {e.g., inorabouthoma,| 20f. CITY, TOWN, OR LOCATION COUNTY S5TATE
WHILE ATD NOT WHILE .| farm, .ctory, street, office bldg., erc.)
WORK AT WORK

Death occurred ot Pe.lt,

21. | attended the deceased from7 : SOE ,M_. Dec . 28, to 8 H OOP -M . Dec .&&u 'uwﬁcaliuon 12-28-58

m on the date ﬂui_cd above; and to the best of my knowledgs, from the causes stoted.

22a.

SIGNATURE

REHOTAL"

M

O| 2 ADDRESS 1 6536 S, Glenstone,

Springfield 4, Mlssourl

22c. DATE SIGNED

12=-29-58

E OF CEMETERY OR CREMATORY

23d. LOCATION (City, town, or county)

CONCEPTION, MO.

(Stote}

24. FUNERAL DIRECTOR

H.H. LOHMEYER

ADDRESS

SPRINGFIELD, M

25, DATE RECD. BY LOCAL R

d Embel ‘e S

L

on Revacae Side)

7



STATEMENT BY LICENSED EMBALMER

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

BY M@, OF BY Looiitiiiiiiieeae i ie ettt s s ee s e aa s e et sea et e s ., Student Embalmer No. .........ccoinniee

working under my personal supervision.

SUUGENE «evevererneerrersessssssssecsaenssesensiasninsen Signed //#Wﬁ ..... ﬂ

Signature of Student Embalmer

. .o P.O

" Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his Q#N HAN RITING. (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,




