Hoalth, THE DIVISION QF HEALTH OF MISSOUR1 58_043805

X W:IIfnn A STANDARD CER‘"FICATE OF DEATH N STATE FILE NUMBER .
Public £ e
Service I LED DEC 2 2 19599istru1ion_ Dis!_ricf No. ,,/‘Z..-X.._ __________ Primary Reg_;isrmrtrioin Dislriq No.ﬂ’:’.ﬂ _________ Registrur': No.ﬂ_z_/_?:,m} _____
I I . PLACE OF DEATH 2. USUAL RESIDENCE (Where ﬂaceosbed lived. H institution: Ros’;denyﬁ e
COUNTY a. STATE COUNTY admi ssi
3°° @reene Missouri Gresene
I CloTRY {If outside corporate limits, give TOWNSHIP enly) Inside Limits c C{IJTRY nt c3g ¢ Inside Limits
’ 4]
TOWN Snpingfield Yool Mo TOWN Springfield Yesfe] Ne(J
c. Fngl;l NAME OF {If NOT in hospital, give location) [ Length of stay in 1b d. 21[’),]2)%%15-5 ({If vutside, give location} Reside on Farm
HOSPITAL OR
nsTiTuTion 2439 N. Delawar 2451 N, Delaware Yes [ No[X
; 3. FTAME OF I?E)CEASED First Middle - Last 4. DQEE Month Day Year
ype or print
' JOHN E. ‘PRUSSING peatt Dec. 16, 1958
% SB[ COLOR ORRACE] T-wapmegpfeven magmeold] & DATEOF BRTA |5 AGE tnrowe [ GEd TCead - unies ze i
a Male White wooweo[] _owvorceo(1| 18 Jan, 1887 [ 7% l
E 10a. USUAL OCCUPATION (Give kind of work dona | [0b. KIND OF BUSINESS OR 11. BIRTHPLACE {City ond stote or counrry) 12. CITIZEN OF WHAT COUNTRY?
= ring most of working life, aven if retired) INDUSTRY ’ USA
3 | Farmer Farming Kanses
E 130, FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF H]J'gBAND OR WIFE
'; John Prussing (uwkmown) Viets Marian Prussing
EL 15. WAS DECEASED EVER IN U, S. ARMED FORCES? 16. SOCIAL S\Et:um*n7 NO.| 17. INFORMANT Addréss
Yo . or unknawn)| (If o r dates of service
E ( :fens nawn)| (If yes, mo tes o ) 500_1}0_8958 “arlan Pmaglng - S‘prin field HO.

18. CAUSE OF DEATH (Enter only one ¢atse peryne for {a), {k), and {c). ) - NTERVAL BETWEEN
PART I, DEATH WAS CAUSED BY . P - ONSE’AND DE
IMMEDIATE CALUSE (a) - 7, —+
Conditions, i any, . DUE TO (b) m&!’m M‘- J
which gave rise 1o !/
cbove cause [a}, } W MW M 2 W- )
stoting the under.

lying couse last.
PART t. OTHER SIGNIFICANT CONmTPoNs CONTRIBUTING TO DEATH but not related to the terminal diseass condition given in PART I {g} 19. WAS AUTOPSY
: PERFORMED?

- - 24 YEs[ ] NO [

200. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART Il of item 18.)

a O 0

Xc. ;I'IME OF Hour Month, Day, Year
N

MEDICAL CERTIFICATION

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

§ JURY a.m,
p.m. -
20d. INJURY OCCURRED 2e. PLACE OF INJURY (e.g., inor abouthome, | 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE ATD NOT WHILE D . tarm, factory, street, office bidg., etc.)
WORK AT WORK Fal

21. | attended the deceased from M l_?l- I &58 ond last sa him oh
hmh o:currﬂf 3 3 m on the dote stated gbove; ond 1o the best of my knowledge, from the causes stated.
} (Degree or title) b 22b. ADDRESS 22: G
m&w'mu, m Springfield, Missourl &
| . ATION, | 23b. DATE | 23c. MAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, tawn, or county) /(sgn-)
acif
- " HZ~19- sg ﬂé;j.nnal Cemetery Fort Scott. RKsnses

24. FUNERAL DIRECTOR ADDRESS 25. DATE RECD. BY LOCAL REG.

J.W.KLINGNER & CO. Spgfd.Mo. /Z /-5 %: 3’ AZ&Z;_
[

i d Embal on Ravarse Side)

All diseases in Part | must be cousally related.
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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 embaimed

by me, or by

............................................................................................

working under my personal supervision.

Signature of Student Embalmer

o Ba-A ST

L SUR S “fratY ot~

Note: The ‘above MUST BE SIGNED BY THE LICENSED EMBALMER!
to comply with the above constitutes grounds for revocanon of l1cense)

n _if-enbalpéd by*a STUDENT, he alsd,'$hall$ign in his OWN Randwriting.
If this body is not embalmed, fact should be so statedcaboq?. e Cen L e vt wes e e

P Y] Yol ad




