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THE DIYISION OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH
k‘“_ED D EC 2 9 IQS&gistrmioq District No. ....u,,3,,%_2_,_.,_,,_._.___Primary Registrufi?n Di51ri:_i‘N—o.

_____ b1 7/ i 2

58—046945

STATE FILE NUMBER

1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence béfore
a. COUNTY Stone a. STATE Missouri b, COUNTYs-tone udm's?ﬁ)
b. CBTY (I outside corporate limits, give TOWNSHIP eonly) Inside Limits c. C(I;I'RY U !—/—g Inside Limits
R . .
oW Ponce de Leon Twsp Yos [1 No by o Highlandville YesJ Nefyl
& ESL,L_] NAME OF (1 NOT in hospital, give location) | L.ength of stay in 1b d. STREET (H outside, give location) Reside on Farm
SPITAL OR N ADDRESS .
! insTITuTioN  Residence 74 years 2 miles NW Yes3g No[J
3. NAME OF DECEASED First Middle Last 4, DATE Menth " Day Year ~~
{Type or print} i OF - -
THOMAS BERT RUSSELL oeatH Nov, 29, 1958 |
5. SEX 6. COLOR OR RACE{ 7 MARRIEO[ ] NEVER MaRRIED[] 8. DATE OF BIRTH 9, AGE' Si,.';::;; ;i?ﬁER;LEAR r: ti:oER z:Mr.:Rs.
. . ast bir o N
Male White wooweo[g) . oivorceo( ]| Nov, 14,1872 86 I ]

10a. USUAL OCCUPATION (Give kind of work done

10b. KIND OF BUSINESS OR

11. BIRTHPLACE (City and state or country)

12, CITIZEN OF WHAT COUNTRY?

during most of working life, evan if retired) INDUSTRY, . !
armer ﬁarm1nq Shelbyville, Tenn. U. S. A.
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HVU'SBAND OR WIFE
Chas, Russell Jane Ghant Etta Lee Glossip
15. WAS DECEASED EVER IN U. 5. ARMED FORCES? 16. SOCIAL SECURITY NO.| 17. INFORMANT ) Addres ”
f (Ye3, no, or unknewn)| (If yes, give wor or datos of service) ' 226 ]' N - Campbe 1 1
- = - none Mrs, Merle Kaster,Sprinafield, Mo.
18. CAUSE OF DEATH (Enter only one cause per line for (a), (b), and {c}.) INTERVAL BETWEEN
PART |. DEATH WAS CAUSED BY: . 0§SET AND DEATH
IMMEDIATE CAUsE (o) _ Medullary Failure :days
Condirions, it vy, . DUETO @y __TOX€Mia 2 weeks
which gave rise 10 }
ul:o\"o cause [a), . N
= Ting covso 1t 1 DUE TO () __HYpPOStatic pneumonia 2 weeks
E PART Il. OTHER SIGNIFICANT CORDITIONS CONTRIBUTING TO DEATH but not related 1o the tarminal dizsase condition given in PART | (g} 19. gé;;gTﬁEg;r
. Ri ?
& Cerebral Thrombosis 23aX YES[ ] NO[ ] O
o[ 200. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART Il of item 18.)
w
v O O |
§ 2c. TIME OF Hour Month, Doy, Yeer
2 INJURY  o.m.
3 p-m.
20d. INJURY OCCURRED 20e. PLACE OF INJURY (e.g., inor abouthame,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE ATD NOT WHILE D tarm, factory, strees, office bldg., etc.}
WORK AT WORK
21. | attended the deceased from 1 1/1/58 , to 1 1 /29/58 and last sow tuen: alive on 1 1/24/58
Death occurred ot 9 : 40 p - m on the date stated above; and to the best of my knowledges, from the causes stated.

22a. SYSNATURE

uria

URIAL, CREMATION,
REMOV AL, (Spleify)

23b. DATE

12/2/1958

L

22b. ADDRESS

Nixa, Missouri

22¢. DATE SIGNED

12/3/58

23¢. NAME OF CEMETERY OR CREMATOQRY

Fonce de Leon Cemetery

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

¥y Ponce de Leon, Missouri

(Stats)

ADDRESS

25. DATE RECD. BY LOCAL REG.
Clever, Mo. éd.a.é_ <P

26. REGISTRAR’S SIGNATURE

Zecs G-

sl ey utom.

(Licensed Embalmer's Statemant on Reverss Sido)f




- STATEMENT BY LICENSED EMBALMER

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

.o

by ME, OT BY ittt e eaas ............................. .» Student Embalmer No, .......ccovvnvinne

working under my personal supervision.

RY 11 (=1 +1 PP Signed ..... 7 W%/lﬂw .........................

Signature of Student Embalmer

P. O. Address ... G oel

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




