Uoctar, coroner, sfc, must ule B0

All diseases in Port | must be causally related.

THE DIVISION OF HEALTH OF MISSOUR|

59-000919

ealth, -
w:ll_ier. STANDARD CERTIFICATE OF DEATH STATE FILE NUMB'? -
whblie N
Service '”-ED JAN 1 9 1959°i“,¢ﬁ°n District No. ___ /. oy, ... .....Primary Reqi:hu'iotl District ND',M...._.“ qulfrul',ﬁ,,_ ____7___ _________
I 1. PLACE OF DEATH 2. USUAL RESIDENCE {(Where deceased lived. | institution: Residence {"g;.
a. COUNTY Greene a. STATE Mo 1 b. COUNTY Gre ené""’“ n)
t-57 b. chv (If outside corporate limits, give TOWNSHIP only} | Inside Limits .. CBTRY P59 6 Insida Limits
o Springfield Yos (B [ om  Springfield ol YesJ Ne[]
c. FgL#I NA:A%F?F {If NOT in hospital, give location) | Length of stay in 1b d. i{)%%EEES {If outside, give location) Reside on Farm
H A
IsTrTUTIoN Mercy 80 yrs III7 N Sherman Yes [ No[]
3. :lTAME QF DE;:EASED First Middle Last 4. DATE Maonth Day Yoor
ype or print OF I
LUVENIA ELLEN BARBEE ooiy Jan' I2 1959
5. SEX 6. COLOR OR RACE| 7. 8. DATE OF BIRTH 9. AGE (in yeors JF UNDER | YEAR| IF UNDER 24 HRS.
MARRIED[ ] NEVER MARRIED[ ] {in yoors
; hs [ Doys | Ho o
female Negro WIDOWED .2 otvorceo[] Jul.V 4 1877 B’E'"h“ﬂ Hont | Y . ] Hie
10c. USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE {City ond wste or country) 12. CITIZEN OF WHAT COUNTRY?
during masr of working life, evan if retirsd) INDUSTRY (o) Mo
Housekeoner Home Greene G hl

130. FATHER'S NAME

Albert Tillman

13b. MOTHER'S MAIDEN NAME

Hzrrliet

Crawdus

14. NAME OF HUSBAND OR WIFE

one

15. WAS DECEASED EVER IN U. 5. ARMED FORCES?
(Yenggo, or mknqwﬂ)l(ll yes, giva war or dates of service)
o

16. SOCIAL SECURITY NO.

UN Know v

17. INFORMANT

Address

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

MEDICAL CERTIFICATION

PART |- DEATH WAS CAUSED BY:

IMMEDIATE CAUSE (a)

Conditionn, If any,

18. CAUSE OF DEATH (Enter only one cause per line for (o}, (b), and (c).)

.
p—

Theodore Higgs 1117 N Sherman St.

INTERVAL BETWEEN
ONSET AND DEATH

which gave riss to
above cause {a),
stating the under-

}

DUE TO (b} WM.——I’—,

lylng couss lost. DUE TO (c)
PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related ta the terminol diseass condition given in PART § (o) 19. WAS AUTOPSY
ZJ L{ PERFORMED?
, 3x Yes[] No[] €
20a. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART I! of item 18.)
O O [
20c. TIME OF Hour Month, Day, Year
iNJURY a.m.
p.m.
20d. INJURY OCCURRED 20e. PLACE OF INJURY {a.g., inor aboutheme,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE ATD NOT WHILE ] farm, ctory, sireet, office bldg., etc.)
WORK AT WORK .

21. | attended the deceased from
Death occurred at

_’4'?‘“{3_150? a

and last hwmglivom M//'/yf:“ﬁ

m on tha date stated cbove; and to the best of my knq“.dqe, from the cavses stated.

220, NATURE

A Zeeor title) %ﬁ

22b. ADDRESS

/L5

2L

/257

ADDRESS

25. DATE RECD, BY LOCAL REG.

[~L(¢-S]

30, B%L,CREHAT!ON, 71b. DATE 23c. NAME OF CEMETERY OR CREMATORY 234. LOCHTION (City, tawn, or county) /. (srarg
REMOVAL {Specify) Gr ' 1
Burial Janl4 T959 fort Cem' eene Co Mo

{Licensed Embalmer’s Statemient on Reverse Side}

%ucmge z
L7




STATEMENT BY LICENSED EMBALMER

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

DY M, OF DY ot e et e e ., Student Embalmer No. .........cevvvneen.

working under my personal supervision.

Stadent -oiveriieiieiiiener et a
Signature of Student Embalmer

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




