Health, THE DIVISION OF HEALTH OF MISSOURI - 59 000948

pr:l"urt STANDARD CER‘""(ATE OF DEATH STATE FlLE NUMBER
i
S:an:O ' ok T EB 2 1959-““:1-«. Distict No. -"'/2 g orimeemeennPtimary Registration D'“":.—za' No 'o o““"‘“ —-- Registrar’s No ""Q’/‘““”"““""
| . PLACE OF DEATH 2. USUAL RESIDENCE (\'c'hare deceased lived. M institution: Residence be
300 a. COUNIY Greene a. STATE Mo' b COUNTY (e engﬂ"“'y
1-57 ‘ b. CITY {If cutside corperate limits, give TOWNSHIP only) Inside Limits <. C|DTRY ¢ 3 6; 6 InsideLimits
Tom  Springfield YosfE] No [ tom Springficld o | Yal§ N
c. FULL NAME OF (M NOT in hospital, give location) | Length of stay in 1b d. STREET {If outside, giva logation) Reside on Farm
O hoR 221 S McAliaster | 66yrs ADDRESSDDT § MeAlister Yoo (] Ne
| |
kS NTAME OF DE)CEASED First Middle Last 4. DS;E Month Day Year
(Type or print STEWART BENJAMIN  FULBRIGHT | oeaw Jan' 25 1959
5. SEX 6. COLOR OR RACE| 7. MARRIED&JNER marrien{] 8. DATE OF BIRTH 9. AGE (In years JF UNDER i YEAR| IF UNDER 24 HRS.
stAirthda onthe | Doys Howr, in.
’ Male Negr'o WIDOWED [ pivorcep[] Sept:' I 1893 168 thder) | Mo ' oo
E 10e. USUAL OCCUPATION {Give kind of work dene | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (City and state or Cn"ﬂ:f!) 12. CITIZEN OF WHAT COUNTRY?
E durmUnn of -otlt 1l|f- oven if retired) INDUSTRY Springfi eld MO USA
; 13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
¢ Mathew Fulbright Lottie Looney {Anna Fulbright
) I: WAS DECEASED EVER IN U, 5, ARMED FORCES? 16. SOCIAL SECURITY NO.| 17. INFORMANT Addrass
o ay, M LA ! wih, .8, ive war or dotes ol -rvic.
P (Fo g o] O ven @ et e U Wewo ww Anna Fulbright 227 S McAlister St.

18. CAUSE OF DEATH (Enter only ons cause per line for {g), {b), and (c}.) INTERVAL BETWEEN
PART |- DEATH WAS CAUSED BY: /r éz Z - ONSET AND DEATH
IMMEDIATE CAUSE (a) C /

Conditions, if any, } DUE TO (b}

which gave rise 10
shove cauae {a},
wating the under-

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

=

21. | ottended the doceased from 7&51% f NME‘ last saw | o T live on a‘——-\ 76 /?5 ?
Death occurred at 100 the date stated above; and 1o the best of my krﬂodqe, from the cavies stated.

GNATURE {Dogres or title) p 22b. ADDRESS
4/”’ Dbt ‘/ﬁ w&& . 7//

la. AL CREMATION, | 23b. DATE 23c. NAME UF‘CEMETERY OR CREMATORY 23d. LOCATIONACity, towm, or caunty) {5tate)

ﬁ&%f“f’ Jan*29 1959 | Hazlewooq Cem' Springfield Mo

24. FUNERAL DIRECTOR ADDRESS 25. DATE RECD. BY LOCAL REG. | 26 R s mNAyE
* .
LALJUA [~ 027 _®) ; x %
[ 74
—_—

Vi {Licensed Embalmsr’s Statement on Reverss Sids)

22¢. DATE SIGNEG

1-2F£7

WERIWF, COIGAOT, BIC. MUST USe Oy FMIURTQNg AOLGANCTUTOTY #7 id8ar 1o,

- lylng causs fasr. DUE TO (¢}

. hd PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not reloted to the terming! diseass condition given in PART | (a) 19. WAS AUTOPSY
. 3 PERFORME
k: g -7, YES[] NO
- = 20a. ACCIDENT SUICIDE HOMICIDE | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART Il of item 18.)
= i
§ v O O [

8 <
v Ul 20c. TIMEOF Hour Month, Day, Year
3 3 INJURY  am.
§ % p.m.

E 20d. INJURY OCCURRED 20e. PLACE OF INJURY {e.g., inor abouthams,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
o WHILE AT NOT WHILE . farm, .ctory, street, office bldg., ats.)

5 WORK (A .
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STATEMENT BY LICENSED EMBALMER

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

by M, OF DY ottt se s e s e s s s e e , Student Embalmer No. .............ccet

working under my personal supervision.

Signature of Student Embalmer

Licensed Embalmer No.j./r'.z.. ..
P. 0. Address-$/4

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




