Imm" THE DIVISION OF HEALTH OF MISSOURI 59-—.001009

N':Il_hu STANDARD CERTIFICATE OF DEATH STATE FILE NUMBER -
blic PR .
reice I: s B LB 2 1g@isnurion_ Disltrict Ne. I/ZX Primary Registrction District No.,zm oo Registrar’s No. Q 'é __________
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Res‘;dgncg B:forg
0 o] = COUNTY Greenme o STATE Miggouri > ©OUWNTY Greapneg ™’
-57 b. CITY (If outside corporate limits, give TOWNSHIP only) Inside Limits c. CITY ~3 4 Insie Limits
o Yer O Mo O] o C27 | vefd neld
yown Springfleld es gl Mo TowN  Springfield esfed No
c FgLFI; NAMI(E)F?F {If NOT in hospital, give location) | Length of stay in 1b d. STREET {I{ outside, give location) Reside en Farm
HOSPITAL ADDRESS
INSTITUTION ohng Hospital 901 E. Normal Yes [] No (G}
3. :ITAHE OF DECEASED First Middie Last 4. DA;E Manth Doy Yeor
ype or print) 0
ANNA FOLLARD peatH  January 26, 1959
5. SEX 6. COLOR OR RACE| 7. marrign[ ] nEveR MaRRIED]] 8. DATE OF BIRTH 9, AIGE' Sp'::u; |;£‘T}IIJ’ER3:EAR I::::DER Q:MERS.
Female ! | White wicowedf® 2. oivorcen[ ]| 10 May 1885 "33 ” " l :
10a. USUAL OCCUPATION (Giva kind of work dons | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE {City and state or country) 12. CITIZEN OF WHAT COUNTRY?
. during most of working lite, even if retired) INDUSTRY |
, Secretary Law Firm Kansas USA
! 130. FATHER'S NAME 13b. MOTHER®'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
b Z rman Pauline Stir Deceased
15. WAS DECEASED EVER IN . 5. ARMED FORCES? 16. SOCIAL SECURITY NO.[ 17. INFORMANT Address
Yes, no, 11 1] , gi d ) ice}
‘ EQM oo mw)" Yon v HQ"' o coten o aarvice » Mrs, Guy Peollard Sr. Springfield, Mo,
18. CAUSE OF DEATH (Enter only one couse per line for {a}, {b}, and (c}.) INTERYAL BETWEEN

PART I. DEATH WAS CAUSED 8Y: ONSET AND DEATH
IMMEDIATE CAUSE (a) M"‘-‘ ‘i{ ﬂ‘ﬂo“"“‘("“"“" , o
Canditions, if aty, , DUE TO (b} WO(A 4/ W% ) 4{07»

which gave rise to }
DUE TO (c) é‘w‘q m‘ ﬂr&w

obave cause (o),
stating the under-

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

z lying ceause lost.
E PART H. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING Jfo DEATH but not related to the terminal diswsss condition glven In PART | {a} 19. WAS AUTOPSY
hyi 420 PERFORMED?
5 / f YEsEF NO[]
%] 20a. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART Il of item 18.)
W
: O O O
Ui 20c. TIME OF Howr Menth, Day, Year
a INJURY  a.m.
k] p-m.

204, INJURY OCCURRED 20e. PLACE OF INJURY (e.g., inor about home, | 20f. CITY, TOWN, OR LOCATION COUNTY STATE

! WHILE AT NOT WHILE 0 farm, foctory, street, offlce bidg., etc.)
p WORK L AT WORK
21. | gttended the deceased from / —_ 2 L-ﬁ . fo 1/26/59 ond last saw h-“ alive on /“ < 5-"' 5—7
Death occurred at 9:15 8 . m on the date steted above; and to the E&sl Sl my knowledge, from the causes stated.
22a. SIGHATUR (Degreu or title) 22b. ADDRESS 609 Cherry 22c. DATE SIGNED
-é;j & 7-27-S§
' Springfield, Missouri

233, BURIAL, CREMATICON,| 23b. DATE 23¢. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town, or county) {State)

REMOY A ify}

BartaT" 1/28/59 Hazelwood Cemetery Springfield, Missouri
24. FUNERAL OIRECTOR ADDRESS 25. DATE RECD, BY LOCAL REG. | 2&. SIGNATUR
J.W.Kliogner & Co. Springfield, Mo. | /-2 G- S 7 : 7
Jﬁc (Licensed Embalmer’s *s Sictement on Reversa Slde) _J
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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

DY ME, OF BY iririiiiitiii i cri et e s , Student Embalmer No. .......ovcuiiennes

working under my personal supervision.

SEUACIL  teenmeie e iiie ittt e aaartesa e e e ananant Signed %MWJ&W’W ...........

Signature of Student Embalmer
Licensed Embalmer No.?f./.é.éf(./. .....

P. 0. Address

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




