Health,
L Walfare

THE DIVISION OF HEALTH OF MISSOUR! ’ 59-005173
STANDARD CERTIFICATE OF DEATH e ATEFILE NOGBER T :

rave [IFDMAR 2 1953,,6,,,,,;“ oisicr v, JRE Primry Regisotion Oiwict o, DG BD.. .. Reiswar's o LR

1. PLACE OF DEATH 2. USUAL RESIDENCE (Where decevsed lived. If institution: Residence before
300 [ o. COUNIY Greene o STATE Miggouril & COUNTY(Gree nedﬂ" ion)
1-57 b. CITY (If outside corporate limifs, give TOWNSHIP anly) | lnsida Limits c. CITY A Inyida Limits
: Tgﬁ’N Springfield Y“[x Nn[j TgﬁN Spriﬂgfield ) 9 Y':m No []
¢. FULL NAME OF (If NOT in hospital, give location) | Length of stay in 1b d. STREET (1f outside, Jﬁu Iocation) Reside on Farm
HoseiTaLO®  Burge HospltalBl years ADDRESS §15 E. Cherokee 8Stfe ve[J nX]
3. (NTAME QF PE?EASED First Middle Last 4. DS;E Month Day Y aar
ype or print
NEAL KELLY MeGILVRBAY peat Feb. 20, 1959
5. SEX 6. COLOR OR RACE| 7. 8. DATE OF BIRTH 9. AGE {In years DF UNDER 1 YEAR] IF UNDER 74 HRS.
o marRIEDE] NEVER MARRIED]] {in y \ !
i I Male ‘dhite wiDoweD[] pivorceo[ ] 18 May 18 9}_" 6&;! birthdoy} [ Months | Doys Houwrs | Min.
E 10e. USUAL OCCUPATION (Give kind of work done [ 105. KIND OF BUSINESS OR 11. BIRTHPLACE {Ciry ond stats ar cauntry) / 12. CITIZEN OF WHAT COUNTRY?
e dyting meo st of working life, sven il retired) D Y -
: Cdrpentér 3 11910 Ashkun, I1linois U.S. 4.
3 130 FATHER'S NAME 13b. MOTHER®S MAIDEN NAME 14 NAME OF HUSBAND OR WIFE
i John McGilvray Nellle Kelly | _Clara McGilvray

15. WAS DECEASED EYER IN U, S, ARMED FORCES?

{Yas, noNrdnknqwn)

16, SOCIAL SECURITY NO.| 17. INFORMANT 615 Att';chg I"Oke e st .

(IF yos, give Nb’ﬁé“ of awrvice) u ” KND w’J c 1ar
18. CAUSE OF DEATHAEM« only ane cause per line fer {a), (b), and {c).} ~ INTERVAL BETWEEN
PART |. DEATH WAS CAUSED BY: T i’ ONSET AND DEATH
IMMEDIATE CAUSE (a) Co Lo~ M/L‘JPU _ "‘% _ ___3&4&‘:-';_

which gove rise to
sbove couse (a],
stating the under-

Conditions, Lf any, } DUE TO (b)

DUE TO (<}

lying covse lasth
PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the termingl disease condition given in PART | (a) 19. WAS AUTOPSY
PERFORMED? o
4 24| YES[] NO[]

0. ACC[DENT SUICIDE  HOMICIDE

g O O

20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in PART | o« PART 1l of item 18.)

MEDICAL CERTIFICATION

2¢. TIME OF Hour Manth, Doy, Year

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

All discases in Port | must be causally ralated.

INJURY a.m.
p-m.
204. INJURY OCCURRED Me. PLACE OF INJURY {e_g., inor abouthoma,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE ATD NOT WHILE D farm, wctory, street, office bldg., ete.}
WORK AT WORK ‘ _
21. | attended the daceased from 1720 .10 /75 7 ond lost saw firaliveon o2 - X0 - § G
Deﬁh eccurred o . il m on the dote stated sbove; and to the best of my knowledge, from the couses stoted.
22e. Iﬁm {Degrea or titls) D 22b. APDRESS_ M 22¢. PATE SIGNED
¢ . .
Ao — ! , Vo, |2 ar-s ¢

24. FUNERAL DIRECTOR

Ralprh Thieme

23a. BURIAL, CREMATION, | 23b. DATE 73c. NAME OF CEMETERY OR CRE“W ,]n% LOCATION [City, tawn, or county) {State)
EMOYAL (Specify) .
sietst 4/29/59 | Nonelupod

1200*Boény
Springfiel

1“3’_8 Av ,.L,DATE RECD. BY LOCAL REG.
2 Mo. ] j-ZG—-J?

(i d Embalmee’s § t on Reverss Side) o J




STATEMENT BY LICENSED EMBALMER

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

by Me, OF BY i e e a e e , Student Embaimer No. ......c.coceuvenns

working under my personal supervision.

Student oot
Signature of Student Embalmer

Licernsed Embalmer Noqs- L g‘

P. O. Address...... S

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.
L]




