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4 ].LED MAR 1 O TQgg_eeisiw'iOn_ District No.

THE DLYISION OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH

Primary Registration District No. ___

59-007097

et e e s s Registrur

STATE FILEéJJMB ER

2097 .

=1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Resldance bffare
a. COUNTY a. STATE I1linois b. COUNTYSang ﬂ dmi ssi
b. CITY (M ousside corporate limits, give TOWNSHIP only) Inside Limits c. CE)TRY |ns:cra Limits
OR -
ToWN_ST. LOUIS, MISSOURT Yes (X No (] tom_ Springfield Yes(@ N lJ
¢. FULL NAME OF (If NOT in hospital, give location) | Length of stay in 1b d. SBFE.)%EEES (If outside, give location) Reside on Farm
Al
o ol SBARNES HOSPITAL 2L1l N, 15¢h, St. Yos [J No[]
3. NAME OF DECEASED First Middle Last 4, DATE Month Day Year
[Type or print} OP
JOHN EDWARD FISHER DEATH FEBRUARY 26, 1959
5. SEX 5. COLOR OR RACE 7'MARRIEDENEVER MARRIED] ] 8. DATE OF BIRTH 9. AIGE (ll,:'z;:;; l;iTﬁER;LEAR I:ol:l‘:l'DER Z:MI:RS.
Male Pe) White wooweo[] f oivorcen[]] April 26, 1929 "2§ I
10a. USUAL DCCUPATION {Giva kind of work done | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (City ond state or country) 12. CITIZEN QF WHAT COUNTRY?
during gos workin IIU even ifr hroiiJ INDUSTRY /
Puneh Press Operat Sangamon, Illinois. U.S.A.

134,

FATHER'S NAME

Dale Fisher

13b. MOTHER®S MAIDEN NAME

Ruby Green

Shirley Fisher

14. NAME OF H_UéBAND OR WIFE

15.

{Y na, or unknawn)|
Yes

WAS DECEASED EVER IN U, 5, ARMED FORCES?
{1F y. give wor or o3 of service)
kSrean War

16.

SOCIAL SECURITY NO.

Unknown

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE
MEDICAL CERTIFICATION

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

PART I. DEATH WAS CAUSED BY:

IMMEDIATE CAUSE (o) CARDIAC ARREST

Ceonditions, if any,
which gave rise to
above cause (a},
stoting the under-
lying cause last.

} DUE TO (c)

17.

Shirley Figher, 2}41).; N, 15th St.
1Y

Sprifricia,

INFORMANT Address

INTERYAL BETWEEN
ONSET AND DEATH

pue To (b POST-OP CLOSURE OF INTERVENTRICULAR SEPTAL DEFECT
INTERVENTRICULAR SEPTAL DEFECT, CONGENITAL, WITH
SEVERE PULMONARY HYFERTENSJION

2 DAYS

PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related 1o the terminal dizease condition given in PART | (a}

754.2,

19. WAS AUTOPSY
PERFORMED?
YES NO []

/

0. ACCIDENT SUICIDE  HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter natura of injury in PART | or PART [l of item 18.}
| O |

2c¢. TIMEQF Hour  Month, Day, Year

INJURY  om.

p.m.
20d. INJURY OCCURRED 2e. PLACE OF INJURY (e.g., inorabouthome,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
\’(HILE AT NOT WHILE O form, Joctory, street, office bldg., etc.}
Ci AT WORK

. | attended the deceased &mlfézf._6,_l258__ 1o
Death occurred g

wom’ last saw t alive on

m on the date stated above; and to the best of my knowledge, from the causes stated.

2. SI?@ )/

ea or title) V
M. D

20b. ADDRESE ARNES HOSP ITAL

22¢. DATE SIGNED

2/26/59
23a. BURIAL, CREMATION, | 23b. DATE 23¢, NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, tewn, or county) {5tate)
REMOVAL {Speciiy} .
emoval 2-27-59 Local Springfield, Illinois.

4.

FUNERAL DIRECTOR ADDRESS

Albert H, Hoppe L700 "ashington, Blvd.,

25. DAT ?ﬂEﬁ 2‘7‘,0@{50.

d Embalmar’s 5

on Reverse Side)

EI 4
/J-({J

“Roard Fuidhs . 17 0.
! P,




STATEMENT BY LICENSED EMBALMER

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

DY I8, OF DY ittt er ittt e b sie s irab e r s et st aeanaerraerran , Student Embalmer No. _..................

working under my personal supervision.

P

Licensed Embalmer No//?/f
P. O. Address WM 3

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.

Student ..o e
Signature of Student Embalmer




