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THE DIVISION OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH

09-009100

STATE FILE NUMBER

... Primary Registration District NO-..Q...

£5D...

Registrar’s No.. 2_63_ ___________

. PLACE OF DEATH

2. USUAL RESIDENCE (Where deceased lived.

If institution: Resldmce,bcfore

COUNTY GREENE o MFESOURL b COUNTGREENE “dmsgier
CBTRY (If autside corporate limits, give TOWNSHIP enly) Inside Limits €. CBTRY o3 7“ Inside Limits
TOWN___ SPRINGFIELD Yes [t Ne T 7o SPRINGFIELD 8§ Yol NG
EgLFl'_ NAM%SF (1 NOT in hospital, give location} | Length of stay in 1b d. STREET (M outside, give location) Reside on Farm
INeniTUvion MERCY HOSP. 26 YRS. ADORESS 1630 N. DOUGLER Yos (] N [X

3. NAME OF DECEASED First Middle Last 4. DATE Manth Day Year

{Type or print) oF
MARIE wWOoOoD SCHALLER peatH MARCH 11 1959
5. SEX 6. COLOR OR RACE 7‘MARR|EDDNEVER mamsol:] 8. DATE OF BIRTH 9. AGE (In yoers F UNDER | YEAR] IF UNDER 24 HRS.
FEMALE WHITE W'DOW'EDX %DIVORCEDD MAY 5 1870 Bglnrthdur) Months | Days Hours ] Min,

10a. USUAL OCCUPATION (Give kind of work dona

during mast of working lite, aven if retired)

10b. KIND OF BUSINESS OR
INDUSTRY

11. BIRTHPLACE {City and stote or country)

HARRISONBURG, W,.

)

12. CITIZEN OF WHAT COUNTRY?

USA

VA

135, FATHER'S NAME

13b. MOTHER*S MAIDEN NAME

14. NAME OF HUSBAND OR WIFE

H.N.B. WOOD MARTHA W0OOD FRANK SCHALLER (DEC.)
15. WAS DECEASED EVER IN U, 5. ARMED FORCES? 16. SOCIAL SECURITY NO.| 17. INFORMANT Address
l {Yes, ﬁﬁ unkmvm]l(l! yos, give war or dates of service) MILDRED WOOD SPRING’F IELD MO .

18. CAUSE OF DEATH (Enter only one cause per

PART I. DEATH

WAS CAUSED BY:

IMMEDIATE CAUSE (n)

Conditions, if any, DUE TO (b}
which gave rlse 1o
cbove cause {a),
stating the under
lying couse lost. DUE TO (e¢)

lina for {a), (b}, and {c}.)
M Disesss

INTERVAL BETWEEN
ONSET AND DEATH

PART 11, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but net related 1o the terminal dissass condition given in PART I (o)

19. WAS AUTOPSY

z
]
< PERFORMED?
T _ Ly 2y Yes[ ] NO [l .
t{ 20a. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART |l of item }8.)
wt
8 O O O
g 2c. TIME OF Hour  Month, Day, Year
a INJURY  a.m.
= p.m.
20d. INJURY OCCURRED 20e. PLACE OF INJURY (o.g., inor about home,{ 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE ATD NOT WHILE 0 farm, .ctory, sireet, office bidg., etc.)
WORK
21. | attended the deceased from 5 /— , 1o - and last saw t: alive on - ~
Death o:’urred at ? eile m on the date statad above; and to the best of my kmwl.&g-, from the causes stated.
22e. W/ , (D.;W a 2525_ ADDRESS/7/b EtoNaJ/-A e 22<. DATE SIGNED
- . oA/ Ngfrekd o 37337
230. BURIAL, CR EM‘AT'ON. 23b. DATE 23c. NAME OF CEMETERY OR CRENATORY 23d. LOCATION {City, town, or county) (State)
itk MO
B 3/14 /59 GREENLAWN SPRINGFIELD, .
24. FUNERAL DIRECTOR ADDRESS 25 DATE D BY LOCAL REG.
H.H. LOHMEYER SPRINGFIELD, MO,

{Licensad Embolmer’s S!Mﬂnlm on Reverse §i

e




STATEMENT BY LICENSED EMBALMER

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

., Student Embalmer No. ............ccii

..........................................................................................

SEUAENE  vvevrenriranrenvrrensissssssrsrsnsisesnersresanarssnsses Signed ,.....%7 n/g - e
Signature of Student Embalmer
Licensed Embalmer Nof .-~ :" .. ;7

A

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HA TING. (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.



