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STATE FILE NUMBER

hlm MAY 1 1 1gsgﬂggisrmrior! District No. _._. / 2,.8.."_....”_......Pri_mury Registration Di!""fﬂ-—--ﬂzﬂ'ﬂ-—g?a-—w Registrar's NO-..4..3_S-B—-—-—

1. PLACE OF DEATH 2. USUAL RESIDENCE {Where deceused lived. If institution: Residence iforo
a. COUNTY o. STATE b. COUNTY "““72?
b. CITY (If outside corporote limits, give TOWNSHIP anly) Inside Limits <. CITY Inside Limits
o R '} . . ¢ -3 QL
o Sangireld Yol No (] o Sppingfield g| e N[
c. EgIS_PLITNAt‘%gF (If NOT in hospital, give location) | Length of stay in 1b d. STREET {lf outside, give location) Reside on Farm
A - ADDRESS
INSTITUTION W Hooke ¥ Rt. 9, 8Box 708 Yas [ No [
3. NAME OF DECEASED First Middle Last 4. DATE Manth Day Year

{Type or print)

Sona = Con

oearn GpviAd 29, 1959

5.

SEX 6. COLOR OR RACE| 7.

i

MARRIED[ | NEVER MARRIED[

2, weoweo [T

8. DATE OF BIRTH

Gwit 9,1879

DIvORCED[ |

|IF UNDER 24 HRS.

9. AGE {In ysors | F UNDER 1 YEAR
Hours I Min,

80“' birthday} | Months I Days

10a. USUAL QCCUPATION

{Give kind of work done

10b. KIND OF BUSINESS OR

11. BIRTHPLACE (City and stote or country)

dl}'tg mast of worlinglifn, aven if retired)

INDUSTRY
Home

Cathage, Mosowd

12. CITIZEN OF WHAT COUNTRY?

u. 8. a.

130. FATHER'S NAME

Baue Hemmel

13b. MOTHER'S MAIDEN NAME

Harmah He Clubb

14. NAME OF HUSBAND OR WIFE

wittiom C. Cor (fec,)

15. WAS DECEASED EVER IN U, 5, ARMED FORCES?
(Yurm:-r unk nawn}! {1 y-hw._w_u_r_a_r&:g- of service)

16. SOCIAL SECURITY NO.| 17. INFORMANT

Address

L%GO‘L:SM,S*WM nk}o

18. CAUSE OF DEATH (Enter only one cause per line for (a), {b), and {c).) INTERVAL BETWEEN
PART |. DEATH WAS CAUSED BY: B ONfET AND DEATH
IMMEDIATE CAUSE {a} Cerebral thrombosis mo
Conditlons, if any, DUE TO (b)
which gave rise to }
above couse ({a),
stating the under-
g lying couss lgat. DUE TO (c)
E PART Ul. DTHER SIGKIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the terminal disease conditlon glvan in PART I (a) 19. geé:ggggg;‘
& 33ax YES[] nOK]
= 12040 KCCIDENT SUICIDE  HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED: {Enfer Mdtor# 8 Injdry in PART | or PART Il of item 18.) =
w
; & O d
V| 2¢. TIMEOF Howr Menth, Day, Year
S INJURY a.m.
1% p-m.
20d. INJURY OCCURRED 20e. PLACE OF INJURY (e.g., inor abouthome, [ 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE ATD NOT WHILE O farm, factory, street, office bldg., etc.) o T ’
WORK AT WORK
21. | attended the deceaased from 3 20- 59 . 4-29 59 and last ﬁnw: alive on l“ 29 59
Death occurred at 1 .-L- l o) h. m on the date stated above; and to the bast of my knowledge, from the causes stated.
(22 81 TURE (Degree or title} 22b. ADDRESS 22¢. PATE SIGNED
/)7 /( _/,...,é_ /‘/ /2. 9 1630 N. Jefferson, Spfg., Mo | 5-1-59
23a. BURIAL, CREMATION h DAT 23e. NAHE‘O‘F’CEMETERY OR CREMATORY 23d. LOCATION (City, town, or county) {State)
AT | 5=1-1959 | Eavt Sawn Cemeteny S{rvwnq«he&d, iosoud
11 FUNERAL DIRECTOR ADDRESS 25. DATE RECD. 8Y LOCAL REG.

Muneq—&hmm;{me&d.

Mo« - A4-5%

(Licensed Embolmer's Stotement on Raverss Side)




STATEMENT BY LICENSED EMBALMER

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

DY ME, OF DY iiveiniieunienirunaieasnnmnsannsetnsntrnsssnnstesesnranssasssrmmzsssssasanassenastansos

working under my personal supervision,

1 T (=3 £ ¥
Signature of Student Embalmer

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. | : .

- e




