THE DIVISION OF HEALTH OF MIS50URY

59-012983

. Hwalth,
& Welfare STAN DARD CER""(AT! OF DEATH STATE FILE NUMB
| 1859 2 »
3 ublic
Service LEI] APR 2 7 Registration District No. !/2 X Primary Registration District No. No.. m____ Registrar’s No. ._.([dg__-_---
.Y L
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Ros‘;de_nc_e before
. 300 a, COUNTY a. STATE m H NAOAY * b COUNTY c' admissi
1-57 ; b. CITY (If outside corporate limits, give TOWNSHIP only) inside Limits c. CITY . . 3 ?L Inside Limits
rom ___Spnimglield, Yorlg) O om_Springfield 77 77| ve) weD
c. FULL N.l\|iiJ\%leE (¥ NOT in hospital, give location) | Length of stoy in 1b d. (If outside, give location) Reside on Farm
' HOSPITAL OR ADDRESS
INSTITUTION 37 Yo, 707 & Yes [J Mo
N 3. MAME OF DECEASED First Middle Lost 4. DATE Manth Day Year

{Type or print)

: G.

DEATH Ghvid 19, 1959

5. SEX 6. COLOR OR RACE 7'MARRIEDD NEVER OAARRIEDD

3%0 { ID"H/trG wioowen[7], J— pivorcen[]

B. DATE OF BIRTH

Sept .5, 1878

9. AGE {in yaars JF UNDER i YEAR| |IF UNDER 24 HRS.
80lun birthday) [Months I Days Hours l Min,

100. USUAL QCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR

W”o, aven if ratired) INDUSTRY J[

1.

BIRTHPLACE (City ond stare or country)

12. CITIZEN OF WHAT COUNTRY?

Ue S Qo

/

13e. FATHER'S NAME

John Baflas Scott

13b. MOTHER®S MAIDEN NAME

14. NAME OF HUSBAND OR WIFE

Wwiddign €. Mcholn

Doctor, coroner, etc. must use only standard nomenclature in item 1B. No symptoms will be listed.
USE ONLY BLACK INK!OR RIBBON TYPEWRITE IF POSSIBLE

All diseases in Part | must be cousally ralated,

15. WAS DECEASED EVER IN U. S. ARMED FORCES? 14. SOCIAL SECURITY NO.

{Yes, no, Ij unknqwn)[ (If yaw, glve war or dates of service) n U 1.‘ E

17.

Clure £,

INFORMANT( SO‘YL)

Address

18. CAUSE OF DEATH (Enter only one cause per line for {a), {b), and {c}.}
PART |. DEATH WAS CAUSED BY: a

IMMEDIATE CAUSE (a)

cada A Haer Dol

INTERVAL BETWEEN
ONSET AND DEATH

Death occurred at

3

Cenditions, if any, DUE TO (b)
which gove rlse to
above causa (a). }
stating the unders
z lying cowse lost. DUE TO (¢}
- PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related 10 the terminal dissase condition given in PART | (o) 19. WAS AUTOPSY
& PERFORMED?
z 4 Al YES ] NO[X J-
1 20 ACCIDENT SUICIDE  HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED.™ (Enternarure of*injury in PART | or PART i of item 18.)
3 O O Cl
U| 2¢. TIME OF _Hour Month, Day, Yeor
a INJURY a.m.
= p-m.
20d. INJURY OCCURRED 20e. PLACE OF INJURY (e.g., inor abouthome, | 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT .{VO |LE farm, factary, street, office bidg., etc.) - . - 4 - .
WORK
21. | cttended the deceased from 7 - }f-."—.* . o 9("" {9- d 7 and lost sow :;!;.alivo on &= tf~ J-"
v -

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

{Dlagres or titla)

/% - 6

ziylcmwns -~ .

22b. JDDRESS

22c. PATE SIGNED

e BURIAL, CREMATION, | 23b. DATE
gmv.& (xdm I %q

23c. NAME OF CEMETERY OR CREMATORY /ﬂ

Greendawn Cemetensy

w.2Z A YLD 4

234, LOCATION {Ciry, town, or county) {Stare)

abiotd T .

42172
24. FUNERAL DIRECTOR ADDRESS

Ren Reinmey-Shningfield, Mo.

25 DATE RECD. BY LOCAL REG.

~22-57

{Licensed Embolmer’s Susmm on Raeverse Side)

26-%: SIGNATURE ———

- &

v 3 m%l__
v




.ot . "
[
a 2 -] t
Y !
L] L] - a - [
S56L 38 yqy
STATEMENT BY LICENSED EMBALMER
I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed
BY ME, OF BY s e m e e eeaer s aas s s e s d s st

working under my personal supervision.

Student coonee T I T T
Signature of Student Embalmer

P. O. Address._ & AR A= T4t

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 embaimed, fact should be so stated above,

L] L




