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THE DIVISION OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH

}JLED MAY 4 1gm=gisfmﬁon Bistrict No. ...._.._/..ﬂz.'...g.._..__..__.__Primury Registration District N_o

09-013039

TATE FILE NUMB"ER

I . PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased fived. If institution: Residence hrfom
COUNIY . STATE b. COUNTY admission
> Greene ° Migsouri Greene
b. ClTY {If outside corporate limits, give TOWNSHIP only) Inside Limits c. CITY 6 39 ‘é Inside Limits
i I Y v g o vegid te L]
o princfie TOW__gnrinefield
¢. FULL NAME OF (If NOT in hospltul ive location) | Length of stay in 1b d. STREET S Hﬂpﬁsge, Ec iqté!gn) Reside on Farm
HOSPITAL OR ADDRESS uns
henr oy S U8 Acres est Home Yes [ Nofy]
3. NTAME OF DECEASED First Middie Last 4, DATE Month Year
r print
(Tyes or print) MAUDE SULLINS oormy April 21,1959
5. SEX 6. COLOR OR RACE| 7. 8. DATE OF BIRTH 9. AGE ¢l FUNDER 1 YEAR! IF UNGER 24 HRS.
! = MARRIED{_] NEVER MARRIED[] . {In yeors BF U1 _
Femal e ‘Nhite J‘ WIDOWEDH DIVDRCEDD Aug . 31 ’ 1880 |?8|rlhdny) Manths l Doys Haours l Min.
10a. USl:lAL OCCUPATION {Give kind of work dons | 105, KIND OF BUSINESS OR 11. BIRTHPLACE {City ond stote or country) 12. CITIZEXR OF WHAT COUNTRY?
durrﬁw%wi|f-€vcn if retired) Illjilah?é Ghl l l ic 0 the N MO . o U SA

13q. FATHER’S NAME

13b. MOTHER"S MAIDEN NAME

14. NAME OF HUSBAND OR WIFE

W.8. Morgan Rite Gilleland deceased
15. WAS DECEASED EVER IN U. 5. ARMED FORCES? 16. SOCIAL SECURITY NO.| 17, INFORMANT Address
(Yn.o.o, or unkngwn)| (i YR phy iy o dotes of sarvice) rg. Snow Schenck,Clovis 'New MéXlCO

Uocror, coroner, eic. must use only stonderd nemenclature in item 18. No symptoms will be listed.

All disecses in Part | must be causally related.

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

IMMEDIATE CALUSE {a)

INTERVAL BETWEEN
ONSET AND DEATH

WHILE AT
WORK

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

] §0T WHILE |

form, factory, street, ofiice bldg.,

atc.)

Conditisns, if any, DUE TO (b)
which gave rise 1o
above cauvse (o},
stating tha under- }
g lying causa loar. DUE 7O {c)
s PART it. OTHER SIGKIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related 1o the terminal dissase condition given in PART | (o) 19. WAS AUTOPSY
8 4 4 ) PERFORMED?
£ X YES{] NO[] &
= | 20s. ACCIDENT SUICIDE HOMICIDE b, DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in PART P or PART Il of item 18.)
wr
4 O o O
S| 2c. TIME OF Hour Month, Day, Year
3 INJURY  a.m.
F3 p.m,
20d. INJURY OCCURRED 20e. PLACE OF INJURY {e.g., inorabout home,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE

1.

| attended the deceassd from
Death occurred at

-

o /2

1/59

and lost squ clive on

%//s 75—

m on the date stated gbove; and to the best of my 'imowledge, fram th(’cousgs stated.

MOYAL (Speviiy)

AL, CREMATION,

23b, DATE

4-23-F7

{Degree or title)

o

7

2 &

. yx y

Greenlawn

T3c. NAME OF CEMETERY OR CREMATORY

234. LUCAT,

Springfield,

{City, town, or county)

¥igsouri

/S s

24. FUNERAL DIRECTOR

1200 Boomwdidle Avenue
alph Thiemegpringfield, Missour)

Fas DATE RECD. BY LOCAI. REG.

L_27-5

(Licenssd Embalmer’ LStatement on Reverse Side)




STATEMENT BY LICENSED EMBALMER

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

Harold Futrell , Student Embalmer No. ;7/

working under my personal supervisi

Student

Signature of Student Embalmer

Licensed Embalmer No.¥= Y €. ...
: -~ r

P. O. Addres gl T r. )}

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




