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All disecses in'Pm | must be cousolly related.

THE DIVISION GF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH

LED MAY 18 195 B eistotion District o /,2_3

59-017364

STATE FILE NUMBER

... Regisnar's No. 4;7&_

1. PLACE OF DEATH

2, USUAL RESIDENCE (Whors doceqsed lived. [f institution: Residence before

a. COUNTY a. STATE b. COUNTY admission
Greene fal Dade
b. ClI:;l'RY (If outside corperate limits, give TOWNSHIP only) nside Limits ClTY Inside Limirs
10w Springfield Mo Yes [y Mo L] oW So.Greenfield Mo Yes(J No 3]
c. FULL NAME OF (If NOT in hospital, give location) | Length of stay in Tb e STREET {If outside, give location) Reside on Farm
0 HOSPITAL OR ‘29OADDRESS . Yer 1) No[J
INSTITUTION 2daye Smith TWP x T
3. NAME OF DECEASED First Middle Last 4. DATE Month Day Ywor
{Type or print} OF
Graee Isabelle Lieuallen DEATH Ma y 5 1959
5. SEX 6. COLOR OR RACE F'MARRIEDDNEVER mnmené 8. DATE OF BIRTH 9, AGE' 9,..{;,,; :u:{:sn 1 YEAR |z UNDER 2:\::515
Female i White p Woowep[] oivercen[ ]| Oct 24 1932 26 " B ﬁ I '
100. USUAL OCCUPATION (Give kind of work dons | 10b. KIND OF BUSINESS OR 11. BIRTHPL ACE (City and state or country) 0 12. CITIZEN OF WHAT COUMTRY?
during most of warking life, aven if retired) iNDUSTRY
House Wor Farm So Greenfield Mo ussa

130. FATHER'S NAME

Hubert Lieuallen

135. MOTHER'S MAIDEN NAME

Hattie Isabelle Preston

14. NAME OF HUSBAND OR WIFE

16. SOCIAL SECURITY NO.

496=34~4322

15. WAS DECEASED EVER IN L), S. ARMED FORCES?
(Yau, no, o unkngwn)| (If yes, give wor or dates of service}

17.

INFORMANT Address
Hubert Lieuallen So,.Greenfield Mo rtl

_ USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

" | 21. 1 attended the daceased from BA.M. 5-4-59

18. CAUSE OF DEATHAEM« only one cause per lina for {a), [b), ond ic).}
PART 1. DEATH WAS CAUSED BY:

Heart Failure

INTERVAL BETWEEN
ONSET AND DEATH

IMMEDIATE CAUSE (a)

obove couss (a),
stating the under-

Conditians, IF any, Cardiac Arrest during anesthesia —{genera
whlch'gc:o ll.“-n:o } DUE TO (&) l}

Chronie Tonuilititis {(reason for snesthesis)

20 _hours

\VHILE ATD NOT WHILE O farm, .ctory, streat, office bidg., etc.)

z lylng cowse lost. DUE TO (¢)
= PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TG DEATH but not ralated to the terminal disease condition given in PART | (a) 19. WAS AUTOPSY 2
x PERFORMED?
s slel YES{ ] NO
5| 200. ACCIDENT SUICIDE HOMICIDE 20b, DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART ) or PART It of item 18.)
w
o O O [
Sl 20c. TIMEOF  Hour  Month, Doy, Yeor
a INJURY  o.m.
X p.m.
20d. INJURY OCCURRED 20e. PLACE OF INJURY (e.g., inor abouthome,] 20f. CITY, TOWN, OR LOCATION COUNTY STATE

o 7330

P.M. b5-bH- aalunnuwﬁ altuon_Mpv 5 7:985 P.M

Deoth occurred at

'7- qnp m on the date lluhd cbova; and to the best of my knowlcdge, from the causas stated.

{Degree or title) [a)

230. BURIAL, CREMAT!DNr/‘;Sb. DATE

REI;?{;.iSpociiy) May 8 1959

Kings Poipt

TN
23¢. "NAME OF ¢ R OR’CREMATORY

22b. ADDRESS 22c. DATE SIGNED
205 St, louis St Springfield 5_8.59
23d. LOCATION (C-ry, town, o caunty) {S10te}

Dade Co Mo.

24. FUNERAL DIRECTOR ADDRESS 25. DATE RECD, BY LOCAL REG. 2. R T S'SIGNATUg
:
leld Mo, |9~/ -5 @ Nl |
{Licensad Embolmer’s Statement on Reverse Side) B




STATEMENT BY LICENSED EMBALMER

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

by me, or by . i ittt bene bt ae e e aeeiesetratanseeeaitrieaareanennas , Student Embalmer No. .................0.

wotking under my personal supervision.

Student oo e e e et aas
Signature of Student Embalmer

" Licensed Embaimer, Noff(':,_?, .

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDW
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,

ING. (Failure




