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must be causally related.
USE ONL Y BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

BLED JUL 71858k srion s e

THE DIYISION OF HEALTH OF MISSOURI(

STANDARD CERTIFICATE OF DEATH

/29

'STATE FILE NUMBER

Primary Registration District NO-_.M _______ Registrar's No.‘é_

1. PLACE OF DEATH - — 2. USUAL RESIDENCE (Where deceased lived. If institution: Rgndnnce before
. COUNTY . STATE . b, COUNT admisgion)
° Greene ° Missourt Greene "}
b. CITY (If cutside corporate limits, give TOWNSHIP only) Inside Limits <. CITY Inflide Limits
OR « Yes EJ No ] OR Yes[ ] Ne @
Town Springfield Tom Springfield
c. FULL NAM%OF {If NOT in hospital, give location) | Length of stey in 1b {STREET (If outside, give locotion) Reside on Farm
HOSPITAL OR DDRESS
merotion 1618 E Atlantic | 1 week 5“’ é R. 4 Bm{ QAG Yos (B No[]
| ). i
3 {NTAME OF DECEASED First Middle Last 4, DATE Month Day Year
ype or print} . OF
2ETTA ADELINE WEST peEathH June 20, 1959
| Temalao Phite 9. WIDOWEDSr] ovorceo[J| Teb 19, 1873 86 I
10a. USUAL QCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR 11. BIRTHPL ACE (City ond stats or country) f 12, CITIZEMN OF WHAT COUNTRY?
during most of werking [ife, even if retired) INDUSTRY . «Q
Housewife At rome Harrison, Arkansas USA

13e. FATHER'S NAME

Pavton Burrow

13b. MOTHER"S MAIDEN NAME

Sally Ruclman

14. MAME OF HUSBAND OR WIFE

John Marion West

15. WAS DECEASED EVER IN U, 5, ARMED FORCES?
(j . no, or imknown)| (If yes, give war or dates of sarvice)

16. SOCIAL SECURITY KO.| 17. INFORMANT

None

Address

Eugene West R. 3 Box 546 Sngrd Mo,

PART |. DEATH was CAUSED BY,

18. CAUSE OF DEATH (Enter only one cause per line for (a), (b), and {c).)

IMMEDIATE CAUSE (o Gdrculatory failure (decompensated cor

INTERVAL BETWEEN
ONSET AND DEATH

Conditions, if ony,

pulmonale)

gbove cauze {a),
siating the under-

which gove rise ta }

oue To ¢ _Mitral stenosis

Inactive rheumatic fever

z lying cause lask DUE TO ({c)
= PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related 1o the terminal diseass condltion given in PART { {a) 19. WAS AUTOPSY
< PERFORMED?
g 418X ves{] NO[] &
£ 1 20a. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED, (Enter noture of injury in PART | or PART H of item 18.)
8 o 0O O
; 20c. TIME OF Hour  Month, Day, Year
a INJURY a.m.
H p.m.

20d. INJURY OCCURRED 20a. PLACE OF INJURY (e.g., inor cbourhome,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE

WHILE AT NOT WHILE [:I form, factory, street, office bldg., etc.)

WORK D AT WORK

1
21. | attended the deceased from Ju-r!e 7, 19 57 , to June 20 1959d last saw olive on June 80) 1959
Death occurred ot : A 0 on the date stated agbove; and to the ml’ my knowledga, from the causes stated.
22a. SIG E {Deogroapr ti 22b. ADDRESS 22¢. DATE SIGNED
/4 0 % | 617 s. Scenic,Sgringfleld, 6/26/59
J : ol

2o, BURIAL,C}EMATEON. 23b. DATE 23e. NAME OF CEMETERY OR CREMATORY 23d. LOCATI ity, 1own, of county} {State)

REMOVAL (spacity) T .

rral cnrfe 22 &g Prosnas Cemetmnv Bois D' An o, Mo,

24. F AL DlRECTUR
@M- -

Y

=

- R7-57

25 DATE RECD. BY LOCAL REG.

4 Embolmer’s 5 on Reverse Side)

2. REGLSERAM SIGN;\TU% M
vV




STATEMENT BY LICENSED. EMBALMER

U RS S e TTLS T . L

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

by M, OF DY i e e ae et aa s e e ey , Student Embalmer No. ......ccovvviviniee

working under my personal supervision. J
Student ..o e e eeesrisraaas Signed .........convvveenes :7 .. g{ ..... / ................ '
Signature of Student Embalmer
o0

el g el R P Y- ! «- Licensed Embalmer No

) ’ ' p. 0. Add:e{s%f.ﬁ. ......................

=~ ‘Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his QWN HANDWRITING. (Failure
to comply with'the above constitutes grounds for revocatwn of license).

If embalmed by a STUDENT, he also shall sign in his OWN handwriting.

If this body is not embalmed fact shouid be so stated above.




