socuring the medical certiticafion in

pt. Health,

. & Welfare

S Public
aith Service

Doctor, coroner, etc. must use only standard nomenclature in item 18. Mo symptoms will be listed.

All diseasss in Port | must be causally related.

evlS?

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

FILED VS DEC2¢ 1959

Registratien District No. .

THE DIVISION OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH

S8

..Primary Registration District No,

3043876

STATE FILE NUMBER

. Ragiumr':_l‘tz3_él.£l_..._

5. SEX

Male

I . PLACE OF DEATH 2. USUAL RESIDENCE (Where dgceased lived. If ingtitution: Residence before
a. COUNTY Greene a. STATE ssouri b. COUNTY (31" € ET1@dmission)
b. CITY {l{ ouiside corporate limits, give TOWNSHIP only) Insida Limits ¢ CITY . Ingide Limits
romy Springfield ves (Xna [0 {1,3993%,  Republic Yos X No (]
e. FULL NAME OF (If NOT in hospitel,_give |ocu!:on) Length of stay in 1b d. STREET {If outside, give location) Reside on Farm
HOSPITAL OR . ADDRESS
INSTITUTION dley Hospital 1 day Yes [] No 5
3. ?TAME OF DE;:EASED Firsy Middle Last 4. DATE Month Day Year
e or print OF
e Clarence Emmett Berridge oean December 14, 1959

e

6. COLOR OR RACE

White

7.

MakRIED[ ] NEVER MARRIED[ ]

3 woawep[ ]

DIVORCED B

8. DATE OF BIRTH

8-22-1881

9. AGE ()n years

FUNDER | YEAR

IF UNDER 24 HRS.

78! birthday)

Monthy l Days

"Hours I Min,

108, USUAL OCCUPATION (Give kind of work dens

10b. KIND OF BUSINESS OR

11. BIRTHPLACE (City and state or cauntry)

12. CITIZEN OF WHAT COUNTRY?

durinF\éfrI'ofniréii‘ng life, aven if retired) INDUSTRY Farm { Ohio USA
V3o, FATHER'S NAME 13b. MOTHER'S MAIDEN NAM 14 NAME OF HUSBAMD OR WIFE
anes  Berridge (unknown)  carter I Elsie Thorton
15, WAS DECEASED EVER IN U. 5. ARMED FORCES? 16. SOCIAL SECURITY NO.| 17. INFORMANT

{Yeus, ne, or unknawn)

Mrs. Betty Whbte Wltchata, Kans

(Hf yes, give war or ﬁlbs of service) no
18, CAUSE OF DEATH (Enter only ans cnuu per line For {0, {b), and ().} INTERYAL BETWEEN
PART |. DEATH WAS CAUSED B . ONSET AND DEATH
IMMEDIATE CAUSE (o) ___Cardio Vascular Disease HTS,
Conditions, if eny, DUE TO [$]
which gove rise to }
above couse (a},
stating the under-
g lying couse lost. DUE TO {c}
- PART Hl. OTHER SIGRIFICANT CONDITIONS CONTRIBUTING TO DEATH but not reicted 1o the termingl dlssase condition given in PART | {a) 19. WAS AUTOPSY
by PERFORMED
z H= o\ YES[] NO
| 200. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enlor nature of injury in PART | or PART N of item 18.)
7]
o O O a
3] 20¢c. TIMEOF Hour Month, Day, Year
a INJURY  o.m.
=z p.m.
20d. INJURY OCCURRED Ne. PLACE OF INJURY (e.g., inor cbouthome,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT[:I NOT WHILE O form, .ctory, street, office bldg., erc.)
WORK
21. | ottended the deceased from December 1’-1 3 lgsﬁu Dec . lh b lgsgnd lost 1ow ﬁ‘ alive on IbcembEr .l.u 3 1359
Death eccurred of 3155 *m on the date stated cbove; ond 1o the bast of my knowledge, from the causes stated.
220 /AGNATURE ree of title) ) 22b. ADDR zztyslcusn
/47; 2L\ 2 & 22257
0. 1AL, CREMATION, | 235, DATE 23c. NAME OF CEMETERY OR CREMATORY 734, LOC {City, town, or county) ﬁs»u,)f

urigr”

12-17-1859

Wise Hill Cemetery

Clever, Mo.

24. FUNERAL DIRECTOR

ADDRESS

W.B. Cantrell Republic, Mo.

[2-23-57

25. DATE RECD. BY LOCAL REG.

{Licansed Embalmer's Stotemant an Reverse Side)

26. REBTRAR'S SIGNATYRE
/AN
vy




AN 1 4 e '
STATEMENT BY LICENSED EMBALMER

working under my personal supervision.

Student ..o e e e N ol #28 TTNCAL fe B T
Signature of Student Embalmer ﬁ ~
Licensed EmbalmesNo...Z.. 4. ..
< £

g
Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure
to comply with the above constituies 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,

. . "




