RI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH

VST B I888 ) 28 sy st i o 2D v T

ILED

DOCUMENT

BY AFFIDAVIT OF

~60-=-0:
A STATE FILE NUMBER

1. PLACE OF DEATH 2. USUAL RESIDENCE (Whera deceased lived. [f institution: Residence hefore
8. COUNTY Gre ene 8. STATE Mi 88 Ourli COUNTY G'I'e ene sdmisslon)
b. CI? {If outside corporate limits, give TOWNSHIP only} Length of stay in 1b c COIEY Inside Limits
TOWN Springfield vears town Springfield Yes [X No [
<. FULL NAME OF (If NOT in hospital, give location} inside Limits d. STREET {If cutside, give location) Reside on Farm
HOSPITAL OR ADDRESS P F D #
INsTITUTION DL, . A, Burge Ho P Yes ] No [ Lell o l)e 5 Yes [J No
3. ‘?_:AME OF PE)CEASED First Middle Last 4, DoAgE Month Day Yeor
ype or print,
THOMAS M. WEST pearw September 3, 1960
5. SEX 6. COLOR OR RACE 7. Married ﬁ Nevar Married [J |8, DATE OF BIRTH 9. AGE {last birthday) | IF UNDER 1 YEAR | IF UNDER 24 HR
Male Whit e Widowed [ Divorced [ :Lz/l 2/1 88 7 72 Months | Days Hours Min.
10a. USUAL OCCUPATION (Give kind of work dona | T0b. KIND OF BUSINESS OR INDUSTRY| 1F. BIRTHPLACE (City and state or country} | 12. CITIZEN OF WHAT COUNTRY
uring most of working life, gven if retired)

13a. FATHER'S NAME
Andrew West

13b. MOTHER'S JAIDEN NAME

Sarah Jones

14. NAME OF H

Ethyl West

USBAND OR WIFE

15, WAS DECEASED EVER IN U.S. ARMED FORCES?
{¥es, no, or upknown) | (If yes, giye war or dates of tervice)
NS | flo

31— 16-7167

16. SOCIAL SECURITY NO. [ 17. INFORMANT

rthyl West, Rt.5,

Address

Springfield, Mo.

18. CAUSE OF DEATH (Enter only one cause per line for,
PART I. DEATH WAS CAUSED BY:

IMMEDIATE CAUSE (o

Conditions, If any,
which gave rize to
sbove cruse (a),
stating the under-

lying cause last. DUE TO (<)

INTERVAL BETWEEN

E;NSET 20 DEATH

U Aforaarn/

(r UNAT[ENDEg BY ... PHYSICIAN

PART I,
diseasa condition given in PART

QOTHER SIGNIFICANT CONDITIC.:I‘:S) CONTRIBUTING TO DEATH but not related 1o the terminal
a

PART lil. If deceased was female was
there a pregnancy in last 90 days.

I[]Yns' O No I 3 Unknown

PERFORMED?

19. WAS AUTOPSY | 20a. ACCIDENT  SUICIDE  HOMICIDE
0 a 0

20k, DESCRIBE HOW INJURY OCCURRED. {Enter nature of

njury in PART | or PART |1 of item 18}

YESE] NO
20c. TIME OF Hour Month, Day, Year
INJURY a.m.
p.m.

MEDICAL CERTIFICATION

20d. INJURY OCCURRED
WHILE AT WORK 3
NOT WHILE AT WORK [

20e. PLACE OF INJURY (e.g., in or ahout home,
farm, factory, street, office bldg., etc)

20f, CITY, TOWN, OR LOCATION

COUNTY STATE

to.

21. | attended the deceased from

b .
and last saw hi‘,.';‘ alive on

Death occurred at 9 : 30 A N hd m on the date stated above, and to the best of my knowledge, from the causes stated.
< {Dngree TS 725, ADDRESS Z%. DATE SIGNED
 Greene Coumty Health Officer, Spfld Mo 9-26-60
s, BORIAL, CREMA:“ON . DATE L4 23: NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town, or county) {State)
Burial S/7/1960 ast Lawn Cemetery pringfield, Nissouri

UNERAL DIRECTOR

24.
R&lph Thieme, Springfrield,

1200 BodB¥H%l1le Ave nue

25. DATE RECD. BY LOCAL REG.
Misgouri 7\- ,26..- éa

{Licersod Embalmer's Statement on Reverse Side)

57 AR'S SIGNAT
-~




STATEMENT BY LICENSED EMBALMER
[

| hereby cerfify that the body whose name is recorded on the reverse side of this certificate was embalmed b

or by Student Embalmer No.

working under my personal supervision. / /
Sionep ,5021 rﬂ“—

Student

Signature of Student Embalmer

Nofe: THe above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HA WRITING.
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.




