SSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH

o)
W--J’rimary Registration District No.M.---Reginrar's No. _?_Z..Z_m_

TMENT OF PUBLIC HEALTH AND WELFA

AMENDED

~51-008324

STATE FILE NUMBER

?E!rrurlon District Neo. 0 5
Hl’( i 1

1J0]

1. PLACE OF DEATH

a. COUNTY G_r. eene

2. USuAL RESIDENCE {Where deceased lived.
a. state Misz

If institution: Residence before

sounicounty Greene

admission)

TOWN

Springfleld

b. CITY (If ourside corporate limits, give TOWNSHIP only)

Length of stay in 1b

30 years

<. CITY
OR
TOWN

Inside Limits

Springfl eld Yes 8 No O

HOSPITAL OR
~ INSTITUTION

DATE AMENDED

c. FULL NAME OF (If NOT in hospital, give location)

Gonnelly Rest Home

Inside Limits

YesX1 No [

d. STREET
ADDRESS

Reside on Farm

Yes (] No X

(I cutside, give location)

Connelly Rest Home

3. NAME OF DECEASED
(Type or print)

First

ANNA

Middle

BLANCHE

CHAMBERLAT

Last 4, DATE Manth

:ng March

Year

1261

Day

18,

5. SEX 6. COLOR OR RACE

Femrale White

7. Married (0 Never Married []
Widowed I&. Divorced [J

|F UNDE!
Months

R 1 YEAR
Days

IF UNDER 24 HR
Hours Min.

9, AGE (last birthday)

5 85

8. DATE OF BIRTH

12/30/181

10a. USUAL OCCUPATION (Give kind of wark done

durﬁgomlgsé%ﬁog‘ifgelih, even if retired)

10b. KIND OF BUSINESS OR INDUSTRY
Home

11. BIRTHPLACE (City and state or country)

Saratoga, Iowa

12, CITIZEN OF WHAT COUNTRY

U'S'A‘

13a. FATHER'S NAME

Newton McKy

13b. MOTHER'S MAIDEN NAME

Mary E.

Sheafor

14. NAME OF F

Nelson Chamberlain

USBAND OR WIFE

) 15. WAS DECEASED EVER IN U.5. ARMED FORCES?

{Yes, no, or quaown)] (if yes; give war or weos?{ seervi:c}

16, SOCIAL SECURITY NO.

—— ——

17. INFORMANT 1506 P4omeer Rosad,
Marvin Chamberlain,Ponca Cilty,Okle.

PART |. DEATH WAS CAUSED BY:

IMMEDIATE CAUSE (a}

DOCUMENT

Conditions, if any,
which gave rise to
above cause (a},
stating the under-
lying cause last.

INSTEAD OF

DUE TO (<)

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

ddcu-»zb—(_,
DUE 10 (b} Q,/CUM M@—*)

INTERVAL BETWEEN
ONSET & DEATH

Upq
|

PART LI

OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the terminal
disease condition given in PART I {a}

— 1
PART 11, 1f  deceased was female was
there a pregnancy in |ast 90 days.

l [J Yes I ] No I O Unknown

19. WAS AUTOPSY
PERFORMED?
YES[J NO

20s. ACCIDENT  SUICIDE
O O

-

HOMICIDE
O

20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART || of item 18.}

Houf  Mhonth, Day, Yeor |
a.m.

p.m.

20c. TIME OF
INJURY

MEDICAL CERTIFICATION

20d. INJURY QCCURRED
WHILE AT WORK []
NOT WHILE AT WORK [J

20e. PLACE OF INJURY (e.g., in or shout home,
tarm, factory, street, office bldg., etc.}

20f. CITY, TOWN, OR LOCATION

COUNTY STATE

21. 1 attended the decessed from ) 7

7C1

-M-

m on the

Desth occurred at 06 . SSP

102&.%3“ last sow m_glive OMLG'—

date stated above, and to the best of my knowledge, from the causes stated.

~F
b+
()

-+

SHOULD READ

. 22a. S|GNATUEE f; Z

L{::Z:?mq I

163¢

22b. ADDRE 22c. DATE SIGNED

Sewiat. At ooy fty | 305 e

23b. DATE

3/21/1

Z3a, BURIAL, CREMATION,
MOVAL (Sgecify)

ris

db1

23<. NAME OF CEMETERY OR CREMATORY

ite Chapel Cemetery

23d. LOCATION (City, town, or county) {State)

Springfield Migsouri

24. FUNERAL DIRECTOR

BY AFFIDAVIT OF

ITEM NO.

1200 RoCH¥ille Avenue
Relph Thleme,Springfield, Missour

L
—

25, DATE RECD. BY LOC

__—

Yl

{Licensed Embalmer’s antemen-t on Reverse Side)

L REG. ‘%SIGgURE




STATEMENT BY LICENSED EMBALMER

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

or by Student Embalmer No.

working under my personal supervision,

Student Signed
Signature of Student Embalmer

; , Licensed Embalmer N {’0 ; é'

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply
with the above constitutes grounds for revocation of license). ¢

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

If this body is not embalmed, fact should be so stated above. ) AT T

E

P - - ~




