SSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH

TMEN_T OF PUBLIC HEALTH AND WELF’.HE
Registration District No. __

[ 3
. Primary Registration District N

Y e ——.-Registrar’s No. ..s.:.______Q___.,

-61-017094

o
STATE FILE NUMBER

I4

AMENDED i
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where doceased lived. If inatitution: Residence before
8 a. COUNTY GI‘e ene a. STATEMi g8 Sourib' COUNTY G’reene admission)
% b. CI‘I;QY {If outside corpaorate limits, give TOWNSHIP only) Length of stay in 1b <. COHRY Inside Limis
wl
g WM Sppinefield 12 years wwe  Springfileld Yesgrl No [
: c. f{UOI.SLPPIdT.:TEogF {If NOT in hospital, give location) Inside Limits d. AS;%EEETS‘S (If cutside, give location) Reside on Farm
g nstiuTioN Handley Hospital Yes [X Na[] 1717 Smith Street Yos O No Gk
3. #AME QF DE)CEASED First Middle Last 4, Dé\';I'E Month Day Year
ype or print,
CAROLYN LUCILLE JENNINGS | oeam  June 2, 1961
5. SEX 4. COLOR OR RACE 7. Married [0 Never Married 0§ 8. DATE OF BIRTH | 9. AGE {last birthday) :UNhDER 'DYEAR :: UNDER ﬂ.HR
5 i onths ays ours in.
Female | White Widowed [J Pverced O § /15 /1049 12
10a. USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY| 11. BIRTHPLACE (City and state or country} | 12. CITIZEN OF WHAT COUNTRY
P d-unﬂafi’é’ working life, even if retired) None pr 1ngf 1e ld , Mi gsour 1 U . S. A .
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
John E. Jennings Faye Freeman S
(li;, Wn:S ?Eiii:svbnf\n;f;l;:: %.?JGA::ED F(Z'R;EE::“NICG) 16. SOCIAL SECURITY NO. 17. INFORMANT 171?idr8mith st re et R
' Nd [ RéHe None John E. Jennings,gpringfield, Mo.
[ 18. CAUSE OF DEATH (Enter only one cause per line for (a), nd (c). INTERVAL BETWEEN
E PART I. DEATH WAS CAUSED BY: 'S ONSET AND DEATH
“ g IMMEDIATE CAUSE {2 [ P Y Vi MJ-% o
[
2 Q
wi o Conditions, if any, DUE TO (b}
[ yd which gave rise to
‘2 above cause {a),
= stating the under-
lying cavse last. DUE TC (g)
z PART |I. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related o the terminal PART IMl. f deceasad was female was
=] disease condition given in PART | {a) thare » pregnancy in last 90 days.
=
Ygdio copfatie [0 e [ ] 0 b
= | 75, was AUTOPSY | f0a. ACCIDENT §/\CIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. {Enter nature of injury in PART | or WART IJ of item 18.)
[ PERFORMED a a O
o YES O NO
Z | 20c. TIME OF ZHoub  Month, Day, Year |
= INJURY a.m.
g P.m.
20d. INJURY QCCURRED 20e. PLACE OF INJURY {e.g., in or about home, | 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT WORK [] farm, factory, street, office bldg., etc.)
NOT WHILE AT WORK [J ) A [
[~]
é 21. | attended the deceased from = f éxa fu__ééai -'é/ and last saw 'h-&gliw on é -—>—-a /
o) Deasth occurred at 9‘,'00 A eane m on the date ststed sbove, ond to the best of my knowledge, from the causes stated.
]
8 8 2257 BIGNATURE (Degpea or title) 22b. ADDRESS 22c. DATE SIGNED
I -y -
: - Y AL LD /630N, . 6 -5l
z 232, BURIAL, CREMME;ON, 79b. DATE 7 ?( ?AE OF CEMETERY OR CREMATORY LOCATION (Ci . uniylXF) O, (Stare)
} o REMOVAL {Specify}
g T Burial _|6/4/1961 léar Creek Cemetery Ekreene County, Migsourl
25 DATE REGD. BY LOCAL REG. | 24. REGHRAR'S SIGNATU
z i 24. FUNERAL DIRECTOR 1200 Bodn¥Tlle Avenu ; W S ‘;i /1,.
1= o] Ralph Thleme, Springfield, Missour [ /

[4
{Licensed Embalmer's Statement on Reverse Side}
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" STATEMENT BY LICENSED EMBALMER

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

or by

working under my personal supervision.

Student

Student Embalmer No.

Signature of Student Embalmer

Note: The above MUST BE SIGNED BY

with the above constitutes grounds for revocation

Licensed Embalme o. 3 t( 3 =)

—

P. O. Address et tltrD oot o EP*)
s o

e el s
THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply
of license).

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

M . e e -
1

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



