]
5SOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH

TMENT OF PUBLIC HEALTH AND WELFARE

- s
g___)’rimary Registration District Neo. -.‘.S._e_z_.@:z__neqisrrar'l No. ____-_é..@_____

\o

STATE FILE NUMBER

AMENDED Fm_g_lg 'A’

{Licensed Embalmer's Statern

t on Reverse Side)

. PLACE OF DEATH 2. USUAL RESIDENCE {(Where deceased lived. [f institution: Residence before
a 2. COUNTY CHRISTIAN » MFESOURT b COUNY GREENE admizsion)
u% CIT‘Ir {If o ldegorporﬁnia‘tﬁﬁAPW SHgg-nly) Length of stay in 1b € C‘;LY Inside Limits
= oW NEAR WINDY CITY owN  SPRINGFIELD v ) No 3
: [X ;%EP“‘AATEO%)F (1f NOT in hospital, give location} inside Limits d. gEEEREEES {If cutside, give location) Reside on Farm
s INSTITUTION * Yes O Mo (X 201 N. NETTLETON Yes [ Mo XgX
(=]
3. NAME OF DECEASED First Middie Last 4, DATE Month Day Year
(Type or print} QF
ROBERT MICHAEL CAMPBELL DEATH JULY 28 1961
5. SEX 6. COLOR OR RACE 7. Married 1  Nover Married [ 8. DATE OF BIRTH | 9. AGE (last birthday) |IF UNDER 1 YEAR | IF UNDER 24 HR
MALE WHITE Widowed O Divorced [X 6/3 /16 u5 Months | Days | Hours Min.
10a. USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR INMDUSTRY| 11. BIRTHPLACE (City and state or country) | 12. CITIZEN OF WHAT CQUNTRY
CHECES™ " " WUOMPBILE AGENCY SIOUX FALLS, S.D. Usa
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND COR WIFE
JOHN M. CAMPBELL CATHERINE CUNNINGHAM
15. WAS DECEASED EVER IN U.5. ARMED FORCES? 16, SOCIAL SECURITY NQ. 17. INFORMANT Address
Yes, ki If i t 1 i
(Yes, qpgagnknown) [(IF vesgivegrar orglatey,of service) CATHERINE CAMPBELL,SPRINGFIELD,y,
c| T R R e e
z )
5 z IMMEDIATE CAUSE (2) ( nushed Skull, (heat & Legs Inotanit
e 0
g [a] Conditions, if any, DUE TO (b)
I which geve rise to
z aboya cause (a),
= stating the under-
lying cause last, DUE TO (1)
z PART 1. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the terminal PART . If deceased war female was
'C__) disease condition given in PART 1 (a) there a pregnancy in last 90 days.
§ r[:] Yes l O No I O Unknown
é 19. WAS AUTOPSY 208, ACCIDENT SUICD|DE HOME|IC1DE 20b. DESCRIBE HOW INJURY OCCURRED. {Enter natura of injury in PART | or PART () of item 18.}
= PERFORMED? — . s . .
Sl vesg wo (an-Truck Accident on Hi#65 at edge of Windy (ity
& ({ 20c. TIME OF Hour  Month, Doy, Year e v
o . .
3 INJURY  XGKBC 5 /}ILMO
5| 6™ M /8961 South of Spokane, und.
20d. INJURY ?Cﬁg%lg& 20¢. ?Lacsfor INJURY ’(a 5 I;rdabou: I;ome, 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE A arm, factary, ree office g.. efc
a NOT WHILE AT WORK O .L.o e 3. Cauomu /w/JD. (hrnistian, Missouni
é 21, | attendlad the deceased from to. - and last saw ,."m slive on =
fa) Death eoccurred at 6 . 3 o i r m on the date stated above, and to the best of my knowledge, from the causes stated.
sl
é o Z2s. SIGNAJURE 7 _ (Degrea or wils) ONONen 27b. ADDRESS 22c. DATE SIGNED
I s o/ , (hriatian (o. Miasound. 8/ 3/ 1961.
- < 1AL, cnemrflyc)m Z3b. DATE ” . NAME OF CEMBTERY OR CREMATORY ~ 23d. LOCATION (City, town, or county} (STare)
()
g S| SR 8/2/61 NATIONAL SPRINGFIELD, MO. ,
b3 & zﬁ FUNERAL DIRECTOR 25. DATE RECD, BY LOCAL REG.
w > .H. LOHMEYER FUNERAL HOME /’
= @] SPRINGFIELD, MO, (Aftiy S /GG




STATEMENT BY LICENSED EMBALMER

! hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by m
i

or by Student Embalmer No.

working under my personal supervision.

Student

Signature of Student Embalmer

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HAMDWRITINGT {Failure to com
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.






