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STATE FILE NUMBER

1. PLACE OF DEATH 2. USUAL RESIDENCE (Whera decensed lived. If institution; Residence before
a. COUNTY Greene a. STATE M:lssouri b, COUNTY Greene edmission}
b. C‘I)'I"!Y (if outside corporate limits, give TOWNSHIP only) Length of stay in b c. Cé‘;\’ Inside Limits
TOWN Springfield, 11 years TOWN Springfield, Yo X No O
c. FULL NAME OF (If NOT in hospital, give location) Inside Limits d. STREET (If outside, give location} . Reside on Farm
HOSPMTAL OR ADDRESS
NSTTIUTION 645 S, Jefferson Ye X NoO 645 S. Jefferson Ye O NorX
3. NAME OF DECEASED First Middle Last 4, DATE Month Day Year
(Type or print} OF
OBIE THEODORE WEST DEATH November 8, 1961
5. SEX 6. COLOR OR RACE 7. Morried (X Never Married [J 8. DATE OF BIRTH | 9- AGE (last birthday) {IF UNhDER 'DYE‘\R ::UNDER 24 HR
i i Mopths L] ours Min.
Male White Widowed [] Divorced [J April 7' 1876 85 9 I 6 I

10a. USUAL OCCUPATION

“HREFHE I Fidiiet s e

Give kind of work done

{

Farm

10b. KIND OF BUSINESS CR INDUSTRY

11. BIRTHPLACE (City and state or country) | 12, CITIZEN OF WHAT COUNTRY

Vandalia, Illinois USA

13a. FATHER'S NAME

Lee West

13b. MOTHER'S MAIDEN NAME

Emma Pyatte

14, NAME OF HUSBAND OR WIFE

Minta West

15, WAS DECEASED EVER

{Yes, no, or unknown) ,(If yes, Nvaﬁvér or dates of servica)

IN U.5. ARMED FORCES? 16, SOCIAL SECURITY NOQ.

17. INFORMANT
Mrs. Minta West

Address

Springfield, Mo.

PART

18. CAUSE OF DEATH (Enter only one cause per line for'(a}, (b}, and {c).
I. DEATH WAS CAUSED BY:

IMMEDIATE CAUSE {a)

INTERVAL BETWEEN
QNSET AND DEATH

(Zpu&éi&é Leorio - Zelorras.

Conditions, if any, DUE TO (b}
which gave rize to
sbove cause [a),
slating the under-
tying cause Jlast. DUE TO (c)

PART 11, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not ralated to the terminal

izaase condition given in PAEP {a}

)

PART Ill, If deceased was femala was
there & pregnancy in lest 90 days.

l O Yes l ] Ne r{:l Unknown

MEDICAL CERTIFICATION

19. WAS AUTOPSY | Zaf 'ACCIDENT ¥ SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART I or PART 11 of item 18.)
PERFORMED? [m] O O
YES [0 NO[J
20c. TIME OF Hour Month, Day, Year
INJURY a.m.
p.m,

WHILE AT WORK

20d. INJURY OCCURRED
NOT WHILE AT WORK [

, |120e. PLACE OF INJURY (e.g., in or sbout home,
farm, factory, streat, office bldg., etc.)

A

20f. CITY, TOWN, OR LOCATION COUNTY STATE

21. 1 attended the d d from U,** ) 3 A /%4F . uyv . IFES and last saw mlivc on_w WA NV
Death occurred ar. //- 62 20 P. m on the date stated above, and to the bast of my knowledge, from the causes stated,
22a. SIGNATURE § { o title) b, RESS . 22. DATE SIGNED
44L}_L,ﬁ o L : 'Q&VQ/
./ RIAL, CREMATION, | 23b. DATE N[ 23c. NAME OF CEMETERY OR CREMATORY A . LOCATION (City, town, or counly) {State)
MOVAL (Specify) . R
ial Nov. , 1961 Greendawn Springfield, Missouri

24. FUNERAL DIRECTOR

Gorman-Scharpf Funeral Home, Inc.

ADDRESS

7‘/0.:[ E E;CD.OEI:OZ?EG.

Springfield, Missouri

{Licensed Embalmer's Statement on Reverse Side)




> : vl " Lo e
‘ I I ¢ ; T
' ' i . T
z e L 2 i e . [
' - wl er o Ae R .
L R : e Lt stala Sed
. * PN - U
L - v . s — .
STATEMENT BY LICENSED EMBALMER
| hereby certify that the body whose name is recqrded on the reverse side of this certificate was embalmed by me,
or by Student Embalmer No.
working under my personal supervision.
Student Signe ) 4 KM‘%
Signatura of Student E.mbnlmer / |
' Licensed Embalmer No 3 8/“ Lol
. . P. O. Address ‘
Nofe: The above MUST BE SIGNED BY THE LICENSED-.EMBALMER in his OWN HANDWR . re to comply
with the above constitutes grounds for revocation of license). , .
*If embalmed ‘by a STUDENT, he also shall sign’in his ‘OWN handwnhng (AR Lae
If this body is not embalmed, fact should be so _stated Plgov,e R . .= .
i R UL




