" Dr. H, Silsb '
MISSOURI DIVISION OF I-irEAl.TH STANDARD CERTIFICATE OF DEATH

DEPARTMENT OF PUBLIC HEALTH AND WELFA - - . Y
. yg e 800 o STATE FILE'NUMBER
istgation District:No. Primary Registration . District No. _2 2 &f o Registrar's No. ;

DO. NOT. WRITE Regi
ON THIS STUB 3 !m
1.. PLACE OF DEATH ot 2. USUAL IIE!IDENCE (Whére decoayed Ilved _IT institition: Residence before

a. COUNTY GREENE G,R EENE admission)
b. Cé'l: (If outside corporate iimlits, give TOWNSHIP only) Length. of stay in 1b ‘c. CCIJ? . Inside Limits
1own  SPRINGFIELD 1 YR. 1owv. SPRINGFIELD Yer X No I

¢.-FULL NAME OF [If NOT: in hospital, give location) Inside Lirmnits id. STREET- [Hf outside, .give location). Reside on - Farm
HOSPITAL DR ADDRESS o .

Nstrution ST, JOHN1S HOSP. YesKl. NoOJ ' 608 W. WALNUT Yes. O No -
3. NAME OF DPECEASED First Middie Last 4. DATE Manth Day Year

(Type or print) 3 . .
FRANK WHITSON EBCKARD pEATH MAY 22 1963
5. SEX 8. COLOR OR RACE 7. Married [1  Never Morried B |g DATE OF BIRTH | @ AGE (last birthday) |IF UNDER.1 YEAR | IF UNDER 24 HR
°r R ! Months D H Min,
MALE WHITE ‘Widawsd [J Divioreed [ 6/23 /89 -3 Mond] I ays lours | Ain.
10a. USUAL OTCUPATION (Give kind of work dnne :10b, KIND OF ‘BUSINESS OR INDUSTRY| 11, BIRTHPLACE (City and state or country) | 12. CITIZEN OF WHAT COUINTRY

Ifﬁ&thworklng life; aven If refired)” FARMER WARREN S-BU-RG., MO, U.S.A.
" 13a. FATHER'S NAME 13h. MOTHER'S MAIDEN NAME 14. NAME CF HUSBAND. OR.WIFE

JOHN ECKARD EARAH ELT ZABETH WHITSON
15. WAS DECEASED ‘EVER IN U.S ARMED FORCES? L —SASIAL EE 17. INFORMANT Address
(Yes, 8 unknown) I (If yes, give war or dates of ser

MRS. AMBIE ECKARD i g;HAN[!:IfEEKQN .
18. CAUSE OF DEATH {Enter only one.cause per line forlp), (bl,.and (c}. ) ) B - IN;&ERV L BETWEEN

V§:300
Rev. 4/59

DATE AMENDED

PART 1. DEATH WAS CAUSED'BY: ET AND DEATH

3

4

DOGUMENT

which gave.rise to
above cause -{a},
stating the..un

Conditicns, if any,l
lv:ng cause- last

CUE TO {e)

PART 1l. 'OTHER . 5IGNIFICANT<CONDQTION5 CONTRIBUTING TO DEATH but ‘not related to the terminal PART I\, tf deceased was fomale  was
disease condition: given in'PART. | (a) thete:a pregnancy in last 90 days.

ol VA ‘—'M lDYeleNcIDUnkmwn_

19. WAS AUTOPSY | 20a. ACCIDENT  SUICIDE HOMICIDE Z0b. DESCRIBE HOW INJURY GCCURRED. (Enfer-nature of injury in PART | or PART 11 of item 18.)
PERFORMED? O o u] -
YES i’ NO [0 :

20c. TEME OF Houe Month, Day, Year
INJURY. a.m,
B,

i y J
20d. INJURY OCCURRED: 20e. PLACE OF INJURY (e.g; in or.about.home, [204.: . TOWN, OR. LOCATION
WHILE AY WORK [] farm, factory, street, office bldg., etc.) 1 }
NOT.WHILE AT WORK [] i P sy
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MEDICAL-CERTIFICATION

B . her .
21, 'l attended the d d from 18, i dMfast saw g, aliveon

Death occurred at%__%ﬂ_EfM.,__——m on the’'date steted ai:w{. and 15 the best of my knowledge; from:the causes wated.
g " A . DATE SlGﬁﬁD

"T2a. SIGNATURE 777 - , #h. ADDRESS 509 Cherry St.

' l £A 1 ' - Springfield, Missouri.
23a. BURIAL, 23b. DATE 123 IAME OF CEMETERY QR CR MATORY ) 23d. LOCA“ON@E r tc"m}]ITY ble)

USE BLACK INK
OR
TYPEWRITER RIBBON

SHOULD READ

R emoval | 5023-63 MITH CEMETERY NEAR,Alton, Missouri

“24. FUNERAL DIRECTOR ADDRESS 25. DATE RECD. BY LOCAL REG. |26.. REGISTRAR'S SIGNATURE
.H. LOHMEYER FUNERAL HOME S5-27.. /763
-SPRINGFIEED MO

BY AFFIDAVIT OF

ITEM-NO,

(L d Embalmer’s. Staté on Reversa’ Side)




N . ’
STATEMENT BY LICENSED EMBALMER

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

or by ., Student Embalmer No.

working under my personal supervision.

Student.

Signature of Student Embalmer

ticensed Embalmer No

_Nofe: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. llure to comply
_ with the above constitutes grounds for reveocation 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.




