MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH

DEPARTMENT OF PUBLIC HEALTH AND WI 2 0 : Y4
DO NOT WRITE AMENDED Reglstrallon District No ji_ _Primary Registration Dintrict NU-@O_a._-_Rugisfrar’a No. ___L oSl [ |-
ON THIS STUB

1. PLACE OF DEATH 2. USUAL RESIDENCE (Where .decessad lived. If institution: Rasidence befors

2. COUNTY . STATE . ., NTY o i
Greene 2 b. COU Lawrence admission)
. Inside Limits

b. CITY (If outside corparate limits, give TOWNSHIP only) Lengih of stay in 1b
OR

or
TOWN Springfield & wke Mt. Vernon Y"W Ne O
€. FULL NAME OF (Lf NOT in howpital, give location) Insida Limits d. STREEY {}t cutride, give focation)
HOSPLTAL OR ADDRESS

WSTTONON st John's Hospital Y8 reO 707 So. Main 0 N )

3. NAME OF DECEASED First Middle Last 4. DATE Month
(Typa or print) -

VS 300
Rev. 4/59

1n357
20550

Reside on Farm

TDATE AMENDED

Day Yeor

Florence Hocker Tolliver. DEATH august 11 1943

5. SEX 6. COLOR OR RACE 7. Married [J  Never Married [J [8. DATE GF BIRTH | 9 AGE (lsst birthday) [IF UNDER 1 YEAR | IF UNDER 24 HR

i ) i Month Hours Min.
Pemale White Widowed Phered O | 45/15/18681 81 NS |
10a. USUAL OCCUPATION (Give kind of work dene | 10b. KIND OF BUSINESS OR INDUSTRY( 11. BIRTHPLACE (City and state or counmy) | 12,7 CITIZEN OF WHAT COUNTRY
during mnl of wor |r| life, evan if r m:d)
ired hougewi Mt. Vernon, Mo.
13a. FATHER S NAME 13b, MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE y

Charles Hocker Theresa Rell Henry Tolliver, a’e
15. WAS DECEASED EVER IN U.5, ARMED FORCES? T—eacial ""'““"‘—“7 17. INFORMANT Address

‘83, no, or unknown @3, glve war or dates of sery .
(Y - }l‘"' ¢ oere Mrs. Andve Hocker, Picher, Oila

18. CAUSE OF DEATH (Enter anly one causa par line tgg (a), (b), and jo. INTERVAL BETWEEN
PART |. DEATH WAS CAUSED BY: ONSET AND DEATH
IMMEDIATE CAUSE () —
above cauvsa  (a),

DUE TO (b?zl.éj;?:v(— P /9/ 7 4 " /é -7]@:

lying cause laat, DUE TO i)
PART 11 OTH‘} SIGNIFICANT ONDITIONS CONTRIBUTING TO DEATH but nor rllﬂed 1o the terminsl PART 11l. ¥ deceased was fomale way
’je‘l

:ondm . rh_ere a pregnancy in last 90 days
M—Q . I 0O Yes I 1 No I O Unknown

19, WAS AUTCPSY mf)tcll_l‘JENT SUIEDE HDMDICIDE 20b. DESCRIBE HOW INJURY OCCURRED, (Enter nature of injury in PART | or PART 11 of item 18.)

DOCUMENT

Conditlons, If any,
which geve rise to

PERFORMED

YES [ NO

20c. TIME OF Hour Month, Day, Year
INJURY a.m.
p.m.

20d. INJURY OCCURRED 0e. PLACE GF INJURY [e.g., in or about home, | 20f. CITY, TOWN, OR LOCATION COUNTY
WHILE AT WORK [° * farm, factory, sireet, office bidg., erc.) ©

i &2 I . ;
[TEE . 111175 T — //M /63

21. | attendad the d e from 4 4 J
Death ocoufred at - 5 :00 P m on /he ‘nla stated above, and to tha best of my knowledge, from the cauvses stated.
/]

TURE u %?év /t;o;gm or ille} .)?'l W 4 j%/ — y{'(‘ ? /ATE GNED

L, CREMATION, | 23b. DATE ] 23c. NAME OF CEMETERY OR CREMATORY t . 22d. I.OCA'I'ION (City, rown ar county) / (Sflﬁ)

VAL e | g /13765  0dd, Fellows Cemetery: | ME. Veinon, Mo. [ .

Y RE 26. REGISTRAR'S SIGNATURE
74, FUMERAL DIRECTOR ADDRESS 25. DAIE RECD. BY LOCAL REG. J 5! :

Max L. Fossett Mt. Vernon, Mo, -‘ F—14- 63

{Licensed Embalmer's Siatamant on Reverss Sids)

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
INSTEAD OF

MEDICAL CEETIHCA:IIDN

NOT WHILE AT WORK I:]

USE BLACK INK

TYPEWRITER RIBBON

SHOULD READ

8Y AFFIDAVIT OF

ITEM NQ.




STATEMENT. BY LICENSED EMBALMER

| hereby certify that the body whose name is recorded on the reverse side of this certificote was embslmed by me,

or by - Student Em_l;ulmer No.

working vnder my persohul supervision.
ey ZisZon ot ZH2
- Student Signed_y - L =

Signature of Student Embalmer
. . - . ’ Licensed Embalmer No ; '2/ S

P. O. Address )7”1/1""’“‘)’"\—, }%‘

MNote: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply
with the abave canstitutes grounds for revocation. of license). . - .

1f embalmed by a STUDENT, he also shafl sign in his OWN handwnlmg

If thns body is not embalmed fact should be 50 sfated above

.._‘ - .- . . -!'f




