. No. 2 Ule . W1l1l8
-4-13-40 DEPARTMENT OF gOMMERCE MISSOURI STATE BOARD OF HEALTH 3 8 7 5 2
- BUREA
il wor tox s STANDARD CERTIFICATE OF DEATH  suue s o
? Reglstration District No.__;’ﬂﬁ___- Primary Registration District No..ot 80/ ___ Registrar's No.___ié_.é_.m.
3 a l;a;’l.c:fnliy()l? DEATH; G‘reeneE 2, USUAL RESIDENCE OF DECEASED;
é g () City or town spr 1n8f181d {s) State Missouri () County. Greene:
{If outsida city or town limits, write “RURAL’™ and name of township}
= {c) Name of hospital or inatit Ci Spri ngfi e ld
: ufTi'.O N CIEI @ ty or town, (If outxide city or town Hmits, write “HURAL'")
{{f not in bospltal or institution, write streat nomber or location) DN 2 .
{d) Length of stay: In hospital or institution (d) Street No 1140 N, Clay - -
4 Years {Specify whether o (If rural, give Jocation)
In this community. 5 r e
5 yenrs, months or dayw) &7 || (e} If foreign born, how long in U, 8. A.}. years.
. MEDICAL CERTIFICATION
£ *@Femr. William C. Calland “
Dec. 2.
=] 20, DATE OF DEATH: Month day,
2|l (6 10 veteran, oy g9 o 3 (@ Sode Scurtty year._ 194 hour___©& minute oM.
name war.
-l ha 21. Ih certify that I attended the deceased from
EI §. Color or 6. (¢) Slogle, widowed, marred,[| Lo l%é— tos ‘@ 4T 19050,
M 4. Sﬂmg'_l_._e.._..___.. ray.hi t.g. - deOrCEd_M.a'..I:r.Le_d.:.. that i t saw h Ll alive on && X &£ 19____;
E (b) Name of husband orwife. . 6. {c) Age of husband or wife if || and that death occurred on the date and hour stated above. Duration
M JOS ephin@ Galland aﬂw___q___z_____'”am Immediate cause of death =2 .y raro
g 7. Birth date of deceased D€CEMDEY 27 1844 H. W gﬂéﬁé—éaﬁ&%}—mw
{Month} {Dny) (Year)
-] - -,
v || 8 AcE: Years Months | Days If less than one day Due m_.._M,_/
4 - .
5 Y 95 11’ 5:' hr. min. [ -'
D -~ PP,
N o Biraoiee Summerfield Ohio / |I7™ -
- A | B A o :
=) : - (Cﬁy. l-.ot'wi or ooudn.l.y) (State or forelgn country) o .
& |l 10. Usual occupation re |l '(l;mfwmmﬂm%#; s 2o7cp e = S E—
% 11. Industry or businesa vollege- Professor MWX PHYSICIAN
;I.‘ a 12. Name William Callalﬂld, : - ",7 }-u%ofr ﬁ'ﬁi‘ﬁm_m____ —— e Underti
] i
2 || 213, sirnplace.._ Unknown Scotland “v“,ﬁfﬂ‘é’;:‘fe,
-] . .
2 || 4. tan e OHETGTY Gaieir oo | o ey arce phosld be
- s{ §5. Birthplace Unknown Unknown Y : ' tstically.
E 5 ' {City. town, or county, (State or foreign country) 22. If death was due to external causes, fill in *he fnllowing:
E || 16. (@) Iaformant Mrs. Jo Sephine Calland () Accident, sulcide, or homicide (specify)
B » Add.re% Springfield MO - (0} Date of occurrenee
. Dece - &4 19448 (9 where did injury occar?
17. (@) (b) Daté thereol (City or town) (County) {State)
(Buzial, cremation, or "Ma le Pa r'k(m (Dxz) (You:) || () Did injury gocur in or about home, on farm, in industrisl place, In publlc place?
(¢) Place: burial or e fon p . 0 C
18. (o) Signature of fuperal director H.H. Lohmeyer / - at whik?, _ (S"df’(‘:)"ﬁ':-';:'t’,f injury
o Adiress... oPTingfield, Mo, : _
19. (a) /:2-“‘—' 6@ (1)) (M. D. or other, g/
{Date received local regigtrar) Date signed / %
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STATEMENT BY LICENSED EMBALMER

+

1 hereby certify that the body whose name is rec(;rdéd on the reverse side of this oertiﬁmté was embalmed by me, or by-__i....: ..................

SRS . » Registered Apprentice No....
working under my personal supervision. : t ’ ) ’
N , Signed i
s . . « Licensed Embalmer No......
P. 0. Address

Notel The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Fm]nre to comply witl
the above constitutes grounds for revocation of license.)

. / i
If this body is not embalmed, fact should be so stated above. _ >\




