5. No. 2
{——09-4-41
v, 5-17-39

1 Xz29484

WRITE PLAINLY—USE UNFAPING BLACK INK—MAKE A PERMANENT RECORD

/
DEPARTMENT OF COMMERCE
BURBAU, or me CENSUS

1LEG, a0R 28 (GAARE

stration District ...‘.%ﬁl'... .....

MISSOURI STATE BOARD OF HEALTH

STANDARD CERTIFICATE OF DEATH
Primary Registratton District No.£30s &-29—1)

v Ryl Gt

StoterFile No...

Registrar's No. _2.‘ 7 Qj

1. PLACE OF DEATIi:

ST,
{a) County Gm n
) City or town Springfield

(If outside city or town limits, write “RURAL" snd name of township)

{¢) Name of hospitg} or institution:
7 712 N. Grant
(If not in bospital or institution, write street aum.
(4} Length of stay: In hospital or institution

15 months

or Jocation)
onea

{Specify whether

In this community.
yoors, months or days)

Marcella Mae Woods

3. () Social Security
Na...._None........

3. (a) PRINT
FULL NAME

3. (& If veteran,
name war.... NONE

2, USUAL RESIDENCE OF, DECEASED: 7
(@) state Missouri ") Comty.. OTeene .‘2.
(¢) City or town Springfield N 6
{1t vutaide city or towo limits, write "IRURAL")
{d) Street No. 712 N. Grant
(If rurad, give locatian)
(e} Citizen of foreign country? {Yes or Na)
if yes, name cotntry, A
MEDICAL CERTIFICATION

20. DATE OF DEATH: Mouth . 8PTEL 4y 6th

Year. 1943 hoUr...comroecmanee Bzéilnule. W __A..q..M.

from..

21. I hereby certify that I attended the d
F S)Color or 5 2 Single, “?;}ed. married, M _% ’(’_( wﬁL
emale te A L,V vy 198
4, Sex race i dIvorced_...*.__.g.g.‘.t‘. .......... that Ilast saw h._ veon L ‘ - 1 ! ; A
6. (b) Name of husband or wif€.oe.ccccecrcreee & (¢) Age of huphand of wile if || and that b occured on the date ‘nd hour sta . )
Inf ant allve =0 T ¥ . years || Imm
7. Birth date of deceaudDQCGQber_?)éa-_ ‘- %-9)!&1 A AL o
{Month} {Day) ( aar, . i e ”
8. AGE: Years Months | Daya If less than one day Due m%—f _ -
v l 3 10 h;'. min
. 2 Due to.
5. Birtbolacs Sprinefield, Missoﬁ?;i R
{City, towp, or county) State or forelgn country
10. Usual occupation & Other ennditions. - 5 I/
. (includs pregnancy within 3 months of death) ’j \9
1. Industry or business I - - ; PHYSICIAN
% (2. Name.......bee_Woods el || e & —
a8 oo ; Underline
3 . Ash Grove . Migsouri the cause ta
Ff, 13. Birthplace. @ 2 e e
ity town or ) con T hould be
& [ 14. Maiden name By¥YYe Cartdi ,)) Of autopsy.... should be
E . nhlom C&lifornil tistically.
= 15. Birthplace (City, towa, or county) (State or foreign country) 22. If death was due to external causes, fill in the following:
16, (a) Informant . __Mr“, Leea. JQI].&.S (a} Accldent, suicide, or homicide (specify)}
) Addressnn—Springfield, Missouri .|| @ Date of cccurrence
1. (@ Burial (5 Date thereof.. April AL, 19 {3 Where did injury occur? T s 5o
(Baris), cremation, or removal) G C Mauth) (Day) (Yeur {4} Did injury eccur in ot about home, on farm, in mdustnal place, in publSc place?
() Place: burial or cremation_.0F 20 Lawm Cemetery
18. (o} Signature of funeral director. Alma Lohmeyer Funeral ] ..:_’\:.-_
. ,,H pringfi eld, Mgsouri [
() A "/ (M.D. W,
19. {a) 4 3—"""’" T T .. Date slgn .z >

(Dau redeived focal registrar) enistrir's -:mtm}

Addm...f ...... oY A

7’6%

(Licemsod Emabalmer's Statement on RNVelE §; f&f e < CF’“;(\/




~

STATEMENT BY LICENSED EMBALMER

1 hereby certify that the body whose name is recorded on the reverse side of this certificate was embaltmed by me, or by

...... .+ Registered Apprentice No

~the above constitutes grounds for revocation of license.)

working under my personal supervision. %
e . Slgned iz

Licensed Embalmer No.......... /747 ....... Y

- P.O. Address....c7 0
Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDW

-

If this Body is not embalmed, fact should be so stated above. ><

ilure to comply wit}



