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%%TANDARD CERTIFICATE OF DEATH
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¥
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1. PLACE OF DEATH:

{a) County
(t} City or town

{c) Name of hospital or Institution:

Greene
opringiield

(If outside city or town limits, write "HUJHAL" and nonie of townehip)

St. Johns Hospital /)

{d} Length of stay:

In this community
years, months or days)}

(If bot Ln hoapital or institution, write street number or location)
In hospital or institution

(Ypecify whelber

i

2. USUAL RESIDENCE OF DECEASED:
e
Missouri () County cj /
Springfield 2

([f vutside clty or eown limit, write "RURAL")
o
(Yes or No)

Greene

{a} State

(¢} City or town

(d)y Street No

{1 rurn), give location)

{#) Citizen of foreign country?

If yes, name country.

Full NAME. NAOMI_PEARL FOSTER
3. (¥ If veteran, 3. {¢) Soctal Security
name war. N/) e, o /)/oﬂ!é’..- ..........

MEDICAL CERTIFICATION

20. DATE OF DEATI: Month June

vear..... 1946 hour 7

I hereby certify that I auende;i_/he deceased from

8
minute ﬁp- M.

day.

21.

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

24 {Dlcgistrar signs tare)

/ 5. Color ar 6. (a) Single, widowed, married, b=7 Wb e - 1%,
4. Sex Female 7 race Whitue I divomed.f:’.g.iﬂg..l:ﬁ._{’.j that ! last saw h.@X.. alive on é - 9 é
6. (b} Name of husband of Wife....eer. 6. (c) Age of husbang or wife if || 9nd that death occurred on the date and hour stated abave. Duration
IUO e alive_...... 8.l S.....years || [mmediate cause of death Yo
7. Birth date of deceased Janurary 12, 1934 Poos. e ?4
(Month) {Day) {Year) "
8. AGE: Years Months Daya If less than one day Due to_ i Terldet & #3 é “’h -
6
H V/ 12 4 2 hr. min
. Due to
0. Birthplsce Waynesville, Missouri i
{City, Wwwa. or county) (State ur forelgn conutry)
10. Usual oceupation......udent ?:ﬁ:dcgfm within 3 montha of death)
11. Indusiry or business S i N PHYSICIAN
Qr nndin —
g 12. Name Fred Foster 23 Of operations T l)
’ : W) ‘ Y <~ Underlize
2\ 13. Birchplace Bloodland, Missouri ' the cause to
{ tow cou! {State or foraign country) { bould b
£ { 14. Maiden name T'&. ‘Zﬁ ‘t"éddy . Of autopsy. ::h:r: be
= Dixon, Missouril tistlcally.
g | 15- Birthplace. 22. If death was due to external causes, fill in the following:
= . {Ciuy, town, or count (StaLe or fureign covatry)
16. (s) Informant Mrs. Fred ioster (mother {a) Accident, suicide, or homicide (specify)
(5) Address 1032 Se Fort S D())Q s (b) Date of occurrence.
17. (0} Burial ® Date therent é-— / [ -—-4,é (c) Where did injury occur? v T T
(Buriat, cremetfon, or removal) . “-;"“"“‘] ay) (Year) (&) Did injury occur In or about home, on fa.rm in industrial plaoe. in publlc place?
(¢) - Place: burial or cremation..._._|_ 1 S (o o = B
18. (a) Signature of funeral dxrectoALMA LOHMEIER F UNE}ULL HOI E While ot w (s_?_fr_’ l(’;l)” ‘i\f{m}o I UTF e cemecemeemee
) g:m 534 St. Louis St. %.. Q.o 2 s D o/
t - . D, erothaiw..........
19. @ o=/~ _é — B LY rs £ / . 5él W7 ¥ Az e cgncdb~ 10~ I
{Date received local trar} 4 te ggned® | [0

?Addr

/ ¢ / {Licensed Embulmer’s Sﬁtamenl on Reversa Side)

W/




STATEMENT BY LICENSED EMBALMER -

working under my personal supervision.

Signed.._M o« -l
Licensed Embalmer o?{/;/ﬁ
P. O. Address.., m

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in hls OWN HANDWRITING.
the above constitutes grounda for revocation of license.)

1f this body is not embalmed, fact should be so stated above.

ailare to comply with




