5D

NT RECORD

4

WRITE PLAINLY—USE UNFADING BLACK INK—MAKE A PERMANI

DEPARTMENT OF COMMERCE

LD ROV 801887

Recistration District No..z..g.....

STATE BOARD OF HEALTH OF MISSOQURI

STANDARD CERTIFICATE OF DEATH
Primary Registration Disttict No... ‘2 m

S e 3’7'712

1. PLACE OF DEATIL

(s} County
(b} City or town__..__,

17 outside city or town limits, writs “IRURAL" and aame of Lownship}

(c) Name of hospital or institution:

819 West Fershing .Street

(d) Length of stay:

(It not In hospital or institution, write strest number or locatlon) - _--(—“—

In hospital or institution
(dpecily whather

1.

(a)
(€}

{4

(2}

USUAL RESLDENCE GF BECEASED:

State Missouri @ County Greéne .3 7
Clty or town Springfield VA

{1 outalds city or towp limits, writs “RURAL") é
Street Mo 519 West Pershing-Street

{1{ rural, give loontion)

No

Citlzen of foreign country?. (Yes or No}

27 years
hi
I",:m'. .cn(:.l::;’:’;ﬂ?-p) . If yes, name country j)
3. () PRINT IJO'VA ELLA EDDINGTON MEDICAL CERTIFICATION
FULL NAME : 20. DATE OF DEATH: Momn OCtober 4., 19,
3. () 1 veteran, None 3. (o) MNO:;Mty year 1947 Bour L cicote. 30 Ae m
at No.
ol - 21. I hereby certify that I attended the deceazed !rom.M."{.Z.—m..#z
5. Colar or 6. (a) Single, widowed, married, ‘ 19 yzd 199472
o sex Female race White :z dlvorccd..mdﬂmw that T last saw haer.. alive on w /23 —my 1980
6. (5) Name of huﬂmnd OF Wif#erseerrmmermsemrsiesnnes 6. (23 "Agge of husband or wife if || 8nd that death occurred on pfif date and hour stated above. Duration
Wad Eddington allve _E?_‘EEE?_.?am Immediate cause of death, SCMY bW Mtiasy LALLMy [
7. Birth date of deceased.. J“ll__.m!u.w“ 187Q §
{Month) (Day) {Year)
o F " v
8. AGE: Yenro Months Days If leas than one day Bue to -R__, AL i, 1]'?——- C(-?I 7 '7
77 3 15 hr. min h
T Due to
9. Birtholace Unknown Rentucky
.- (City, town, or covaty) - . (fitate or forelin eouatry)  ||.77TTTTTTTD ) o - o
10, Usual occabati Housewife . Other conditions... FEANA
. - on . - - (I!n.cludu proguancy within 3 months of death)
11. Industry or business, Home - Makeing : oo f = i \r): PHYSICIAN
ajor ndings: ——
§ 12. NaDea.nmirisoresn? J_a.in..e.ﬁ MQL.@«BQ 7 f operations.... = { \"'}t " Underline
= 13. Birthpt l Unhlown ; : . Q;l«known U}_'—' LI "," - VI\' - R [the cause to
5 e Pilimomn) O e || Of sutapay... ST \ hich deth
£ { 14. Malden name 2" Tilknown) . V\ — ‘ fiith it
Tunkn . . srically.
g 13- Birthplace (Cisy. lowuor::nnt,) (Ei?:f'?w“u,) 22. If death was due to external causes, fill in the following: ) =
16. (a) Informant Mrs. P. H. Davgherty (daughtelr}) Accident, sulcide, or homicide (301‘:'-‘ e
® Address 819 West Pershing. Strests || ® Dateof ooumenot. ooy — v
17. (a) Burial, . (3} Dute thereof. . .l. .- 95457 {e) Where did injury occur? (City or town)} (County) (Giate)
(Burlal, crematlon, or remaval) {Month) "(Dly) (Yeer) (d) Did injury occur in or about home, on farm, in Industrial place, in public place?
{6} Place: burial or cremation_GL.e€N Lawn Cemetery
18. (¢) Slgnature of f ; b.U]E)[QF E_LU'IEI' al. Home While at work? (N (Specily typeatotacs) ey L)
" &y Adwess ' Springfieid, Missouri |f - e R nk Sy w
23, - Signatiye_, {(M.D. m%,(g
19. a _3.2_% Y XN %M
@ (é-rt:tind Tocal regist! & (Regtatene's amntorey /' ) ’ Address ___ = M - %ﬂm.mm (K

F {Licensed Eﬂabulm.‘ ‘s Statoment on lljuu Slde]’

Date signed/ %7




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

, Registered Apprentice No

working under my personal supervision.

STATEMENT BY LICENSED EMBALMER
|

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HAN
the nbove constitutes grounds for revocation of license.)

*
If this body is not embalmed, fact should be so stated above,

L) ]



