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WRITE PLAINLY-—USING UNFADING BLACK INE—MAKE A PERMANENT RECORD

' BIRTH MO,

THE DIVISION OF HEALTH OF MISSOURI

FILED MAY 1 1950

STANDARD CERTIFICATE OF DEATH
REG. DIST. NO, ££i g PRIMARY REG. DIST. mi{o—i Rl‘ﬂ'lﬂﬂtr:N.—.jj&z

Stete File Noigsgio;m—.

I. PLACE OF DEATH 2. USUAL RESIDENCE (Whee d d lived. Y ioat raskd bedore
a. COUNTY a. STATE b, COUNTY wd:olmion).
Greene Oklahoma Wagoner
b. CITY (I outeids corpurate limits, write RURAL and ive ¢. LENGTH OF c. CITY (If vateide corporate limits, write RURAL and give townehip)
OR . townahip)| STAY (in this place) QR ?
TOWN Springfield 1yxBnobday TOWN r 2490
FULL NAME OF | . fon, give s ad . \ ’
d. e AME Of (1f oot in hospital or | n. give strect "ASJEEE% (If rusal, give loeation) g
INSTITUTION (4 1 Box 295 N
3 NAME OF . sy b. (Middle) = o (Law) TOoAE Matw  ©ay  (vean
{ Type or Print} Edwin r. BOBBITT DEATH April R2, 1950
5. SEX 6. COLOR OR RACE | 7. MARRIED, NEVER MARRIED, 8. DATE OF BIRTH 9. AGE (In years| tr UMOER 1| YixR | ¥ DeoER M mEs,
: 0 t WIDOWED, DIVORCED f8pecity) ’ last birthday} uuml Daxe mmnl Min.
Male White rr _March 28, 1914 36
|0:;mUSUAL OCCUPATml;!GMHn:dwmk 10b. KIND OF BUSINESS OR IN‘; 11. BIRTHPLACE (Biate or foreign country) / 12. CITIZEN OF WHAT
of wor! e, wven if retired) . UNTRY?
Truc iver Unknown Texaha, Oklahoma
13a. FATHER'S NAME 13b. MOTHER"S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
Unknown ' Unkn, Giadys Bobbiti
15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY | 17. INFORMANT'S SIGNATURE OR NAME ADDRESS
(Yes, Do, or anknown) | (If yew, sive war or dates of sorvice} NO. R R }
Yes Wi Two Unknown VA Hospital records, Springfield, Mo,

-1—.

18. CAUSE OF DEATH ) MEDICAL CERTIFICATION INTERVAL BETWEEN
. Enter only cnecauseper | | DISEASE OR CONDITION _ ONSET AND DEATH
line for (), {b), and (c) DIRECTLY LEADING TO DEATH (a) r d}
— ANTECEDENT CAUSES ACthB, Bllateral.
*This doer not mecn : A

the mode of dying, such | Morbid conditions, if any, piving sooemQther Finds ngaa

o# heart falture, asthenia, | rue to the aboee caute (o) stating . Tyberculous Meningitis.

ee. It means the dir-

ease, Infury, or compli DUE TO (c)

tion which caused deazh. | 11, OTHER SIGNIFICANT CONDITIONS

Cenditions contributing to the death but not
related to the disease or condition ceusing deatd. h @ax
19a. DATE OF QPERA- | 19b, MAJOR FINDINGS OF OPERATION | 2. AuTOPSY?
TION
s YES E NO D
21a. ACCIDENT (Bpacily) 21b. PLACEOF INJURY (ex..in ocrabount | 2lc. (CITY. TOWN, OR TOWNSHIP) (COUNTY) (STATE)
SUICIDE home, farm, tsatory, stireet, offios bldy., eve.)
HOMICIDE
21d. TIME (Montk) (Day) (Year) (Houn) 2le. INJURY OCCURRED | 21f. HOW DID INJURY OCCUR?
- OF ; A WHILEAT[—] NOT WHILE
INJURY = | woRK AT WORK

2. I hereby certify P /ﬂxuended the deceased from Aug 18

1948 1o April 2% | 15 SO NREKIeSK Ik aosemosk

nd tha! death occurred 0131 20As m. ., from the causes and on the date stated above,

Chief » O {Degree or title)

b‘i L L. EISELE, M.D. Professional Servig

Z3b. ADDRESS 23¢. DATE SIGNED
e VAHOspit.al Springfield, Mo, 4}4-,7,,?.-—

Z,lla. B 1 OA\!'-A'LCREMA; 24b. DATE
S~ 2y

DATE REC'D BY LOCAL

#- 2 - 5H°

R%S SIG?Z;\:RE 7
——
e

24c. NAME OF CEMETERY OR CREMATORY

; UNERAL DIREC

ﬁnou {City, town, or mcy!

OR"S

\




: - STATEMENT BY LICENSED EMBALMER

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

Studepnt Embalaer Wo.

working under my personal supervision.

----------------------

the above constitutes grounds for revocation of license.)
H this body is not embalmed, fact should be so stated above.




