THE DIVISION OF HEALTH OF MISSOURI
300 ALED SEP 5 1350  grANDARD CERTIFICATE OF DEATH sre rie o 26633

:iﬁ Lointy No._ L FL o F T SD_ e, vist. m.g&rmumv REG. DIST. neg'm R,,,,gm”mfl » L] B

1. PLACE OF DEATH 2, USUAL RESIDENCE (Wbere deceassd lived. If lostitotion: rerklence before
a. COUNTY a. STATE . b, COUNT diniselon),
Greene Missouri Y Greene

O b. CITY (It cutaide corpurats limita, write RURAL and give c. LENGTH OF €. CITY (If cutaids corporate limits, write RURAL sod tive w.n.u,;
. . townahip)| STAY (in thia place) OR
TOWN  gnringfield

1z days TOWN  Springfield

d. FULL NAME QOF (If not ia hospital or institution, xive sireot nddress or location) d. STREET (If rural, glve ocation}
HOSPITAL OR ADDRESS

INSTITUTION Burge Hospital 2527 North Main
3. NAME OF a. (First) b, (Middle) e (Lash) 4DATE  (Month) (Dsy) (Yesr)

DECEASED
mm ot Print) Cheryl Amm - Stratton DEATH " August 20 1950
IF UNDER | v:u

/ ' 6. COLOR OR RACE | 7. #FD%R\‘E'EB gEVggCESRRIED B, DATE OF BIRTH 9. l.nAzE;E {In years
. {Specify’ blrthday) |Months] Days
Female White Never ried /) August-18, 1950.: ’

lﬂn USUAL OCCUPATION (Givekiod of work | 10b. KIND OF BUSINESS OR IN- | 11. BIRTHPLACE (State or £ } . A
mmofwntkln;li!a.o"n‘:ln;r:;) O . _ DUSTRY | . or foreles soutter, 0 2 cllJTl]z'ERN ‘?FWHAT

“Tnfan ) Springfield, Missouri . oS4,
[lsa. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE

Raymond D. Stratton Bvel I
15. WAS DECEASED EVER IN U.S, ARMED FORCES? | 16, SOCIAL SECURITY | 17. INFORMARNT 5 5TGNATURE OR NAME ADDRESS
{Yeg. B0, or unkoown} | {If yes, kive war or dates of gervice) NO, . R

o _ . None : Raymond D.. Stratton, Springfield, Mo.
19. CAUSE OF DEATH éDICAL CERTIFICATION . IgTERVAL gg.znﬁm

1. DISEASE OR CONDITION H
- Enter anly anscausmper { 1) pp el | s BING TO DEATH® (g j en J&l Q ig[ ee ia..s /8 %
This dors not mean | ANTECEDENT CAUSES .

the mode of dyfing, such | Morbid conditions, if any, giving DUE TO (b}
ar bear! failure, asthenia, . rise fo the abore causs () stoling -, . _— . B s R —_— . .
de. It megns the dia- the underlying cause last.

¥ UDER U wRs,
Homl Min.

line for {8), (b), and {¢)

ease, fnjury, or complica- DUE TO ()
tion which coused death, | 11. OTHER SIGNIFICANT CONDITIONS :
Conditions contributing to the death but not Vg A
related to the disease or condition causing death, j %
19a. DATE OF OPERA- | 19b. MAJOR FINDINGS OF OPERATION R " : - f 7| 20, AUTOPSY?
TION .
. -k - YES EI NGO @,
21a. ACCIDENT (8pecity) 21b. PLACEOF INJURY (e.c..Inor abous | 2lc. (CITY, TOWN, OR TOWNSHIP) (coum) (STATE)
SUICIDE homse, farm, fagtory.atreet, offce bidg., eta.) /
HOMICIDE o) Snvtuiﬁle/ ryleépne (o 4%
21d. TIME (Month) (Day) (Fear) (Houn | 2le. INJURY OCCURRED | 21¢fHow pisMsury och -
ey ' - WHILEAT ™7 NOT WHILE -
: m. WORK AT WORK Arn (' I3 h. v

eI

alive on 1 , and that death oecurred at ., from the causes and on the date slated above.

E "< 0 Degreo or title) 23b ADDRESS 23c. DATE SIGNED
6;444‘/4 %, . C'A;nn..‘, ,ég( - . | F=2R2-5o

Ty WA | 24b. OATE Z4o. NAME OF CEMErERv on CREMATORY (A LOCATION (Gity, tows, of county) (Stato)
7S ﬁﬁﬂ&ﬁ.‘”"“’” August 22,1950 - Greenlawn' Cemetery - Sprlngf ield,. Missouri

22, I hereby certify ghal I attended the dececased from _2_:£8_. 19P5_Q lo _LZL 19_5_¢f_h', I last saw the deceased

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

REC'D BY LOCAL | REGISTRAR'S SIGNATURE /// 25. FUMERAL DIRELTOR'S S|GNATURE nboress 13, 7-40
— | e Z N, Py,
<D i o [ & s D 4 (L s vl ot Vo B A “‘_--'1444_4.,_4 A 0.

(Licknsed Embalmet’s Ststement on Reverse Side) ¥



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 ot by . .. ...

[ e Student Emdalmer No.

Si@edm‘jé _________ ol I

SIgned.eccnneccnnsasccsnncnsssrasnssenncannnne . Licensed Embalmer No...é./ j é GP
LY

Student €mbelmer

working under my personal supervision.

<

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

If this body is not embalmed, fact should be o stated above.




