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THE DIVISION OF HEALTH OF MISSOURI

 LED DEC 18 1950

STANDARD CERTIFICATE OF DEATH
REG. DIST. NO. ‘2 3 PRIMARY REG. DIST. mci&__’ Ooﬂegi:lrdr'lNﬂ.g-’QQQ-.—..

40409

State File No...

BIRTH NO.
1. PLACE OF DEATH 2 USUAL RESIDENCE (Where deceased lved. If institution: rmidencs before
a. COUNTY &. STATE 3 b. COUNTY adimision).
Greene Missouril Greene y
b. CATY {If outaide corpyrate limits, writa RURAL end give . I?ENGTH OF €. CITY (it oumslde corporate limits, writs RURAL snd give township) 0 4 '.a.lu
townahip) {ln this placs) .
TOWN Springfield i ﬁ vears TOWN Springfield

d. FULL NAME OF {If aot in hospitsl ar institution, cive street address or location)

(1! rurat, give location)

a8 heart fullure, asthenta,

*This does not mean | ANVECEDENT CAUSES

%‘&«%M

HOSPITAL D
INSTITUTION st. John's Hospital A DRESS 506 W. Web <) ter qtr‘"e t
3. NAME OF a. (Firsty b. (Middle) c. (Last) 4. DATE (Month)  (Dey)
DECEASED - rama ¥) (Year)
(Tymeor rint)  MARGARET C. THOMAN okm  Dec. 10,1950
5. SEX l 6, COLOR OR RACE | 7. mﬁ}%ﬁ;ﬁg glE‘ygchélSRRIED 8. DATE OF BIRTH | EX AGE&&KX“ ;!r m::.u 1Dr'n| ¥ UMDER I WRS.
3 {Bpwcify) ' t on sys | Hours | Min.
Female! | White yfDOWEL. DIV 25 Dec. 1862 | |
10a. USUAL OCCUPATION (Givekindof work | 10b, KIND OF BUSINESS OR IN- | 15. BIRTHPLACE (Btats or foreign ountry) ‘5—' 12, CITIZEN OF WHAT
done during most of working 1ife, sven 1f retired) DUSTRY . _ OUNTRY?
rnione : none Interlochen, Switgzerlandd D.h.
13a. FATHER'S NAME 13b. MOTHER"S MAIDEN NAME 14. MAME OF HUSBAND OR WIFE
Unknovin unknown . | None
15, WAS DECEASED EVER IN U.5. ARMED FORCES? | 16. SOCIAL SECURITY | 17, INFORMANT'S SIGNATURE OR NAME ADDRESS
(Y. no, orunknown) | (If yew, xive ware ot dates of wervice) - - 2 -
110 | . 1o} none Mrs. H.B.Morrigon,Springfield,Mo.
18. CAUSE OF DEATH MEDICAL CERTIFICATION INTERVAL BETWEEN
. Enter only onecauseper | 1. DISEASE OR CONDITION Cﬂﬂﬁo - M Q - NSET AND DEATH
lime for (8), {b), and (e) | DIRECTLY LEADING TO DEATH® (4 lgm,

the mode of dying, such | Morbld conditions, if any, giving DUE TO (B)
rire to the above cause (o) stating -
de. It memns the diy. | the underlying couse last,

eaae, infury, or complica- DUE TO {c) -

ag\' ¢

tion which caused death.

43DAxs

11, OTHER SIGNIFICANT CONDITIONS
Cunditions contributing to the death bul niot
related to the disease or condition eausing death.

182, DATE OF OPERA- | 19b. MAJOR FINDINGS OF OFPERATION 20, AUTOPSY?
TION
: ves [ wo [
21b. PLACEOF INJURY te.g.. lnorabeut [ 21c. (CITY, TOWN, OR TOWNSHIP) (COUNTY) (STATE)

21a. ACCIDERT
UIC| D!
HOMICIDE

bome, Earm. f .atreat. office blds..et0)

W,

21d. TéME (Month) (Day) (Yea) (Houn | 2le. INJURY oocumz%
| WHILEAT NOT WHILE
INJURY M a-c‘_lﬁ 9O = | "wonk AT WORK

21f. HOW DID INJU

2. [ hereby certify that I attended the deceased from
alive onllec._10 1950 and that death occurred

M%} 852 to _M 1850, that I last saw the deceased

"m., frompbe causes and on the date stated above.

Za. SIGHATU (/ (Degree or tltlc)

. Vs

L4

V.

23b. ADDRESS

Vo | f0s. .} thyo

WRITE PLAINLY—USING UNFADING BLACHK INE—MAEKE A PERMANENT RECORD

24a. BURIAL, CREMA- | 24b. DATE QA“E OF EMETERY OR CREMATORY . LOCAT I' (Clty, town, or county) {State)
TION, REMOVAL (Spelty) | .
urial 73112Decl RO st La}v/n Cemetery |Mrinefield, i ssouri
DATE REC'D BY LOCAL | REGISTRAR'S SIGNATURE 75 FUMERAL DIBECTOR'S S1GNAJURE.. ADDRE
R ST 40, b o P ﬂ..._,/.,d%
f2 /R Sn

(Lic{nsed Embalmer’s Shtc"neut 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, 0f by cecne

_________ N Student Embalmer No.

working under my personal supervision.

Student suseisecrncsneensanns Cresurarraanas Slgned_.,n.@l A.. Z
Student Embaloer 3681

Licensed Embalmer No
Soringfield,Missourt.

P. 0. Address

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply with
the above constitutes grounds for revocation of license.)

If this body is not embalmed, fact should be o0 stated above.




