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

“
A

-y

’l

[

THE DIVISION OF HEALTH OF MISSOURI
STANDARD CERTIFICATE OF DEATH

REG. DIST. NO. __Z&anmv REG. DIST. NO. &2 Registrar's No.._..ﬁ.’Zé..é ...... -

ALEDMAR 15 1954

State File No

DR MAHER 4 51-?8

BIRTH NO.
1. PLACE OF DEATH 2. USUAL RESIDENCE (Whbere decessed lived. If instituticn: residence before
a. COUNTY a. STATE b. COUNTY adiniaion},
GREENE MISSOURI GREENE
b. CITY (I outzide corpurate limita, write RURAL and give ¢c. LENGTH OF c. CITY d. Is Resldence within Limits of
townahip)| STAY (in this placed|f OR n city o7, incorporated town?
TOWN TOWN S PRINGFIELD Vi g R O
d. FULL NAME OF (If not in bospits! or institution, glve sirect addresa or location) STREET (I rural, give location) f
HOSPITAL ADDRESS _ 6 3¢
INSTITOTION BIRGE _HQSPITAL 2556 SOUTH KINGS 24
3. NAME OF a. (First b. (Middle) o. (Last)
DECEASED (rirst) 4. DATE (Month)  (Dsy)  (Year)
( Tupe or Print) WILDA CLAIR SNOW oeATH  MARCH, 8, 1954
5. SEX 6, COLOR QR RACE | 7. MARRIED, NEVER MARRIED, 8. DATE QF BIRTH 9. AGE (In years| IF UNDER ) YEAR | t* UNDER 1 wxs.
. " WIDOWED, DIVORCED (amux/ laat birthday) Month-' Days no.ml Min.
10a. USUAL OCCUPATION (Gwekindof work | 10b. KIND OF BUSINESS OR IN- | f1. BIRTHPLACE . . 12. CITIZEN
donodurinzmu:q.l_‘workluula.o:'annﬂ;t;::‘l) mTAUmm (City and State or Foreign Country) c’ COUNTRY?OFWHAT
___WAITRESS MISSQURI o Do 4
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND'OR ¥IFE
. QCK ]
I5. WAS DECEASED EVER IN U.5. ARMED FORCES? | 16. SOCIAL SECURITY | 7. INFORMANT'S SIGNATURE OR NAME ADDRESS

{Yer, no, of unkbown)

(I ¥ ve war or dates of serviee)
NO o) UNKNOWN ROBERT F, ALLCORN 930 W, WALNUT
18. CAUSE OF DEATH MEDICAL CERTIFICATION INTERVAL BETWEEN
| Enter only cnecousoper | I. DISEASE OR CONDITION - . _055'?‘5? ND D;F-*TH
line for (a), (b}, and (&) DIRECTLY LEADING TO DEATH @) g .
*This does not mean ANTECEDENT CAUSES . { N -

the mode of dying, such | Aortid conditions, if any, giving DUE TO (b) Sad
as hgqr[fcuu,:c, asthenia, |. rise to the abope cause (a) etoding v i
ete. It means the dis- | Uhe underlying cause last.

cose, injury, or complicg- DUE TO (c}

fion whick caused death. | 11. OTHER SIGNIFICANT COMDITIONS

Conditions contributing to the death but not
related to the disease or condition cansing death. ey f,/
JSn, DATE OF OPERA. | 150. MAJOR FINDINGS OF OPERATION W M A irinivee” 20. AUTOPSYT
ahy, "
. }m pruLiesals pfploromat -~ ALtnisc’ ves [0 [J

21a. ACCIDENT T (Bpedity) v« | 21b. PLACEOF INJURY (e.2..10 or about 2lc. (CITY, TOWN, OR TOWNSHIP) (COUNTY) (STATE)

+ SUICIDE - - “ Yy =7 | boma, farm, fastory, strest, office bldg..et0.) .

HOMICIDE
| 2td. TIME (Montk} (Day) (Year) (Hour) 21e, INJURY OCCURRED | 2)f. HOW DID INJURY OCCUR?
aQF - . WHILEAT ] NOT WHILE
~~ INJURY WORK AT WORK

22, I-hercby cerlifi that I aitended the deceased from
alive on M d and thal death occurred ab

wﬁf to IRanod 1987 that I last saw the deceased

., Jrom the causes and on the dale slaled above.

- WM Fool

-

23b. ADDRESS | 23, PATE SIGNED

Zﬂla BURIAL, CREMA- | 24b, DATE

TN RYRTET™ | 34 104 54

DATE REC'D BY LOCAL | REGISTRAR'S SIGNATURE -

L

hE=Z5 £

Zde. I\A‘flE OF CEMETERY OR CRE&ATORY 24d. LOCATIOg (City, town, of county)

BALLONAY CEMETERYY

(Slaw)

GALLOWAY, MISSOURT

25 FUNERAL DIRECTOR'S S| GNATURE ADDRESS

HERMAN LOHMEYER  SPRINGFIELD, MO

(Licmn:i Embalmet's Et.ntemcm on_ Heverse Side}




|

S'fATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was emba

working under my personal supervision..

Signeture of Stodent Embalmer

= -
SHUAEDE e enenenzemnenrnrosermecmzzozenanseenannn ngnedC‘Wo,/ AL
é//;

Licensed Embalmer No. 7 4§ -~ -

P. O. Addresu‘:%?—/é{’%%

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

If embalmed by a STUDENT, he also shall sign in his OWN handwriting.

T4 this body is not embalmed, fact should be so stated above. ,



