THE DIVISION OF HEALTH OF MISSOURI

Mo, 300 . . .
e FILED AUG 13 1956 STANDARD CERTIFICATE OF DEATH state Fie o b WD
BIRTH NO. _ REG. DIST. n. £% 7 priuary ves. orst. wo. 20 3 Zxovistrar's No A
1. PLACE OF DEATH . 2 USUAL RESIDENCE (Wherr ¢ d lived, If L reeklance befors
. COUNTY . adicission!
/ . Howell *~STATE Missouri . COUNTY Howell iewion.
b. CITY (It outeida eorpurnts limits, write RURAL and ive c. LENGTH OF || ¢. CITY . d In Residence withtn Umits o -
OR tawnship)| STAY (in thia place) OR » gty
wvillow Springs, Mo, | owi{illow Springs, | . ‘WHTERYT
d. FH%SLP?ITAARI‘_EO%F (If not in boepital or institution. give strest addrees or Joeation) A?SE?ETSS (if rural. gve location) ) %0
INSTITUTION
*pEceasep | F - b (adia . (Lam) ‘ VOATE  (dmt) e  (Yew
(Typeor Pint)  John : Carroill oA July 27, 1956
5. SEX cr 6, COLOR OR RACE | 7. MI.})%RIED. réllzvsgc rgsnnﬂ, 7 | 8. DATE OF BIRTH ) AGE&&'Q."?" o oo | YER | o (WoER o RES,
) B t ¥, on Hourm | Mis.
Male White arrie March 20,1898 '53 e o i |
10a. USUAL OCCUPATION (GiveXindofwork | 10b. KIND OF BUSINESS OR IN- | 1. BIRTHPLACE . 7~ s} 12. CITIZEN OF WHAT
do et i DUSTRY (City and Stats or Foreigs Coancry) / RYT
Eiegn fatnter Signs " |Hutchison, Kan '
138, FATHER'S NAME : 13b. MOTHER" 5 MAIDEN NAME 14, NAME OF HUSBAND‘OR WIFE
Charies W. Carroll {Barriet Fisk ]| Roxle Carroll
:;5{ WAS DECEASE? EY;ER mﬂy-s ARMED TE&.B7 16. SOCIAL szcunﬁlar 17 INFORMANT' § S|GNATURE OR NAME ADDRESS
a9, A0, 0 unknown, Y, WaTr or tas .
no none. Mrs. Roxie Carroll, Willow Springs ,
nilt 2 41'18..CAUSE-OF ' DEATH: ~ L, wan e o tMEBICAL CERTIFICATION. « 1 -0 wpoaqsve sy ey . 1-]. INTERVAL BETWEEN
| Enter only cnscenss per DISEASE OR counrrlou * ONSET AND DEATH
line for (a), (b), end (c) DIRECTLY Lﬂnms‘mnu‘r‘g-@_ re u 71 c'rg i _g_

ANTECEDENT CAUSES o i .
*This doez not mean - .
the mode of dying, such | Mortdd conditions, if any, giving DUE TO (D)J(’ 2ot caras 273- :
s heart fallure, astheniz, rise to the above couse (o) slating, e T B

de. It mions the dls- | 4he underiying conac last. Dué To'"(c) G’)}ﬁ" M/}Q :

case, infury, or complica-
tion which caused death, | 1). OTHER SIGNIFICANT CONDITIONS

_rdnedtohe eyt o condons evieing deah /ff/,é/a /8 fe X /rerne J

WRITE P_LAE'TLY—USIN'G UNFADING BLACK INK-:;-MAKE A PERMANENT RECORD

192. DATE OF OPERA. | 190, MAJOR FINDINGS OF CPERATION : o .20, AUTOPSY? -
) ) - 5 9 Ll X ves ] wo E]
2la. ACCIDENT (Bpedly) 21b. PLACE OF INJURY (s.g.. lnerabout | 21c. (CITY, TOWN, OR TOWNSHIP) (COUNTY) (STATE)
SUICIDE bowe, larm, factory, strest, office bldy..etc.) .
HOMICIDE - . : B . . . e e .. P
2id. TIME (Moots) | (Day) (Fear) (Hour) 218, INJURY OCCURRED | 21f. HOW DID INJURY OCCUR? :
! oF C o 3 ‘ WHILEAT [} NOT WHILE,
INJURY = | “work AT WORX
21 hereby certify that T aucnded the deceased from , 19 , lo , 19 , that I last saw the deceased
alive on i and that death occurred af ... m., from the causes cmd on the date siated above.
- |f 23a. SIGNATURV @A ’/, M(Dmm ot tiue)c{;aan ADDRESS CLel . | 2. pATE sIGNED
Dr. j‘}ﬂa“ﬂ Springs, Mo, ST B
% Nag E M; OAVLALCREMA 24b. DA s | 24e. NAME OF CEMETERY OR CRERATORY | 24d. LOCATION (Olty, town, or county) (Etate)
. (Speelty) .
Burial 7/31/56 City Cemetery . Willow Springs, Mo.

DATE REC'D BY LOCAL | REGISTRAR'S SIGNATURE 25. FUNERAL DIRECTOR B 31 GNATURE ADDRE $3
£/ /,/r-‘R‘EG' 7;.) \g A t;.il 2l e s Q Bursh, Willow Springs, Mo.
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icensed Em]uln}n:lfslutmm:t on Reverse Side)




T T T —————— e ———

STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name ig recorded on the reverse side of this certificate was emba
EERNAAL A e
by me, OF DY ..o i triiiiin e s aaes pFee et inineeeaeareace s , Student Embalmer No............

working under my personal supervision.. :’

g b o ¢ 8 = 3 PN

Licensed Embalmer No. 4614 ..

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.

1% this body is not embalmed, fact should be so stated above.




