fare

ice

oroner cannof cerfity fo a
- USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

fiseases in Part | must be casually relat

FILED FEB 18 1987

THE DIVISION OF HEALTH OF MISSOURI
STANDARD CERTIFICATE OF DEATH

4321

STATE FILE NUMBER

Rogistration District No. .._-.....AZQZ.X ------ Primary Registration District No, ...:%.2...0....9.....,.“ Ragistror's Na/hs.‘.lg.........

1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceosed lived. If institution: Rnidcn;- hulorl)
admission
o COUNTY Greene > STATE Missouri ™ “°“™ Christian
b. CITY (If outside corporote limits, give TOWNSHIP only) | laside Limirs <. CITY P ,'Za Inside Limits
OR . . OR
tomw  Springfield Yesjg NeD jomw Clever 2 YesX NoD
<. 58%#]{5:353F (f NOT i.nhnspilnl, give location)|Length of stay in 1b 4. STREET (1f outside, give location) Resida on Farm
insTiTuTion Baptist Hosp. 2 days abDRess No Street Address | ve.o w.X
3. MAME OF First Middle Last 4. DATE Month Day Yeor
DECLASED OF
i WILLIAM ARTHUR GEREN T Feb, 11, 1957
v o8 e 1T s 8 e wango ¥ S o T GET |5 I s 2 i St
Male White | wooweD ovorceo [l De cember 20, 15 l

"] 10a. USUAL OCCUPATION (Give kind of work done
during moat of working life, even if retired)

er

106. KIND OF BUSINESS OR INDUSTRY

1. BIRTHPLACE (Cirty and atato or country} 12. CITIZEN OF WHAT COUNTRYT?

z

No

§3. FATHER'S NAME

15. WAS DECEASED EVER IM U, S5, ARMED FORCES?
t¥ex, no, or unknown)

Geren

Billings, Missouri
MOTHER'S MAIDEN NAME

U. S. A.

14,

16. SOCIAL SECURITY NO.
{If wea, gise war ov dales of service)

None

17. INFORMANT Address

aboze

PART 1. DEATH WAS CAUSED BY:

Conditiona, if any,
which gare ris,
ve  couse

stating the under-
iving cause last.

18. CAUSE OF DEATH [Enier only one catise per line for (e}, (b)), and (¢}.}

S& ! N ! B A ;Eh ALL: M_}M_AJ
DUET&(&)_WL@J; N M ) J—L,uvw___

IMMEDIATE CAUSE (a)

io
a),

DUE TQ (¢)

Mrs, Mary Geren, Clever,

INTERVAL BETWEEN
ONSET AND DEATH ,

? Mf ! '!-:7

sarfansnna

z

=] PART 1l. QTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATR BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN [N PART I(a) 5. :‘2:‘5; lgLCE’E-';Y

= o]

§ 3 D) 2X ves (] no

E 20a. ACCIDENT Suicioe HOMICIDE | 204. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Part Ior Part 1l of item 18.) P

& a g O

= | 20c. TIME OF  Hour  Month, Day, Year

S INJURY a1

a pP.om.

W

X | 20d. INJURY QCCURRED 20¢. PLACE OF INJURY (e. ¢, in or ahoul home, |20/ CITY, TOWN. OR LOCATION COUNTY STATE
WHILE AT D NOT WHILE Jfarm, factory, street, office ddg., efc.)
WORK AT WORK

i

21. I attended the deceased from
Death occurrad at

2B Xy INT o

R ?-t [\ !\_r! and last saw ._l.l—'hiLl-\;v——

her alive on

4.:50 n

him

m on the date atated above; and to the best of my knowledge, [rom the causes stated.

2a. SIGHATYRE .

{Degree or title)

o

22¢, DATE SIGN§D

JL 3y 59

Z2b. ADDRESS . . " N

Meo . VW.D- (Q=¢ S\ o
23a. BURIAL, an'nn!oN. 23b. DATE 23¢, NAME OF CEMETERY OR CREMATORY J [ 23d. LocATION (City, town. or county} {Sta‘e}
REMOVAL (Sperify) R . . T X . :
Buria 2/14/1957 | Union Ridge-Cemetery | Stone County, Missouri

ADDRESS

Clever, Mo.

25. DATE RECD. BY LOCAL REG.

o2 — SHoS"T

26. REGISTRAR'S SIGNATURE

24. FUNERAL DIRECTOR: R
z /

{Licensed Embalmer’s Statement on Roverse Side)




SRANE R ' C ot R

. ) STATEMENT BY LICENSED EMBALMER

.

I hereby certify that the body whose name is recorded on the reverse side of this certificate was e
byme, orby ... .1l ... e e ierieasseans iesaceaan . Student Embalmer No,......

working under my personal supervision..

Student.....covivuimemererirraacicanermrraarraranas i 17 M/ %%

Signature of Student Embslmer 0 & TTTTO A TTomTTITUTTRmTTmmmmammmEmmmammmmmsnmestmessee

Licensed 'Embalrner No..f.a

T P. o..'Address'.-..%ét‘f

S - .- . St - -
Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING.
to comply with the above constitutes grounds for revocation of license}.
A If embalmed by a STUDENT, he also shall sign in his OWN handwriting.
{ -. p »1f this body is not embalmed, fact should be -so st,znt%u:lL ?.Ibpve. $o (LN

i Foee .

N RN

v -




