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No symproms willk be {137ed.
Coroner cannot certify to o death due to notural couses.

QY 37TA0daid nomeanciarure n ifem 4.

{iseases in Part | must be casually related.
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STANDARD CERTIFICATE OF DEATH
Registration District Ne. e ! ....2_....? ..... Primary Registration Distriet No. .. 707 00 87 Gr Rgglslrur s Noé‘fjé_

STATE FILE NUMBER

1. PLACE OF DEATH

2. USUAL RESIDENCE (Whers deceased lived. If institytion: Rasidencae belor
admissj
*MI¥Souri b Ol eene

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

PART I. DEATH WAS CAUSED BY:

IMMEDIATE CAUSE (a; e JG“\”/}‘-\-JC—&»“ o jana, ‘}H) X

a. COUNTY Greene
b. CITY (if ouvtside corparate limits, give TOWNSHIP only) | Inside Limits e. CITY Inside Limits
OR < . .
o8« Springfield YosX MNoT owe Springfield 9G¥l vesX Noo
. - v
<. PF'IgIS_IL-I'?AML“(E)SF (If NOT inhospital, givelocation)|Length of stay in 1b 4. STREET (M outside, 1;"’ %ca!icn) Reside on Farm
"INSTITUTION 6233 Cherr)& e }6 Yrs.« appress 1734 Summi YesO No¥
3. KAME OF Firat Middle Laxt 4. DATE Month Day Year
DECEASED oF
{Type or print) PETER W. SHANNON stk June 8 1957
L .
5. SEX =1 6. COLOR OR RACE 7. Margte XX never marrien B. DATE OF BIRTH |9. AGE (In yeara | IF UNDER | YEAR |IF UNDER 24 HRS,
h le thdoy) [Months | Daw Hours | Min.
Male White wooweo ] oworceo[] JULY 8 1876 58’_ ‘
. lOu usmu_ OCCUPATION (aiu kind of work done 100, KING OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (City and miafo or couniry) / 12, CITIZEN OF WHAT COUNTRY?
Kng:‘mménj lﬂrkin rf:. ecen if retired)
st Frisco
13. FATHER'S NAME
Unknown Unknown
15, WAS DECEASED EVER IN U, S, ARMED FORCES? 16, SOCIAL SECURITY NO.|17. INFORMANT Addreas
{Yea, no, or unknouny | (If yra, give war or dater of service)
No ) o 7 Mrs. Sadie Shannon Springfield, M
18, CAUSE OF DEATH [Enter only one catte per line far (8), (b), and (c).] INTERVAL BETWEEN
ONSET AND DEATH

Conditions, if any, DUE TO (4)

A‘c hr

= which gare rige fo X . . I
obove c¢auae (8), -
stating the under-

22-/?--_&-} -/'n)“f-a--sul. _ ‘G‘b‘-‘-.

R.R. Towa ‘ USA
§4. MOTHER'S MAIDEN NAME
l

Death occurred at D Pe.mWs

z lying cause lasl, DUE TO (c)
9 = PART li. OTHER SIGRIFICANT CONDITIONS CONTREBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIiVEN 1K PART I{1) = 118, rﬁlﬁ'o‘g;‘ggy
=
g /.5//< ,\nrlzsal:]‘n:c)[}""J
E 20a. ACCIDENT SUICIDE HOMICIDE | 20b. DESCRIBE HOW INJURY OCCURRED. (Enfer nature of injury in Part Ior Part 1 of item 18} ~ |
g 0 O O
| 20¢c. TIME OF Hour Aonih, Day, Year
S INJURY  a.m. - . -
E p.m. :
E | 20d. INJURY OCCURRED . 20¢. PLACE OF INJURY (¢, ¢., in or about home, 20/. CITY, TOWN. O& LOCATION COUNTY STATE
WHILE AT NOT WHILE O farm, factory, street, office bidg., ete.)
WORK AT WORK L
21" J attended the deceased !tori 13 '7 -~&2 - "- . to = h ’? and jast saw Eh"i!m’ alive on _é - T>7‘ ‘

m on the date atated above; and to the beat of my knowledge, from the causes stated.

24a. 8 (Degree or titie)
- r ‘ L ;;

22¢. DATE SIGKED

T ptes 2ale

H.H. Lohmeyer Springfield,

23a. BURIAL, CREMATION, 2%, DATE ) 23¢. NAME OF CEMETERY OR cnzm‘roav 23d. LocH TN (City, town, of touniy) (State)
B EMOVAL { Speeifyd. . .

BUP4T 6/107/57 ‘Maple Park Springfield; Mo.
8. FUNERAL DHRECTOR ADDRESS 25. DATE RECD. BY LOCAL REG, 26. REGISTRAR'S su'sNATURE

Mo . é""/f ".5-7 M:M{"‘_"ﬂﬂﬂﬂi

Licensed Embalmer’s Statement on Raverse Side
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€ P ek erta- s ~STATEMENT. BY'LICENSED EMBALMER
e e .Q_‘.,
= oerd ’ O . ot e o

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

e e e eteeamne e tteraneeaneeereaareeraneneanneeteannraeaeneaeenraeanseeaararannrees » Student Embalmer No.........

................................................

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HAND
w4 to,comply with the. above constitutes grounds for revocation of license).

"If embalmed by a STUDENT, he also shall sign in his OWN handwntmg
if this bodv is-not embalmed, fact should be.so stated above.




