. Health, THE DIVISION OF HEALTH OF MISSOURI 35433

& Welfare LED N OV 4 1 STANDARD CERT]HCA“ OF DEATH o STATE FILE NUMBER

. Public %

h Service FI egistration District No. ,,.H..,H,..__/_gz g,.m_anury Reglsfranon Districy Ne.. ﬂm _____ Raguiror s No. ___,/_p.fé, .....

. ) 1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If insﬁtufion:'Res‘i’dgncg l:)eforn

: - b. COUN odmi ssion
$.300 O . COUNTY Greene o STATE Mn. ONTG reene “*4°

- 1-57 b. C:]TRY {If outside corporate limits, give TOWNSHIP enly) inside Limits c. chY Inside Limits

N
7o Springfield Yas [feNo L] Tow Springfield o|pYes D] Mo ld
c. Egls_é_l-PAE\EogF {lf NOT in hospital, give location) | Length of stay in 1b d. STREET . {If outside, give lochtich) Z-_Reside on Form
A . ADDRES5S:
nsTiuTIoN St John'g - 110 vra. RESRoute # 4, Yes [ No[J)
3. NAME OF DECEASED First Middle Last 4. DATE Menth Day Year
{Type or print} . ap
HOMER HADLEY FRY oeats Oct. 30, 1957
5. SEX &| 6. COLOR OR RACE| 7. MAR?‘ED NEVER MARRIED] | 8. DATE OF BIRTH 9. AGE (In yeors IF UNDER i YEAR] IF UNDER 24 HRS.
Male Whit e l?u birthday) | Menths ] Days Hours l Min. .
< WIDOWED oivercec{J{ Mareh 1,1890 6
-z 100. USUAL QCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR 1. BIRTHPLACE (City ond state or country) 0 12. CITIZEN OF WHAT COUNTRY?

' = dlc'ramnsl of wanné life, sven if retired) clNDUSTRY Mi i U

5 rpenter arpenter ggourl _ « 5. A

= 130. FATHER'S NAME 13b. MOTHER"S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE

3 b

. Davld Fry Elizabeth Dutton Clare
s W

i E. 2 [ 15+ WAS DECEASED EVER IN U. 5. ARMED FORCEST 16, SOCIAL SECURITY NO.{ 17. INFORMANT Address

=N (Yo nk 3| {15 yor. giva w dates of ice)

. f g Ty ErY nqvm| ye1, giva war or dates of servical Mrs. 01ara Fry Springfield.MQ.

} = o 18. CAUSE OF DEATH (Enter only one cause per line for (u), (b}, and {c).) INTERVAL BETWEEN
& w PART I. DEATH WAS CAUSED BY: d// ONSET DEATH
T w IMMEDIATE CAUSE (a) ALy 17 LA ,é;/j/ . patoha
: § leowte ™V 0 toey %77‘

E3
f w Conditions, if any, . DUE TO- (b)- -0 LA ﬂ A A IE .
4 > which gave rise to v T
£ [l obove cause (a),
- 4 stating the under-
£ g z lying couss laat. DUE TO (c)

s D)= PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not raloted to the termina! dizsose condltion given in PART | (o) 19. WAS AUTOPSY
cP &« L
£3 < 5 PERFORMED?
3% S - g5 X vES[] NO [
[ - 5z¢ k| 20a. ACCIDENT SUICIDE HOMICIDE ° | 20b. DESCRIBE HOW INJURY GCCURRED. (Enter noture of injury in PART | or PART Ll of item 1B.)
ce = = w
N M (] O . ..

6 & ZN5| 20c. TIMEOF .Hour Month, Day, Yeor
#5 aofa INJURY  am. - :
= § S ‘X p.m. .
2E 3 20d. INJURY OCCURRED ., | 20s. PLACE OF INJURY (v.g., inar abouthome,| 20f. CITY, TOWN, OR LOCATION T COUNTY . STATE
g ,-; w WHILE ATD NOT WHILE D farm, factory, street, office bldg., etc.} .. )
i3 g |work AT WORK - -
‘g E Z'E i"attended the deceased from —y . tooct . 30 . 19 5? and last g,wm alive on
g a . . Death ogcurred ot Y Ae. m on the date stoted above; ond to the bast of my knowledge, from the couses stated.
v .
§§ cE m VD ' (Degree or title) ¢ 225 Al 55 22c. DATE SIGNED
= A
&3 A AAAL 2] NPA

e BURIAL, CRéMATION nh DATE 2{:- .N;M.E OF CEMETERY OR CREMATOR A

S a5t |"Hup (
24. FUNERE DllRECTOR ADDRESS .« [ 25 DATE RECD. BY LOCAL REG.

Ralph Thieme Springfield Mo. )=/ =57
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STATEMENT BY LICENSED EMBALMER

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

by Me, OF BY .ottt e er s re e e an e avvererrrrarinviressraanne .» Student Embalmer No. ...................

COE A e

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRIT]NG (Faxlure
to comply with the above constitutes grounds for revocation of license).
[f embatmed-by-a.-STUDENT, he also shall sign in his OWN handwriting,.
If this-body is ‘not embalmed, fact should be so stated above,
Aot s O LA I T I U P

) - . - . .




