Docter, corener, atc. must use only stondord nomenclature in item 18. Mo, symproms will be listed.

All diseases in Part | must be causall

y related.
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THE DIYISION OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH

FILED NOV 1 8 Aagutruhun District No

o AR9ER

R Regls'mr s No. No. ___._\\ O_O _______

1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution:-Residance before
a. COUNTY Greene o SMifssouri b CONTTexag “dmision)
b. CEI'RY {If outside corporate limits, give TOWNSHIP only) Inside Limits c. chY - Inside Limits
N [4
town Springfield Yes [y Na (] TOWN Cabool 107 Yexad No[]
<. Flo.lLé. NAM%OF (1f NOT in hospital, give location) | Length of stay in 1b d. STREET (If outside, givn’locnrion) =5 Reside on Farm
HOSPITAL OR ADDRESS -
| hanution Mercy Hosp. 15 Days - Yes ] No [
3. NAME OF DECEASED First Middle Last 4. DATE -, Manth Day Year
(Typo or print} - LAURA E NEFF o N 12 1
A MAa DEATH OV, 2 95 7
5 SEX / 6. COLOR OR RACE| 7. 8. DATE OF BIRTH 9. AGE {In years JF UNDER | YEAR| IF UNDER 24 HRS.
MARRIED[ ] NEVER MARRIED ] . {ln years -
irthda Month, Da: Hour, Min.
Female White vigher®  oworcen(]|July 20 1886 o irneen) [Homthe | Bove ] Baers ] din

10e USUAL QCCUPATION (Give kind of work done

durinﬂodvﬁliéavklnu life, svan if retirad)

10b. KIND OF BUSINESS OR
" INDUSTRY
L

Greene Cou

1t. BIRTHPLACE (City and xtarte or couniry)

Uz onz

nty, Mo.

EN OF WHAT COUNTRY?

USA

13a. FATHER'S NAME
Bateman Stevens

13b. MOTHER'S MAIDEN NAME
Armanda Carter

14, NAME OF HUSBAND OR WIF

E

i5. WAS DECEASED EVER IN . S, ARMED FORCES?
(Yes, nonumkmwn)' (if yos, give wor ar dates of service},

17. INFORMANT
Neal Neff

16, SOCIAL SECURITY NO.

No

Address

Cabool,

Mo.

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

DEATH WAS CAUSED BY:
IMMEDIATE CAUSE (a)

PART 1.

Qm&z@&é-ﬁ

18. CAUSE OF DEATH {Enter only one couse per ling for {a), {b), and {c).}

INTERVAL BETWEEN
ONSET AND DEATH

v

e Fie —

M‘—A—J—u—._.

Death occurred ot

2‘U5 P.m.

Conditions, if any, DUE TO (b} - ;-A""—U“'Ll—vf-ﬂk .
which gave rise ta } i [
above cause (a),
stating the wnder-
g lying causs lost. DUE TO (<)
K PART H. OTHER SIGNIFICANT CONDITIONS CONTRISUTING TO DEATH but'not related 1o the terminal disease condifion givan'in PART | {a) 19. gAgFAggﬁggY
E 2
g . 331 X ves[] o 2~
5| 20a. ACCIDENT 'SUICIDE HOMICIDE | 20b. DESCRIBE HOW INJURY OCCURRED. {Enter nature of injury in'PART For PART l of item 18.) ~ ’
w
c O O d
;’ 2¢. TIME OF .Houwr Month, Day, Year
rQ INJURY o.m.
Ed p.m.
20d. INJURY OCCURRED 20s. PLACE OF INJURY (e.g., in or about home,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE ATD NOT WHILE D farm, factory, street, office bldg., etc.) .
WORK AT WORK
21, | artended the deceased from . fo | ond last m.t alivean __ e ot ¢ §d77

m on the dula stated above; and to the best of my knowledge, from the couses stated.

2o. Y| et . (Degrea o m {r22b, RESS- 22¢. DATE SIGNED
, M H~13-4"7
> suRiay cREMATION, | Z3b. DATE | 3e. HAME OF csuzrenv oR cnsﬁ'rom /z!u LOCATION (City, town, or county) (State) v
RERSVEL™ | 11/15/57 . / Greenwood Cem. é. Bolivar, Mo.
2 A

24. FUNERAL DIRECTOR ADDRESS

Elliott-Gentry Funeral

agggf- Ma.

25. DATE RECD. BY LOCAL REG.

L=/ ¥—57

26. REGISTRAR'S SIGNATURE

{Licensad Embolmer’s Statement on Reverss Side)

&EM
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. STATEMENT BY LICENSED EMBALMER

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

by me, or by ....ciiiiriiiii s reetheeeresteneeavreneseretseeanerarensrisiatisiiitriaannans .» Student Embatmer No.-......cccrvveunnnnn

working under my' personal supervision.

Signature of Student Embalmer

- Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANOWRITING. (Failure
to comply with the above constitutes grounds for revocation of license}. '

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

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