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THE DIVISION OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH
FILED N OV 1 8 1%_59?5"&:?'109 District No. _-_l_l} _______________ Primary Regls'rmlon District NWZO____

4UUCS

STATE FILE NUMBER

I, SO, ch_istrar’t_l‘f&m..l,o..g_b _____

1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceassd lived. If institution: Residenc bstore
5.300 A o. COUNTY Greene o STATEMigsourl * C°““"Greene“""“/’°
- 1-57 b. cmf (If outsida corporate limits, give TOWNSHIP anly) | Inside Limits . CITY Inside Limits
oRe Springfield Yes X No [} rom Springfield o3¢ { Yes[3No [J
c. FULL NAME OF (If NOT in hospital, give location) | Length of stay in 1b d. STREET {If outside, give location} | OReside on Farm
A " Baptiet Hospital 50 Yrs. ACDRESS 827 3. Patton Yos (1 Mo
3. mo:f gir?:;:sassn First Middle — Last 4. DATE Month  Day Yoar
MARY WAITE oeallov. . 10, 1957
Tomate /| © wosro | Funenees ol ¥ PEOTERT oot e i e e s
poweo[ ] pivorcen[ ]| 24 ADI"- 1901 é [

100. USUAL OCCUPATION (Give kind of work done

ﬁrin{lﬂaﬂenf -ir%hh, aven If ratlred)

10b. KIND ©F BUSINESS OR

INDUSTRY

11. BIRTHPLACE (City und state or :uuﬂtry)

/

12. CITIZEN OF WHAT COUNTRY?

Condltions, If any, DUE TO (b)
which gave rizs 10
above causs (a),
stating the undar-
lying cause lost. DUE TO (c)

18. CAUSE OF DEATH (Enter only one cousgager line for {c), (b ond
PART |. DEATH WAS CAUSED BY:

IMMEDHATE CALSE (a)

Home nenenq __UsA
13a. FATHERS NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF H:U.SBAND. OR WIFE
Igaac McKnight Mary BRusgpell Edwin Waite
15. WAS DECEASED EYER IN L. 5, ARMED FORCES? 16, SOCIAL SECURITY NO.| 17. INFORMANT Address
(Ye or unknqum}l (H yos, give or dates of service)
N& Ra 'Jnknm___ﬁnapiim_necn rds

INTERVAL BETWEEN

g‘lSET AND DEATH

PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but nét ululod to the terminal diseass condition given in PART ) (o}

331X

19. WAS AUTOPSY

PERFORME
Yes[] N

ACCIDENT " SUICIDE: HOMICIDE

MEDICAL CERTIFICATION

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

I 20a. 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART F or PART Il of itam 18.)
| O o O
2c. TIME OF .Hour Month, Day, Year .
INJURY  am.
i p.m.
_20d. INJURY OCCURRED - 20s. PLACE OF INJURY (e.g., inor abouthome,| 20f. CITY, TOWN, OR LOCATION COUNTY ~ STATE
WHILE ATD NOT WHILE D farm, foctory, street, offlce bldg., etc.) . T v ’ )
WORK AT WORK . . N
11.."’ 0—'—"5? and last 'luwlc::_ulwc on [l_' lD- b T

21,
Death occurred

| ottended the deceased from

ST -

ot .I‘I-']s p M

m on the dule stated above; and 1o the best of my knowledge, from the causes stated.

MATURE

Doctor, corener, etc. must use only standord nemenclature in item 18. No symptoms will be listed.

All dissoses in Part | myst be causally ralared.

|\ TN

(Degrae or tit

S r At WAL

Ie) &%ah. ADDRESS

Springfield, Mo.

22c. DATE SIGNED

|~ lZvS‘T

OVAL (Specify)

TAL; CREMATION,

23b. DATE

=t 4=5 7

UNERAL DIRECTOR

2 ADDRESS

- Bpgfd

f!»raenla.\m

23c. NAME OF CEMBETERY, OR CREMATORY

.Mo.,

25. DATE RECD. 8Y LOCAL REG.

[ —/S-57

/Z

{Liconswd Embalmer"s Stotement on Reverss 5lde)

. 23d. LOCATION (City, town, or county)

e
GISTRAR'SEIGNATURE -

{State)
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STATEMENT BY LICENSED EMBALMER
I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed
by me, or by ...ciciiiiiiriiniiins s J U PSPPI .» Student Embalmer No.-....

working under my personal supervision.

SEUAEAL woveeeeeeersrreeress ereeeseeesseeias! eineaeeennrane

P

to comply w:th the above constitutes grounds for revocatum of hcense) /
If embalmed.by a.STUDENT, he also shall sign in-his, OWN. handwntmg - BT ed o
If this’ body is not emhalmed fact should be so stated above. ‘ -
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