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THE DIYISION OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH

"wmwwdﬂﬁzﬁwwwm

STATE FILE NUMBER

]. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: -Residence befdre
o COWNTY  Greene e STAMi ssouri b. COUNTY McDoné.dI‘d.’“’y}a/
b. CITY (If outside corperate limits, give TOWNSHIP only) Inside Limits c. CITY Inside Limits
Tom Springfield Yosg] No [1 R, Noel Yes(% No[]
c. FULL NAME OF (If NOT in hospitol, give location) | Length of stay in 1b d. STREET {If outside, give location) L side on Farm
HOSALOR Mercy Hosp. 16 Months ADDRESS AR ARSI
3. NAME OF DECEASED First Middle Last 4. DATE Month Doy Year
(Type or print) OF -
WILLIAM WHITFORD oo Nov. 7 1957
5. SEX (] 6 COLOROR RACE| 7. 8. DATE OF BIRTH JF UNDER 1 YEAR| IF UNDER 24 HRS.
Male L White :l‘;é:%“‘z“';:;“;::zg April 20 187§ A EQ‘,';?.:;:;; Waonths | Days | Hours I im.
10a. USUAL OCCUPATION {Give kind of work done | 10b. KIND OF BUSINESS OR 11. BIRTHFLACE {City and state or country) 7 12, CITIZEN OF WHAT COUNTRY?
Rueri!ntn{slt?ué.arkinu life, #van if reticed) EE)%SBRé r I]’nknow n USA
130. FATHER'S NAME 13k, MOTHER®S MAIDEN NAME 1d. NAME OF H_U’SBANQ OR WIFE
Unknown Unknown Unknown
15. WAS DECEASED EYER IN U. 5. ARMED FORCES? 16, SOCIAL SECURITY HO.| 17. INFORMANT Address

Springfield, Mo.

(Yes, rm’a unlmqwn)l(lf yes, give war or datas of service)

341-01-848L4

AHospital Records

18. CAUSE OF DEATH (Enter only one cause per line for (a), {b), and {c}.}

INTERVAL BETWEEN

D.w.t s gitle) % ﬁ /)5

= Agiﬁ -~

PART |. DEATH WAS CAUSED BY h . ONSET AND DEATH
IMMEDIATE CAUSE (a) _qu ‘klu s y Oy M et a1 ]
Conditions, if any, \ DUE TO (b)--"~ T
which guva rise 1o _}
above causa (o),
stating the under-
z Iying couse last. DUE TO {(¢)
E PART I, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not reloted to the terminal disscss condition given In PART | (a) -9 gggpggggsx*
S _ 4200 YES[] NO
| 20a. ACCIDENT SUICIDE HOMICIOE | 20b. DESCRIBE HOW INJURY OCCURRED. {Enter nature of injury in PART | or PART H of item 18.)
w
v O 0 i ;
é 20c. TIME OF _Hour Month, Day, Yeor -
3 INJURY  am.
= p.m. -
204. INJURY. OCCURRED. 20e. PLACE OF INJURY {e.g., inor abouthome,| 20f. CITY, TOW'N. OR I__OCATIUN _COUNTY .+ STATE
WHILE ATD NOT WHILE D farm, focmry, street, office bldg., e1c.) . 5 :
WORK AT WORK
21. | antended the deceased from ;. @4,}‘ J é , to Il / 7 /r7 and last scw: alive on ”/ /-r7
Death occurred ot ! p.wm. m"n tlw xru sm‘d ubove, ond to the best of my lmowlodgu. from the causes stated.
-{~22a: -SIGNATYRY - 22c. DATE SIGKED

s,

23

a. QURIAL, CR TION,
B ecify)

23b. DATE

11/ 9/57

23c. NG OF CEMETERY OR CREMATORY

St. Mary's Cem.

ATION [{City, town, of coynty)

{Stoie)

prlngfie 14, . Mo.

24. FUNERAL DIRECTOR

H.H. Lohmeyer_

Springfield, Mo .

ADDRESS

A= r2-57

25 DATE RECD.'BY LOCAL REG.

26. REGISTRAR'S SIGNATURE .
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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 i TSRO NPT Ntetiassasieeneeresscanreanatreiebarererans «» Student Embalmer No. .......ocevvennens

working under my personal supervision.

SEUAENE +evereeeeereerereereereseereeeesrensenns e Signed WL{/WC
' Z72

g .. ' - . Licensed Embalmer No 70,0, 05

to comply w:th the above constitutes grounds for revocatxon of l:cense)

- If embalmed- by a STUDENT, he also sall s:gn in his OWN- handwntmg " i
If this body is not embalmed, fact should be so stated above.
I T SN e T,

7 [ - - .- . - - . T




