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R —
ww, Dr. H. Silsby THE DIVISION OF HEALTH OF MISSOURI 58 OUSOGS ]
Welfare F“_E[] FEB 1 7 1958 STAN DARD CER."FICAT! OF DEATH STATE FILE NUMBER
ublic
arvice Registration District No. __ Primary Registration District No., MM Registrar's No.____ Z_%g—-
1. PLACE QF DEATH 2. USUAL RESIDENCE {Where deceased lived. If institution: Resci’de_ncg b)efore -
. COUNTY a. ATE . b. COUNTY admi ssion,
300 ° Greene MiSsouri Greene
[1-57 ‘ b CITY {If outsids corporate limirs, give TOWNSHIP anly) | Inside Limits e ClTy Inside Limits
Town Springfield Yos [3f Ne [] TOWN Springfield o4 4@\ Yes[§ No[]
c. FULL NAME OF {If NOT in hospital, give location) | Length of stay in 1b d. STREET (If outside, give location) T Reside on Form
HOSPITALOR 808 S. Delawarf B89 Yrs. ADDRESS 808 S. Delaware Yos (] No K]
3. NAME OF DECEASED First Middle Last 4. DATE Month Day Yeor
{Type or print} OF
MARY ELLEN AUSTIN oeatH Feb. 10 1958
5. SEX j' 6. COLOR OR RACE| 7. MARRIED [ INEVER MARRIED ] 8. DATE OF BIRTH Q. AGE‘ '“i,.':::,; ;:‘:J’E)‘EQSLEAR l::::t'DER 2;;:“
Female White wighwex[X] ovorceo[ §Oov. 11 1868 8 [
10a. USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR ~ 11. BIRTHPLAGE {City ond state or country) D |12 CITIZEN OF WHAT COUNTRY?
during mstﬁaoilﬂrg life, even if raticed) INDUSTRY spr ingfie 1d . MO . USA
13a. FATHER'S NAME 13b. MOTHER®’S MAIDEN NAME 14. NAME OF H_UéBAND OR WIFE

James Hayes

Ellen Karney

Y

rank Austin (Dec.)

15

(Y.N'& or unl:nqwn)l (If yos, give wor or dates of servics)

WAS DECEASED EVER IN U. 5. ARMED FORCES?

16. SOCIAL SECURITY RO.

No

17. INFORMANT

Mrs.

Dee Calhoun

Address
Springfield, Mo.

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

PART I. DEATH WAS CAUSED BY:

IMMEDIATE CAUSE {a)

Conditions, if any,
which gava rize 1o
above cause ({a),
stating the wnder
Iying cause last.

DUE 10 {c}

INTERVAL BETWEEN

ONSEE AND DEATH |

PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related 10 the terminal diseass condition given in PART | {a)

19. WAS AUTOPSY
PERFORMED?.2

MEDICAL CERTIFICATION

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

<ctor, coroner, etc. must use only stondard nomenc
All diseases in Part | must be causally related.

gaa] YEs[] NO
20a. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in PART 1 or PART Il of item 18B.)
O O O
20c. TIME OF Hour Month, Day, Yeor
INJURY a.m.
p.m.
20d. .INJURY OCCURRED 20e. PLACE OF INJURY (e.g., inor abeuthome,| 20f. CIT OWN, OR LOCATIO;J C Y STATE
WHILE ATD NOT WHILE 0O farm, factory, street, office bidg., etc.} f ! : :
WORK AT WORK /
21..| attended the deceased from 2- f/c and | sdaw uhva on itﬁgr % /,:5 g
Death occurred at ’ PeWe. date stated above; to the best of my knowledge, from th uses sfoled.
220. SIGNATURE 22, DATE SIGNEB

{De

e 0( title)

é/ﬂ)m ZD;ESS?

.H. Lohmeyer Springfield, Mo,

Q~/3-3

23c. BURIAL, CREMATICN, | 228° DAT 23¢. N,\y{ceusvenv OR CREMATORY .23d. LOCATION (Clpf town, or couaty) (State)
REMOV AL (Specif . -
uriatl *" | 2/13/58 St¢ Mary's Cemetery Spripegfield, Mo.
24. FUNERAL DIRECTOR ADDRESS 25 DATE RECD. BY LO! REG.

{Licansed Embalmer’s Stotement on Raverss Side)

6. R?’ZRCR'S_SIGNA% m
L | =



STATEMENT BY LICENSED EMBALMER

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

Y M@, OF DY i et era e rinaar et satsa e naas .» Student Embalmer No........cooveveeanen 1

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

Signature of Student Embalmer

Licensed Embalmer N

P —afcel .. L

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN-HANDWRITING. {Failure
to comply with the above constitutes grounds for revocation of license).
»If embalmed by ‘a STUDENT, he also'shall Sign in’his OWN Handwriting.” "' 2
if this-body is not embalmed, fact should be so stated above.




