etih, THE DIVISION OF HEALTH OF MISSOUR! X 58—905209

i FILED MAR 10 1958 STANDARD GERTIFICATE OF DEATH e FILE ONBER
";:. Registration District No. ... #x. - .euneue—Primary Registration District No. | _.ﬁ{.,é,,[-____ Raolsfrur s No. .____-__[‘é_.._
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. [ institution: Residance before
o COUNTY = “(jreene - STATE Misgouri b COWNTYGreenemso
57 b. CgRY (If outside corporate limits, give TOWNSHIP only) Inside Limits €. .? 0Ins|d. Limits
I ok Washington Twanshp, |[rO %X mwnwasniﬂgt on Twnshp.od| w0 wX
c. FULL NAME QF (If NOT in hospital, give location) | Length of stay in 1b d. STREET (If outside, give location) Reside on Farm
RS " Hone L'yrs." || " Rs.2,Rogorsviile | v i
3. :!I_AME OF DE;:EASED First Middle Last 4. Dé;f Month Day Yeoar
or priat
Yo Lois Ann White peat Mar, 1, 1958
5. SEX 6. COLOR OR RACE 7.“RA|EDK]NEVER MARRIED[] 8. DATE OF BIRTH 9. AGE (In yeors JF UNDER ] YEAR] IF UNDER 24 HRS.
Female White wiooweo{ | pivorcen{ ] Dec, 20 s 1907 50 birthday) [ Manths ' Oers } Hours | Min.
100, USUAL OCCUPATION (Give kind of work done | 10b. KIND QF BUSINESS OR 11- BIRTHPLACE (City and stote or country) D 12, CITIZEN OF WHAT COUNTRY?
durin § i jfa, aven il retired IND .
PRE FEE e ‘Cleaning Lebanon, Missouri U. S. A,
130. FATHER'S NAME 13b. MOTHER"S MAIDEN NAME J4. NAME OF ﬂuéBAN? OR WIFE
David Rogers Sadie Chastain Albert White
15, WAS DECEASED EVER IN U. 5. ARMED FORCES? 16. socIaL sEcURITY No.| 17. INFORMANT  (Sister)  addres Rt, &,
es, N r wnknown}| {If yen, glve war or dotes of service
o e ot e ' 1491-12-0790 Mrs _Rogersville, Mo
18. CAUSE QOF DEATHAEM“ only one cousa par line for (g}, (b}, and {¢).} INTERVAL BETWEEN

PART |. DEATH WAS CAUSED BY: - ~ ONSET, AND DEATH
IMMEDIATE CAUSE (q) M@Mlﬁaﬂg—
. - .- i, - >
Conditions, if any, DUE TO (b) X % L1}

which gava rise 1o } 0

above cawvse (a),
stating tha under-

DUE TO (¢}

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

{ . . ,
2i. 1 ottended the deceased from & K k"_tg &# o | V\MAAI T8 ondlastsow Pe aliveon 2o ¥ A/ \"}_?
Doath occurred ot i . .8 ¢  mon the date stated cbove; and to the best of my knowledge, From the causes stated.

220. SIGNATU {Degrea or title) ©| 22b. ADDRESS 22¢. PATE SIGNED
} e MDY 3ok \g Lf-bngn[SP

23a. BURIAL,C? 10N, | 23b. DATEU T3e. NAME OF CEMETERY QR CREMATORY -434. I.OCATIO‘«I (Clty, town, or county) (State)
jﬁg" 3-4-1958 McGee. Cemetery Dallas County, Mo.

ADDRESS 25, DATE RECD. BY LOCAL REG. | 26. T AU-?'S SIGH R
Jpringfield, Mo. JB..- S5 F % gm

( {Licensed Emboimac’s Sln—m ot Reverss Side)

z . lying couse lost,

. = ’ PART 1l, OTHER SIGNIFICANT, CONDITIONS CONTRIBUTING TO DEATH but not related 1o the tarminal disease candition givan in PART | (o) 19. WAS AUTOPSY

3 < 1 PERFORMED?
3 e - }\rri’rt'avm ‘ - . L. 2o | yes[] NO[]
E =1 20a. ACCIDENW SUICIDE HOMICIDE | 20b. DESCRIBE HOW INJURY DCCURRED {Enter nature of injury in FART | or PART |l of item 18.)

= w

3 S O J U
E o 3| 20c. TIMEOF .Housr -Month, Day, Year
] a INJURY  am.

';' i _p.m,
g E 20d. INJURY OCCURRED 20e. PLACE OF {NJURY (e.g., inor abouthome,| 20f. CITY, TOWN, OR LOCATION - COUNTY STATE
= WHILE ATD NOT WHILE O farm, factory, street, office bldg., etc)

3 WORK AT WORK "

£
5 "
i

g

-

2

<




§ RN
on]_ &*! :\}Jg . . .

MAT 1~ 1959

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 evvrvnvreen LI IO .r Student Embalmer No, .7.7.7.7.7.0....

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

working under my personal supervision.

Student .eeeneee T T T T T T T T e Signed ...
Signature of Student Embalmer

Licensed/mbalmer No.. f.005 S eeeenen
P. O. Address. SDringfi ».. Mc

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. | . -

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




