. Health,
& Wellore W m@m & CO STANDARD CERTIFICATE OF DEATH ’ STATE FILE NUMBER Xd B
. Publi
h s.n.i:, I:I LED M AY 1 2 195&gmmnm District No. _/02 Primary Rogistration District No.._.‘%«t:ll___-__ Registrar's Nm_-é.-. 24 A
. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If instinution: R-nd-ncc before
G‘REEN B asi
5. . COUNTY STATE . b CONTY BRERNG dmiszionf) _.3?
13 . CITY (lf outside corporate limits, give TOWNSHIP only) Ingide Limits c. CITY Inside Limits
2 Tom  SPRINGFIELD Yos (X 8o ] R, SPRINGFIELD YesLX No?S
ﬂ :g;.é.'#:f%OF (if NOT in hospital, give location} | Length of stay in 1b d. i'll')RDEEE'gS (If outsids, give location) Reside on Farm
= NeroTionMercy Hospital 30 Yra. 2122 N Campbell Yes (] Nefg]
g 3. NAME OF DECEASED First Middle Last 4, DATE Month Day Year
{Type or print} OP
2 HETTIE R A. RUSSELL PEAH  May §, 1958
5. SEX 6. COLOR OR RACE| 7. MARRIEbﬁ]NEVER warrieo ] 8. DATE OF BIRTH 4. AGE (In years JF UNDER i YEAR| IF UNDER 24 HRS.
osjrhi a nths 2 Hours i,
i 5 Female White woowenf ] | ovorceol]|12 Dec. 1892 '53“"“m|°“ [ "
2 G
7]

Doctor, coroner, atc. must use only

standard nomenclature in item 18. No symproms will be listed. #36 ECI-Bt Pq.cuq,c

All diseases in Port | must be cousolly related.

THE DLIVISION OF HEALTH OF MISSOURI

58—-013885

10a. USUAL OCCUPATION (Give kind of work done
d ing most of MI? lifw, sven if retired}

Housewl

Home

10k. KIND OF BUSINESS OR
INDUSTRY

11. BIRTHPLACE (City and state or country)

Arkanass )

12. CITIZEN OF WHAT COUNTRY?

1ISA

130. FATHER'S NAME

13b. MOTHER'S MAIDEN NAME

IInknown

W.C . Runsel?

14. NAME OF HUSBAND OR WIFE

USE ONLY BLACK INK OR RIBBON TYPEWRITE {F POSSIBLE

REMOVYAL (Specify)

g

15. WAS DECEASED EVER IN U. 5. ARMED FORCES? 15. SOCIAL SECURITY No.| 17, INFORMANT Address
Yas, 1¢ . gl rd ] i
(Yar, royggriremm] (1 vas, oive weppores of servics) Unknown| Hospital Records
18. CAUSE OF DEATH (Enter only cne cause per line for (a}, (b}, and {c).} INTERVAL BETWEEN
PART i. DEATH WAS CAUSED BY: ONSET AND DEATH
IMMEDIATE CAUSE (o) Lerebral thrombosis 1 v
Conditions, Hany, . DUE TO (o) __Arteriosclerotic-cardio u
which gavse rise to }
above cavse fa),
tng the undar-
z Iying covee. tost. 4 DUE TO (c) Y42 K
5 PART H. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not reloted 10 the teminal dissass condition glven in PART | {a} 15. gﬁ:ggggg;ﬂ_
E YESF] NOK]
2| 200. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART 11 of item 18.)
w
v O [ O
S| 20c. TIMEOF _Hour Month, Day, Year
o INJURY a.m.
£ p.m.
20d. INJURY. OCCURRED 20e. PLACE OF INJURY (0.g., inor abouthome,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE ATD NOT WHILE D farm, foctory, street, office bldg., etc.) - .
WORK AT WORK
21. | attended the deceased from 2-4-49 s 2=5=58 ond tast Sow 17 alive on 5=-5=58
Doath occurred ot 1000 A_ m on the dats stated cbave; and 1o fhe best of my knowledge, from the cavses stoted,
270. IGH4TURE  ° / {Degros or title) 22s. ADDRESS 1630 N.Jefferson 22c. DATE SIGNED
- , - -
.4 /2.0 | Sprinegfiela, Mo. 5-5-58
730, BRI cremaTiON, | 2¥ DATE 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City. town, or county) (State)

(Li

& Embal ‘e

Burisl ¥ .
24. FUNERAL DIRECTOR ADDRESS 25. DATE RECD. BY LOCAL REG. | 28 | TRAR'S !faun?
Py > Spgfrd.Mol Q_ 7- 5% .

on Reverse Side)




: 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

working under my personal supervision.

I.:'_..l.:q.-. “.L_b: .".‘";'_r

Note: The abbve MUST BE SIGNED BY THE LICENSED EMBALMER in his O
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,

I




