THE DIVISION OF HEALTH OF MISSOURI

H58-017909

Health, el ATE AP REATLE
a;:w;;l:w. STANDARD CERTIFICATE OF DEATH STATE FILE NUM.Bfﬁ
’ L] c
' Service E—Jeglslm!ion_ District Noo oo ff . e Primary Re&isfmrion Diﬂ_!‘iﬂ No. cxlet T L¥ L2 Raguh’m’ s No. __b 2____,,,,,.._
. ¥ . ¥
1. PLACE OF DEATH 2. USUAL RESIDENCE (Whore deceased lived. Hf institution: Rcs‘l}g‘.nce befate
5. 300 a. COUNTY a. STATE 2 . b. COUNTY admission
e Greene Missouri Stone
=3 b. CITY (If outside corporote limits, give TOWNSHIP only) Inside Limits e IRTY, R Inside Limits
OR s 2 Yeos m Na 7] OR/ / 6 L{ o Ye;D “Ne D
TOWN Springfield Tomv_Ponce de Leon D
c. FULL NAME QF (1§ NOT in hospital, give location) | Length of stay in 1b d. STREET {If outside, give location) Reside on Parm*
HOSPITAL OR ADDRESS '
A instrurion  Burge Hosp, DOA : Yer (] No[]
=717 NAME OF DECEASED First Middle Last 4, DATE Month Day Yoar
{Type or print) OP
DON WILSON bea May 28, 1958
. 5. 5EX o 6. COLOR OR RACE T'HARRIED@ NEVER MARRIED[ ] 8. DATE OF BIRTH 9. AGE: (b.,:';;,.; ::::E R [‘i):'E.AR l:ht:'I:DER z;:as.
o ' . . st birthday! M N
< Male White wooweo[] [ owvorcen[ ]| Jan, 25,1896 6§ I
OE 100, USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR 11 BIRTHPLACE (City ond state or country) 12 CITIZER OF WHAY COUNTRY?
= duringd most of working lifs, sven IF retired} INDUSTRY 0
s armer - - - Ponce de Leon, Mo, U, S. A,

13a FATHER'S NAME

Robert Sheridan Maples

13b. MOTHER'S MAIDEN NAME

Dolly Flood

14. NAME OF HUSBAND OR WIFE

Cindy Sims

15. WAS DECEASED EVER IN U. §. ARMED FORCES?
{Yeos, no, or ﬂﬁmwﬂ)l (M yas, gi dates of service}
V€S Wt

14. SOCIAL SECURITY NO.| 17. INFORMANT
Unknown |Z1+s.€dva Lueciw

Address

A.&,w 1Sow, Pahc.c de Leon Wfo

18. CAUSE OF DEATI’I’S
PART 1. DEATH WAS CAUSED BY:

IMMEDIATE CAUSE {a)

!

Conditiony, if any,
which gave rise to
chove couse (u).
stating the under.

DUE TO (k) s

Enter only one cause per line for {a), (4

INTERVAL BETWEEN
ONSET AND DEATH

USE ONLY BLACK INK OR RISBON TYPEWRITE IF POSSIBLE

Death occurred at
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Vi Vi
w t";‘ alive on ‘;ZE f‘ 5-‘!
b-’ of my knowledge, tha couses stated. .

g tring couse len DUE TQ (c} §
] = PART 1. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but nor related o the terminal dissass condition given in PART | (a) . WAS AUTOPSY
3 s PERFORMED? {J
z z 20/ yes[] NO[]
E, & 200. ACCIDENT SUICIDE HQMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter naturs of injury in PART | or PART Il of item 18.)
E g (I | O
] F :
o Ui 20c. TIME OF .Hew Month, Doy, Year
2 g iINJURY  a.m.
% ] p.m.
2
€ 20d. INJURY DCCURRED 20e. PLACE OF INJURY {v.g., inor about home,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
. WHILE ATD NOT WHILE D farm, factory, street, office bldg., etc.}
5 WORK AT WORK Yy, 4
E 21. | attended the deceased from /Z,'Z/JZ é zZ , o éézf! ond tast ko
é s 00 a ‘on thé daote stated cbave; ond to the
€
<

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

%f‘ohe_ & W\SSou.lMt

3a. BURTAL, CREMTION-, 23b. DATE 23c. NAME OF CEMETERY OR CREH.M%
REMOVAL # -
Burial . | 6~/-/958 Flood Cemefiewy
24. FUNERAL DIRECTOR ADDRESS ; 25. DATE RECD. BY LO f
. Clever, Mo, /._4/-

'S SIGNAT!

{Licensed Embolmer’s Stotemant on Reverse Side)
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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

.» Student Embalmer No. .........ccoeen e

DY M, OF DY oireriuiiiiiiiieiiiisaiirasines e s rrssrssrssassusssasarmrrsrnrrnnebssarsasnsisas

working under my personal supervision.

SEUAENL «eecrrniiieiiiiiiiir e eere e ereeeeneas e ee s ae i
Signature of Student Embalmer

- * ... Licensed Embaimer N043?0 ......
: P.O. Address....é@&:ﬁ.ﬁ.%..

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.




