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MISSOURI

CERTIFICATE OF DEATH
e Primary Registration Dlstru:i NOZO O 0

Registrar’s Ne

ﬂl IG 1 8 195@9isheﬁoq District No. . /

1. PLACE OF DEATH

o. COUNTY

Greene

STATE Hi

2. USUAL RESIDENCE (Where deceased lived.

{f institution: Residence be| r;
gsouri wm"*Greendmmﬁyﬂ

b. CITY (i ourtside carporate li

Tom Springfie

lagide Limits

Yeﬁ No (]

mirs, give TOWNSHIP enly)

1d

CITY

C.

1owm_Springfield

Inside Limits

6394
Yns[i NOD

4

c. FULL NAME OF (If NOT in hospitel, give locatian) | Length of stay in 1b d. STRD%EEES (If outside, give location) Reside on Form
HOSPITAL OR ADI
INSTITUTION spital 2150 N, Kellett Yos L] N
§ 3. NAME OF DECEASED First Middle Last 4. DATE Month Day Y war
{Type or print) OF
: CLAUDE M, EPPS oeah Aug., 7, 1958
5. SEX o 6. COLOR OR RACE| 7. marrIen K] NFVER MARRIED[ ] 8. DATE OF BIRTH 9. AGE si:':‘;:;; :,:::ﬁEq[‘)::AR IEOUU:DER Q:I:lRS.
Male White wooweo[] = oivorceo[]| 14 Dec. 1889 &8
100. USUAL OCCUPATION (Give kind of work done | 10b. KIND DF BUSINESS OR 11. BIRTHPLACE (City ond state or country) 12. CITIZEN OF WHAT COUNTRY?
duri ost of wurklng lilg, sven rahred) IND€§TRY ’
stationary Brginder| Retired Arkansas Usa
12a. FATHER'S NAME 12b. MOTHER®S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
I New! Epps Lucinda Webd Faye Epps
15. WAS DECEASED IEVER IN U. 5. ARMED FORCES? 16. SOCIAL SECURITY NC.| 17. INFORMANT Address
(Yes, mﬁdnkmm) {lf yau, glnéﬂ or dates of servics) H
ospital Records

18. CAUSE OF DEATH (Enter ¢nly one causa per line for (a), (b}, and (¢).)
PART |. DEATH WAS CAUSED BY:

IMMEDIATE CAUSE (a)

Cerebral thrombosis

INTERVAL BETWEEN
ONSET AND DEATH

4 days

Canditions, if any, DUE TO (b}
which gawe riss 1o }
obove couse {a},
toting the under-
-4 llyiunq ncou.lo Tu::. DUE TO (:) 352%
L=}
= PART Il, OTHER $IGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but net related to the terminal diseose condition given in PART I (a} 19. WAS AUTOPSY
hat : PERFORMED?
£ vES[] NOX] oL
| 20a. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY QCCURRED. (Enter nature of injury in PART | or PART Il of item 18.}
w
8 o o O
‘é 20c. TIME OF Hour Month, Doy, Year
2 INJURY a.m. LS
F pom,
20d. INJURY OCCURRED We. PLACE OF INJURY (e.g., inor about home,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT NOT WHILE farm, factory, strest, office bldg., etc.)
WORK a0 AT WORK ]
21. | attended the deceased from 8 4- 58 P 8- 7-5 8 and lgst sow E::, alive on 8 - 7"58

Death occurred nt

P m on the date stated above; ond to the bast of my knowledge, from the couses stated.

{Degree or title)

2zt ADDRESS 1630 N, Jefferson

22c. DATE SIGNED

ATURE
,4:2b?7 :7yubd /2. /) 0 Springfield, Missouri 8-858
23a. BURIAL CREMATION 235, D 23c. N‘KE’DF CEMETERY OR CREMATORY 234. LOCATION (City, tawn, or county) {Srare}
REMOVAL {Specily) S
Buris BJQ-SB Greanl tlngrie]d Mo.
FUNERAL DIRECTOR ADDRESS 25. DATE RECD. BY LOCAL REG. 25, REGI G ATURE&
omer 8o Bpgta.mo. | Fo /103 )/
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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

DY M8, OF DY oottt e e eeeraeeaeeea et et rer et

working under my personal supervision.

Student oo

oo LI A
Jote AT, :f

Noté:ITlie dbdve MUST*BE'SIGNED'BY THE LICENSED EMBALMER in his OWN"HANDWRITING. {Failure

to comply with the above constitutes grounds for revocation of license).
If g{n_palmigd byr a STUDENT, he also shall sign-in;his-OWN handwriting? A2+
If this body is not embalmed, fact should be so stated above,
1. ".?'u,f"":

S d




