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STANDARD CERTIFICATE OF DEATH
Primary Rag_is!ruﬁgg Di!irl-l:_l_NO_- Jo_d“

58—-032376

STATE FILE NUMBER

.d____ Reginrar'_ﬂ._g_g___(?(_;’,_-_

" 1. PLACE OF DEATH 2. USUAL RESIDENCE (Where decansed lived. If institution: Residence bes6ra
a. COUNTY Greene a. STATE Missouri b. COUNTY Greene" missio
b. CBTRY (If outside corporate limits, give TOWNSHIP only) Inside Limiss c. CIOTY 4 t Ingide Limits
R s
To%N_ Springfield Yos 5 to [J Town _ Springfield ¢ | Yes[R ne
c. Egls_é']‘::l:t‘%g': (W NOT in hospital, give Jocation) | Length of stay in 1b d. STREET {If outside, give location) Reside on Farm
ADDRESS
INSTITUTION __ §29 W Walnut Lifetime 629 W. Walnut Yes [ No[®
3. NAME OF DECEASED First Middle Last 4. DATE Maonth Day Yeor
{Type or print) OF
CARRI A (ABBOTT)__ PEABODY DEATH  September 12, 1958
5. SEX 6. COLOR OR RACE| 7. 8. DATE OF BIRTH 9. AGE {In F UNDER 1 YEAR] IF UNDER 24 HRS.
i MARRIEDDNEVER MARR‘EDD quM;:‘y’; Manths | Deys Hours I Min,
Female White wiooweoyr] ) oworcen[]] 1 0-12-73
100. USUAL OCCUPATION (Give kind of wark done | 10b, KIND OF BUSINESS OR i1. BIRTHPLACE (City and state or country} 12. CITIZEN OF WHAT COUNTRY?
during mest of working lifa, mvan if retired) INDUSTRY . .
Housewife Own Home Springfield, Missouri U.S.A,

130. FATHER'S NAME

James Abbott

13b. MOTHER'S MAIDEN NAME

Mary Wocley

14. NAME OF HUSBAND OR WIFE

15. WAS DECEASED EVER IN U, 5. ARMED FORCES?
(Yes, no, or unknqwn}' (If yes, give war or dates of sarvice)

16. SQCIAL SECURITY NO.
None

17. INFORMANT

Ann M. Abbott, Springfield, Missouri

Address

18. CAUSE OF DEATH {Enter only one causa per line for (a), {k), and (c}.) INTERVAL BETWEEN
PART |. DEATH WAS CAUSED BY: M - _ d: é : ONSET AND DEATH
IMMEDIATE CAUSE (o} Ln.._.'i Aloﬂoq( < 2 ‘3"“-“4
Conditions, if any, DUE TO (b}
which gave rise to }
above couss {a),
toting th dar-
z lying cause lagr.  DUE TO {c) HIX
= PART Hi. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH bus net reloted to the terminal disease condition given In PART | {a} 19. WAS AUTOPSY
By PERFORMED? &
i YES[] N0 [
%] 200. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART Il of item 18.)
w
© g | O
5[ 20c. TIMEOF _How Menth, Day, Year
a INJURY  am.
k] p-m.
20d. INJURY OCCURRED 20e. PLACE OF INJURY {e.g., inor abouthome,} 20f. CITY, TOWN, OR LOCATION COUNTY STATE
wHILE ATEI NOT WHILE O form, foctory, straet, office bldg., etc.}
WORK AT WORK
21. | ottended the deceased from 8“13-5 8 , to 9-12— 58 and last iawi':‘ alive on ﬂ‘- 1 —SX
Daath occurred at 11 :] 5a.m m on the date stoted above; and to the best of my knowledge, from the couses stated.
220, SIGHATURE ’ {Dagree or title) a 22b. ADDRESS 2§ DAT Slﬁgé
ﬂmmf"w@ M.D.| 609 Cherry-Springfield, Mo 2957
23a. BURIAL, CREMATION, | 23b. DATE 23e. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town, or county) (State)

REMOVAL {Specify)
Burial

Sept 15,1958

Maple Park

Cemetery

Springfield, Missouri

. FUNERAL DIRECTOR

e 2L

Spririqfield . Mo.

25, TE RECD. BY LOCA?.
=
-— /J -
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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 M@, OF DY oottt eta et enee s et aavorna e ria e aaaa e rerananas ., Student Embalmer No. ...................

working under my personal supervision.

SLUENE wevveivreiiiiciieceie ettt Signed M éf .

Signature of Student Embalmer

D - =  Licensed Embalmer No. 7[.;/{

P 0. Address

Noté: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HARDWRITIXG. (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.




