pt. Health,
o & Welfare
$. Public
Ith Service

:vlS?

ymptoms will be listed.

- must use onky standard nomenclature in item 18. No s

All diseoses in Port | must be causally related.

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

THE DIYISION OF HEALTH OF MISSQUR|

STANDARD CERTIFICATE OF DEATH

58—-036123

STATE FILE NUMBER

10a. USUAL OCCUPATICN (Give kind of work done

10b. KIND OF BUSINESS OR

11. BIRTHPLACE (City and state or country)

12, CITIZEN OF WHAT COUNTRY?

'“ Fn N OV 1 0 Igsgogislrutior\_ District No. ] 2R Primary chis'raiion Dis'ric'ti:_ ______gOQQ__. e REQistrae’s No./,,G__s_.@__ _____
1. PLACE OF DEATH 2. USUAL RESIDENCE ({Where deceased lived. |fi nruﬂon sndencc béfore
a. COUNTY Greene a. STATE . b. COUNTY GT"@ dmlss-
b. CITY (If aurside corporate limits, give TOWNSHIP only) Inside Limits c. CITY Insi& Limits
I TOWN Bpringfield Yos [ No [] TOWN Springlield Yes[3 No[]
I c. Eglg}L.I_Fl:lﬁ:\EogF (i NOT in hospital, give lacation) | Length of stay in 1b a2 76 AB%REE (If outside, give location) Reside on Farm
i insTITuTioN De Qo A« Burge 15 yrs. 1901 N. Broad Yes [] Mo X
I 3. mr:f gi r?nE')CEASED First Middle Lost 4. DATE Month Doy Year
CHARLES  LOFTON WOOD oo Octe 31, 1958
i 5. SEX 6. COLOR OR RACE| 7. MARRIED@NEVER marrIED ] 8. DATE OF BIRTH 9. AGE (ln years IF UNDER i YEAR| IF UNDER 24 HRS.
I Male O | White wiowen{"] / pivorcen[]] Oet.28, 1897 6:‘]:" birthday) [Homthy I Beye | Mowrs l e

Tedhnigan "~ | Of¥E¥pedic Oklahoma , | U.S.A.
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
Jéhn Wood Savannah Murray Bonnie
15. WAS DECEASED EVER IN U, 5. ARMED FORCES? 16. SOCIAL SECURITY ND.| 17. INFORMANT Address
(hlonn, or unknqwnl| (If yus, give war or dates of scrvic-_]"‘kgl-o 3_10 69 Mrs . B - wood springf 101 d’ Mo .

MEDICAL CERTIFICATION

18. CAUSEOF D
PART I.

Conditions,
which gave

stoting the

above couse {a),

lying couse last.

EATH (Enter only one ca
DEATH WAS CAUSED BY:

IMMEDIATE CAUSE (£}

if any,

DUE TO (b)

per li

for (), (b), and.(c).}

INT
0

ERVAL BETWEEN
ET EATH

rise to

under-

j

wgu BY 4 PHYSICIAN

331K

DUE TO (c)

13

PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TQ DEATH but not reloted to the terminal disense condition given in PART | {n}

1%

WAS AUTOPSY 2
PERFORMED?

YES[C] NO

ACCIDENT
|

200.

SUICIDE  HOMICIDE
O g

20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in PART | or PART U of item 18.)

20c.
JURY

TIME OF  Hour
IN,

a.
p-

Manth, Day, Y ear
m.
m.

\

20d. INJURY OCC
WHILE ATD NO
WORK AT

URRED
T WHILE

WORK d

20e. PLACE OF INJURY {e.g., in or abeut home,
farm, factory, street, office bidg., etc.)

31,71 atrended the

/\Deu:h occurred at

deceased from

206 CITY, TOWN, OR LOCATION

COUNTY

STATE

]
m on the dute stated cbove; and to the best of my knowledge, from the couses stated.

-1-R2a. ATURE~ {Degre® or tithe) 5 22b. ADDRESS 22¢. DATE SIGNED
#¢ . Greene|County Health Officer, Spfld, Mg 11-5-58
230 BURFAL, CREMATION, | 23b. DATE 23c. NAME OF CEMETERY OR CREMATORY 224, LOCATION (City, town, or county) {State)
R AL LSpecify)
T8 [Nov.3 ,1958| white Chapel S rinp:field. Mo,
24. FUNERAL DIRECTOR hl ADDRESS 25. DATE RECD. BY LOCAL REG. | 2¢. -

Relph Thieme

Springfield,Mo. LM

-8 -5

R'S SIGNAgRE
-

{Licensed Embolmer’'s Statement on Reverse Side}




T e Xaiimnter

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 Ry Nvested e e er o r———————arrarerasneine , Student Embatmer No. .5 6.7........

working under my personal supervision.
Student W M

. | Licensed Embalmer No.

P. O. Address. Springfleld,Me

) Note: The above MUST BE SIGNED'BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure
to comply with the above constitutes grounds for revocancm of license).
If embajmed by "a STUDENT, he also shall sign inhis OWN-handwriting.«  » "G
H this body is not embalmed, fact should be so stated above

* INEI
P Sy \.rJ

RS A




