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STANDARD CERTIFICATE OF DEATH

Primary Registration District No.

99-00522"7

STATE FILE NUMBER

1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence bdfgu
a. COUNTY GREENE o SIMESSOURT b. COUNTY @GQREERR*S
b, CSI'RY (If outside corporate limits, give TOWNSHIP only) Inside Limits c. CITY o = ‘/ & inside Limits
town SPRINGFIELD Yas [KNe [ @%, SPRINGFIELD 0| Yo X N [J
c. FULL MAME OF (If NOT in hospital, give location) | Length of stay in 1b d. STREET {M outside, give location) Reside on Farm
hentuyiok IMBROUGH REST HQME 13 YRS, ADDRESSK TMBROUGH REST HOME vei[ No[X
3. (NTAME OF DE;:EASED First Middle Last 4. DATE Month Day Year
@ or print OF
e VIRGINTA WARD ooan FEB. 17 1959
5. SEX 6 COLOR OR RACE| 7. 8. DATE OF BIRTH 9. AGE (In ysors JFUNDER i\’EARI IF UNDER 24 HRS.
! MARRIED[ ] NEVER MARRIEDD agt birthda nths . urs in.
FEMALE WHITE wooweo X 2, oworceod| AUG. 19 1867| ‘g [P "

100. USUAL QCCUPATION {Give kind of work done

dutiﬂmﬁfﬁuking life, aven if ratired)

10b. KIND OF BUSINESS OR
INDUSTRY

11. BIRTHPLACE {City and state or country)

ALLEGHENY CO. PENN.'

12. CITIZEN OF WHAT COUNTRY?

Usa

130. FATHER'S NAME

JOHN STEIN

13b. MOTHER'S MAIDEN NAME

SARAH JANE JOHNSTON

14, NAME OF HUSBAND OR WIFE

CHARLES S. WARD

(DEC.)

(Yes, QNnUmknqwn)l {If yeaa, giva

15. WAS DECEASED EVER IN U. S. ARMED FORCES?

16. SOCIAL SECURITY NO.

NO

war or dotes of service)

17. INFORMANT
MRS .

Address

CLARK HILL SPRINGFIELD, MO.

PART L

18. CAUSE OF DEATH (Enter only one cause per line
DEATH WAS CAUSED BY:

IMMEDIATE CAUSE (a)

Cully fonsl ~fpasn e

INTERVAL BETWEEN
ONSET AND DEATH

Conditians, if any, DUE TO (b)
which gave rise to }

obove cause (a),

stating the under-

lying couse loat, DUE TO {c)

PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not reloted 1o the termingl disecas candition given in PART ¢ (c}

19 WAS AUTOPSY

HH R x

200. ACCIDENT _SUICIDE

PERFORME
YES[] NO & bR

MEDICAL CERTIFICATION

Ducth ogeurred ot _ g

12:;35 P.M.

HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART 1 or PART I of item 18.)
(] d ;|

20c. TIME OF Hour Month, Day, Year

INJURY  o.m.

p.m.

20d. INJURY OCCURRED 20e. PLACE OF INJURY (e.g., inor aboythome,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE ATD NOT WHILE O farm, «ctory, street, office bldg., etc.)
WORK AT WORK
21. | attended the d d from l" 20 h 5_‘] . 1o 3' ‘/‘5-7 and last luw:i.;lcli\rlon 2'4'—5 7

m on the date stated above; and to the bast of my knowledgs, f’romllh- covses stated.
- ¥}

22e. WZ; / ; 7/ mm_

22b. ADD!

22¢. DATE SIGNED

1Ao7

23a. BURIAL, CREMATION,

sURYAE™

23b. DATE

23:. NAME OF CEMETERY OR CREMATOR

234, LOCATION (City, town, or county)

{Stata)

MO.

2/19/59

OAK LAWN CEMETERY

WEST PLAINS,

24. FUNERAL DIRECTOR

CARTER FUNERAL HOME,

ADDRESS

WEST PLAINS,

25. DATE RECD. BY LOCAL REG.

Mo 2 (8- J7

256. RESTT) -sycNAru;E
%“ [ 3
[ 74K 4

Y227V

(Licensed Embalmer’s Stotement on Revarse Side)

...................... - Regiﬂrar'mie..__/_z;____,.-_ ‘




STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed

by M, OF DY i e e st e , Student Embalmer No. _..................

working under my personal supervision,

Student .oeeiniiiii e e rs e e e
Signature of Student Embalmer

Licensed Embalme,

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HAND
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.



