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All diseases in Part | must be causally related.

-

ALED APR 14 195%kuguraion

USE ONLY BLACK INK OR RIBBOMN TYPEWRITE IF POSSIBLE

THE DIVISION OF HEALTH OF MISSOUR)

STANDARD CERTIFICATE OF DEATH

(23

District No._

29-009011

STATE FILE NUMBER

Primary Registration District ND-..M____.", Registrar’s Na.__,a_é_é _______ "

1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. |f institution: Rendance b;{fora
admissio
a. COUNTY Greene a. STATE MO« b. COUNTY Greene
b. CgRY {If outside corparate limits, give TOWNSHIP only) Inside Limits c. CIOTRY 7 {. Inside Limits
tomi Springfleld Yes [3 No[] o Springfield g | Yebd n[J
¢. FULL NAM%OF {l{ NOT in hospital, give location) | Length of stay in 1b d. STREET {If autside, give location} Reside on Farm
HOSPITAL ADDRES: A
hehrotione24 E. Webster 17 vrae. 42 E. Webster Yos ] No[X
3. NAME OF DECEASED First Middle Last 4. DATE Month Day Year
{Type or print) QP
OPAL MARIE ANDERSON OEATH April 7, 1959
5. SEX t| 6 COLOR OR RACE| 7. MARRIED[ INEVER MaARRIEEE ] 1 8. DATE OF BIRTH 9. AGE (In years F UNDER i YEAR] IF UNDER 24 HRS,
Fem l Whit last birthday) [ Menths { Days Heours Min,
ale e WIDOWED ] vivorces 1R July 31,1902
10a. USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (City and state or cauniry) 12. CITIZEN OF WHAT COUNTRY?
during mﬁ of working life, even if retired) INDUSTRY g
ome Home Harrigonville, Mo, U.8. A.
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14, NAME OF HUSBAND OR WIFE
Unknown Unknown none
15. WAS DECEASED EVER IN 1), 5, ARMED FORCES? 16. S0CIAL SECURITY NO.| 17. INFORMANT Address
{Yas, r unknawn)] {If yes, give war or datas of asrvice) '
o | none Mr. Carl Keiser Springfield,Mo,
18. CAUSE QF DEATH (Enter only one cause per line for {a), {b), amsl {c INTERVAL BETWEEN
PART |. DEATH WAS CAUSED BY: W ONSE D DEATH
IMMEDIATE CAUSE (a) &5

Conditions, if sy, . DUE TO (b) @wn-_ COQ-K MATG@L—&-,'_

which gave rise to
abave covss {a},
stating the wnder-
lying couse last.

DUE TO {¢)

79

ANT CDNDITIUNS CONTRIBUTING TO DEATH but not r-lu!-d ta tha terminal diseass condition given in PART | (o)

19. WAS AUTOPgY

MEDICAL CERTIFICATION

PART I, H IGNIEHE. PERFORME
20e. ACCIDENT SUICIDE HOMICI[,E 20h, DESCRIBq}lOW INJURY QCCURRED. ({Enter natug of injury in PART | or PART !l of item 18.) 4
d | O
Xc. TIME OF .Hour Month, Doy, Year
IMJURY  am.
p.m.
20d. INJURY. OCCURRED 20s. PLACE OF INJURY (e.g., inorabouthome,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT NOT WHILE [} farm, foctory, street, office bldg., etc.)
WORK B AT WORK o P &
—— ‘ L B ™2
o 4 1APril ?,l 1959 and last iaw J’ alive on e

2%

| attended the deceased from

® m on the date stated above; and to the bcsr of my knowledge, from the couses stated.

N

2ic. PATE SIGNED

b~ 3-5F

o

Degree or titls) 226, RESS
RI ,C;EMATION, 23b. DATE 23¢. NAME OF CEMETERY OR CREMATSRY
¥ £ April9,1959 Greenlawn B

4.

FUNERAL DIRECTOR

R. Thieme Springfield,Mo. LM

ADDRESS

f—F—5F

25. DATE RECD. BY LOCAL REG.

LOCATION {City, rawn, or county)

o1l

(State)

*S SIGNATUERE
-

L d Embaol

i)
[X)

on Reverse Side)




STATEMENT BY LICENSED EMBALMER

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

by me, or bj.( .//‘Z )/a/d ...... /{ 2575// ........................ , Student Embalmer No. 57/ .....

working under my personal supervisjan.

Student

: Licensed Embalmer No..tf ..................
P. 0. Address Springfleld,No.

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 embalried by a STUDENT, he also shall sign in his OWN handwriting.

If this body is not embalmed, fact should be so stated above. X
- i

T




