Mealth, e S 0 N
: Welfare STANDARD CERTIHCAT! OF DEATH STATE FlLE NUMBE§9
Public
Service 4nﬁg|s1mhon District No, . /2 Y ................ .Primary Reglstrunnn D-smct No wieon.. Registrar’s No..._2,,_,_7,______..,,__.__
A l W | P P0 P —
. PLACE DF DEATH 2. USUAL RESIDENCE (Where deceased lived- |i institution: Res&dance;;(ura
a. COUNTY a. STATE . . b. COUNTY admissio
300 Greene liisgouri Greene
1-57 p b. CITY (If outside corporate limits, give TOWNSHIP only} | Inside Limits ¢ CITY 3¢ tnside Limirs
OR . . Yea Tt [ OR - . 627 & Yes(Gt Mo [
Town  Springfield TOWN soringfield, d
<. Fng!‘_ NAME OF (H NOT in hospitol, give location) | Length of stay in 1b d. ST%EIEEES (I outside, give location) Reside on Farm
H ITAL OR AD|
msnrurion 810 McCann 48 years 810 McCann Yes (] NofF)
3. NAME OF DECEASED First Middle Last 4, DATE Maonth Day Year
{Type or print) OF B
Howard Cass Potter PEATM darch 23, 1959
5. SEX 6. COLOR OR RACE T‘MARRJED@#VER MARRIED] ] 8. DATE CF BIRTH 9. AGE {In years FUNDER 1 YEAR| IF UNDER 24 ‘HRS.
. last birthdoy) Mongs Days Hours l Min,
; Male hhite wooweo[]  ovorceol)}July 5, 1910 1% 18
: 1Ga. USUAL OCCUPATION (Give kind of work dons | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (City ond state or country) 12. GITIZEN GF WHAT COUNTRY?
= during mast of working life, sven if retired) INDUSTRY i o
3 Ettorney Lay Practice Springfield, Iiissouzi USA
= 130. FATHER'S NAME 13b. MOTHER*5 MAIDEN NAME 4. NAME OF HUSBAND OR WIFE
: 3
. Elmer Potter Susie McCraw Kate J. Potier
5 15. WAS DECEASED EVER IN U. . ARMED FORCES? 16. SOCIAL SECURITY NO.| 17. INFORMANT Address
E. (Yes, ne, or unlmqwn)l {If yas, giyg war or dates of setvice)
. None Mrs, Keote T, Potter Springfisid, Mal
4 18. CAUSE OF DEATH (Enter only one INTERVAL BETWEEN
PART I. Fd ONSET AND DEATH

AL, LWIWERED, OiL, HIad Vsl VTInY 2TUHMWIY NN UTVE S T 1ToI 1O,

All diseases in Part | must be cousally related.

THE DIVISION OF HEALTH OF MISSOUR|

_____ 59-=0(

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

Candltions, if any,
which gove rise to
above cavie f{a},
stating the under-

i

cau ¢ line for (a), (b}, and (¢).)
DEATH WAS CAUSED B
IMMEDIATE CAUSE {a

-
DUE TO (b} M MM

MEDICAL CERTIFICATION

lying causs last. DUE TO (c)
PART ll. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but hat related 10 the terminal disease condition given in PART | (a} 19. WAS AUTOPSY
PERFORMED?
4201 YES[ ] NO[&4F<
20a. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART Il of item 18.)
O | a
2c. TIME OF Hour Month, Day, Yeor
INJURY  a.m.
p-m.
20d. INJURY OCCURRED e, fF‘LAC‘E OF INJURY (e.g., m:;:‘oboutht;me, 20f. CITYLZTOWN, OR LOCATION CQ Y STATE
WHILE AT NOT WHILE arm, foctory, street, office bldg., ete.
WORK L AT woRK L %,
21. | attended the deceased from W WW% V &D/ﬁ saw h " alive en Y. R o

1:30

Death oceurred ot

_m an the date stated above; and to the best of my knowladgn. from the couses stated.

22a. SIGNAWQ Z , (Degros or ttle) M[J

4.

. BURIAL, CR

22, ADDRESSZ >, i #

22e.

es, 23/7

DATE SIGNED

10N,
REMOVAL (Spesify)

23b. DATE

FUNERAL DIRECTOR ADDRESS

- MAME OF CEMETERY OR CREMATORY

March 25, 1959 Manle Park

23d. LOCATION (City, town, or county)

nring:jlgld, Iliscourdi

25, DATE RECD. BY LOCAL REG,
Gorman-Scharpf Funeral Home, Inc.

- 23-59

icansed Embalmer’s Statement on Reverse Side)

{Stars)




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 BY oottt e ee e e e e e e s

working under my personal supervision.

Student .o e e
Signature of Student Embalmer

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRIT . (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. B




