SOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH

'MENT OF PUBLIC HEALTH AND WEL

Regnsrranon Distriet No. ---_-(‘--ZX__-___anarv Registration District No, ZZIQ_____Raqmmr s No. 33/.&___

-61-013434

STATE FILE NUMBER

AMENDED p—— BA BT
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence beforer
. COUNTY . STAT b. COUNTY I3
D 2. Co Greene a STATEM J ggouri Greene sdmissfon)
% b. COITY {If ounside corporate limits, give TOWNSHIP only) Length of stay in Ib LS Cci,':( Inside Limits
4 owv Springfield ? days own Rt 2, Strafford Yes £1 No (X
L ¢. FULL NAME OF {If NOT in hospital, give location} Inside Limits d. STREET {If cutside, give location) Reside on Farm
- HOSPITAL COR ADDRESS
< INSTTUTION Burge-Prot. Hogpltal |[Ye#§ ~D Jackson Township Yes [ No X
al
a. I#AME OF DECEASED First Middie Last 4. DOAJE Month Day Yeaar
{Type or print)
LESLIE CARL  STOGSDILL ceam April 1%, 1961
5. SEX 6. COLOR OR RACE 7. Married Bf  Never Married [ 8. DATE OF BIRTH | 9- AGE (last birthday) | IF UNhDER 1 YEAR IF UNDER 24 HR
i i Months Days Hours Min.
Male White Widowed O Oiverceed O 1 2 /9 /18973 68
10a. USUAL OCCUPATION (Give hnd nf work done | 10b. KIND OF BUSINESS OR INDUSTRY| 1)1. BIRTHPLACE (City and state or country) | 12. CITIZEN OF WHAT COUNTRY
o f life, ed
owhed "EerT iR e B¥afith 0as&01l Station |Cabool, Missouri |[U.S.A.
13s. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14, NAME COF HUSBAND OR WIFE
Newton Stogsdill Lula Jones Bertha Alice St ogadi]l
15. WAS DECEASED EVER IN U.5. ARMED FORCES? Smmner mmmemeTme 17. INFORMANT Address q . F - - #
{Yes, noN)r unknown)! {If y”ﬂ'“ war or dates of service) Be rtha Al ic e St OgB di 11 St raff OI‘d Mo .
— 18. CAUSE OF DEATH (Enter anly one cause per line for (a], (b}, and {c}. INTERVAL BETWEEN
uZJ ART 1. DEATH WAS CAUSED BY: ,_7Z . ONSET D DEATH
5 z IMMEDIATE CAUSE (a) Co oM C)"‘g '}"o Pt {d’ 3 7 Sy
X o 4
]
B a Conditions, If any, DUE TO (b}
rd which gave rite 1o
above cause {a),
E stating the under-
| lying cause last. DUE TO (c)
i F4 PART I1l. OTHER 5IGNIF|CAN'I CONDITIONS CONTRIBUTING TO DEATH but not related to the terminal PART 11, ¥ deceased was female was
! g disease condition given in PART | (2] there o pregnancy in test 90 days. )
i x:,- II:I Yes I 0O Ne I O Unknown
' E 19. WAS AUTOPSY 20a. ACCIDENT  SUICIDE HOMICIDE 20b. DESCRIBE HOW LNJURY OCCURRED. (Entar nature of injury in PART | or PART If of item 18.}
| & PERFORMED? a a ]
| o YES ] No [
i E| 20 TME OF  Houl  Month, Day, Yaar
' = INJURY a.m.
i g p.m.
20d. INJURY OCCURRED 20e, PLACE OF INJURY (e.g., in or shout home, | 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT WORK [J farm, factory, sireet, office bidg., etc.)
NOT WHILE AT WORK [J
-] ?— - N
é 21, | attended the deceaisd from . —//- D 2 to. , i ’y- ‘( and last saw mnliw on 7" / 7" ‘ Vd
a) Death occurred at. 3 hd L’sp hd M b m on the date stated sbove, and to the best of my knowledge, from the causes siated.
-4
g & [Degree or tifle; 225, ADDRE 22¢. DATE SIGNED
; . éﬁ_— g 2o |
<>( JALY CRE 23b. DAJP Z3c. NAME OF CEMETERY OR CREMATORY 24 (QEHMON (City, towpf or county) {Siate)
j 0 REMOVAI. ipcmﬁ’) ff J- ff I
> =| Remova I /16 /1961 Jefferson Cemetery efferson, JTowa
E < 24. FUNERAL DIRECTOR 3 25. DATE RECD. BY LOQCAL REG. 2. R R'S SIGNATURE
: s lRaion Thi 1200 Boodfi¥#lle Avenue 25 ~ .
= = |Ralp rleme, Springfield, Missourl —

{Licensed Embalmer’s Statemnent on Reverse Side)




STATEME&T BY LICENSED EMBALMER"

| hereby certify that the bcu{:ly whose name is recorded on the reverse side of this certificate was embalmed by me,

or by

Student Embalmer No,

working under my personal supervision.

Student,

Signature of Student Embalmer

Note: The above MUST BE SIGNED BY

Signed 2/9/ M M
Licensed Embalmer 34 32‘*

P. O. Addre

THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply

with the above constitutes grounds for revocation of license). .

i

If embalmed by a STUDENT, he also shall sign in his OWN. handwrmng ) _' Yo

If this body is not embalmed fact should be so stated above. . o =





