MISSOUR! DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH , - —N0A4 4 QR

DEPARTMENT OF PUBLIC HEALTH AND WELFA o . hTE EILE NUMBER
DO NOT WRITE AMENDED Registration District No. ..., Primary Registration District No. ;__'D:!:."_’___'Reginr-r'l Ne. _L___-______
QN THIS STUB -

1. PLACE OF DEATH 2. USUAL RESIDENCE (Where decessed lived. If institution: Residence before

. COLUNTY _ & STAT b. admi
* Greene L ﬁ{q - COUNTY 'Dmlg'l ne mission}

b. Ccl)‘ll'!‘r {If outside corporate limits, give TOWNSHIP only) Length of stay in 1b c.. CITY Inside Limits
N ’ OR :

ToWN  Springfield 1l day W gevmour Yo 0 No g

¢, FULL NAME OF (If NOT in hospital, give lacation} Inside Limits’ d. STREET (If cutside, give location) Reside on Farm
HOSPITAL OR ADDRESS

STt Springfield Baptist |™@ MO Route L. | Yo O No D3
.- #MILE OF PE,CE“ED First Middle V Last 4. DATE - Month : Day Year
Ype of pein OF
Walter Harrison Fitzgerald DEATH  January 2, 196
5. SEX 6. COLOR OR RACE 7. MmicFD Never Married [ 8. DATE OF BIRTH | 9 AGE (last birthday} |IF UNDER t YEAR | IF UNDER 24 HH

Ma 19 Wh ite Widowed [ Divorced [ 6- 1 5_ 8 8 7)+ Months | Days Hours M.

10a. USUAL OCCUPATION {Give kind of work done [ 10b. KIND OF BUSINESS OR INDUSTRY| 11. BIRTHPLACE (City end state or country). | 12. CITIZEN OF WHAT COUNTRY

during most of working |lfe, even if retired) M O .
ar Nngo ., Mis
%%ﬁﬁ's MAIDEN NAME .

A
13a. FATHER'S NAME ; 1 14. NAME OF HUSBAND OR WIFE

Frank Fitzgerald Elizabeth Trotter Stella Fitzgerald
Address

15. WAS DECEASED EVER IN U.5. ARMED FORCES? [17. INFORMANT

{Yes, no,orunknown)'(if yes, give war or dates of service) btella Fitzgerald R }+ Se NOUT Mo
___No :
| 18. CAUSE OIPRRE?IH {Enter only one cause per line for (a), (&), and {c). M INTEI!V._A.[ BETV:EEN

I. DEATH WAS CAUSED ONSEV AND DEATH
IMMEDIATE CAUSE () 4@;{/ (‘4’-//4 / j_ /{_‘@é.‘:
Conditinm,if.ny,} DUE TO (b} 4 Zé/{ﬂ 5&4/0}41: @/D‘-z(/f-p %’/‘/f'
; ; S

VS 300
Rev. 4/59

TDATE AMENDED

DOCUMENT

which gave risa fo.
sbove ceuse” |(a),
stating the under-
lying cause loast DUE TO {c)

PARY {I. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TC DEATH but not relsted to the terminal PART 111, If decosted was femala  wid
) diseaze condition given:in PART | (s) there a pregnancy in lest 90 d

N . ]Fm"' DNoI O Unknor

19. WAS AUTOPSY } 20a. ACCIDENT  SUICIDE  HOMICIDE 20b. DESCRIBE HOW INJURY QOCCURRED. (Enter nature of injury in PART { or PART Il of Item 18.)
eS| 9 9.0 —

, 20c. TIME OF Hour Month, Day, Year
INJURY am.

. p.m. rre— ———
20d, INJURY OCCURRED 20e. PLACE OF INJURY (e.9., in or sbout home, | 20f. CITY, TOWN, OR LOCATION COUNTY STATE

WHILE AT WORK farm, factory, mm, office bldg ., BTC.) ————
NO‘LWHILE AT WORK [J

ded the d d from. -25 p‘é_i__,m_&_‘,—Laﬁ / é‘] nd last uwm:liv&ﬂﬂ 2’ J/." /ﬁj

Desth ocrurred st ) 11 O:; A. M- . m on the date.stated lbovn,'and to the beat of ‘my know'lodgo, from the causes stated.

22h ADDRESS 22c. DATE SIGNED
5/?/ ol ,z/ % ﬁﬁ éz

23c. NAME oF CEMETERY OR anMAToi‘r ¥ 23d. LOCATION [City, town, dr coynty) (State)

23a-BURIAL, CR DATE
urial Ava |_Ava, Missourdi
24. FUNERAL DIRECTOR | 25. DATE RECD. BY LOCAL REG L E TRAR'S-SIGN?RE_

Clinkingbeard Funeral Home Ava. / 2-63
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MEDICAL CERTIFICATION

USE BLACK INK
OR
TYPEWRITER RIBBON

SHOULD READ

BY AFFIDAVIT OF

ITEM NO.

rd




P

)

€360 91 NP

STATEMENT. BY LICENSED EMBALMER

| hereby certify ihat the body whose name is recorded on 1he reverse side of this certificate was ermbalmed by me. ‘

or by

Student Embalmer No.___ .  _

working under my personal supervision.

“Student

Signature of Student Embalmer

Licensed Embalmer No,

1

P.O. Addressw

Nofe: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure fo comply
with the above constitutes grounds for revocation of license).

o If embalmed by a STUDENT, he also shall sign in his OWN handwntlng

+

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



