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Welfare
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All-di se0ses i.ﬂ'Pw | must be cuu.sa"y related.

USE ONLY BLACK INK OR RIéBON TYPEWRITE IF POSSIBLE

FILED SEP 301957

Registration District No.

THE DIVISION OF HEALTH OF MISSOURI
STANDARD CERTIFICATE OF DEATH
/X¥

Primary Ragistration District No. ___

'_2_—4':'_"2_ — Reglﬂrcr s No.__ éﬁi_%_ _____

'""'““"m""s,’fi“feaé %9

PLACE OF DEATH 2. USUAL RESIDENCE (Whare deceased |i69d If institution: Res&dnnce bffo 4
. COUNTY o. STAT b. COUNTY a """'°l‘\/“
° greene fdissouri Wr ig t
b. CIOTRY (If outside corporate limits, give TOWNSHIP only) tnside Limits [N CgRY L(' L Inside Limits
oM Springfield Yor gl Mo lJ TowN__Manafield (V| G N0
c. sgéll’_l NAMEOOF (tf NOT in hospital, give location) | Length of stay in 1b d. SL%E?EE.!'ES : (If outside, give locstion) Reside on Farm
TAL OR Al
INSTITUTION Burge days Mangfield Yes [] Nex]
3. NAME OF DECEASED First Middle Last 4. DATE Month Day Year
{Type or print} OFP
SARAH MARTHA HOPPER peatH Sept.22, 1957
5. SEX 6. COLOR OR RACE| 7. MARRIED[INEVER MARRIEDT] 8. DATE OF BIRTH 9. AEE (b.‘"'r‘::;; ;::riE R ;:VEAR I:x:DER 2:“:!15.
Female White woovy oworceoll| March 20,1872 |

100. USUAL OCCUPATION (Givae kind of work done
during most of warking lifa, even if retired)

10b. KIND OF BUSINESS OR

INDUSTRY

11. BIRTHPLACE (Cily and uun or :ounvry)

C}12. CITIZEN OF WHAT COUNTRY?

‘ Webster Co., Mo. T84
133, FATHER'S HAME: 13b. MOTHER'S MAIDEN NAME 14 NAME OF HUSBAND OR WIFE
___-———'-——-.
__Alex Stevengon Esther N. Turner
15. WAS DECEASED EVER [N U. 5. ARMED FORCES? 16. SOCIAL SECURITY NO.[ 17. INFORMANT Address
{Yas, no, or unknawn}| (If yes, give war or dates of service) .
e — Mrg. Mae Roy Springfield Mo
L=

PART I. DEATH WAS CAUSED BY:

18. CAUSE OF DEATH {Enter only one cause per line for {a), (b}, and {c).}

INTERVAL BETWEEN
ONSET AND DEATH

» Decth occurred.at

—p‘gfm—

G.» m on the date stated chove; and to the bast of my knowledge,

IMMEDIATE CAUSE (a) Cerebral hemorrhage L days
Conditions, If ony. . DUE TO (v _Hypértendgive’ cardiovagcular disesse 10 yra,
which gave risze to hd
above couss (a), }
atating tha under-
g Iying covse last. DUE TO (<)
= PART NI, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the terminal disease cendition given in PART | {c} 19. WAS AUTOPSY 1
a '2 é @X PERFORMED?
T Diszbetes of 20 veers duration yes{] NoO
21 20a. ACCIDENT SUICIDE HOMICIDE®' |- 20b. DESCRIBE HOW INJURY OCCURRED. {Enter nature of injury in PART l or PART Il of item 18.) v
(']
G | O O )
S{ 20c. TIME OF .Hour Menth, Day, Year
b NJURY aumm.
3 p.m.
20d. INJURY OCCURRED 20s. PLACE OF INJURY {a.g., inor abouthome,| 20f. CITY, TOWN, OR LOCATION COUNTY .+, STATE
WHILE ATD NOT WHILE O ' farm, factory, sireet, of lcn bidg., etc.) ’ T : )
WORK i
"I 2] | ottended the deceased from : fsegt » 22 M l 9 E 2 and lost &qwi‘&ulwe on Ceant =1 Kl a5

fm the cavses ila!ed

220. SIGNeTURE

230. BURIAL, CREMATION, | 23b. DATE
REMOVAL (Specify)
4. {FONB L ) ADDRESS
ene

{Degree or title)

ringfield, Mo.

'J| 22b. ADDRESS Z2¢. DATE SIGNED
208 M &) 609 Cherry St., Springfield, Mo /24757
.23c. MAME OF CEMETERY OR CREMATORY, 23d. LOCATION (City, tewm, o1 coumy) | (Stete)
ansfield Cemetery 18 MiBSOHI‘i

35. DATE RECD. BY LBCAL REG.-

P=26 -5 7

{Licenssd Embalmes"s Stotement on Reverss Side)

+

2% Eslsrmn's‘s'isnnune e

-




. STATEMENT BY LICENSED EMBALMER - K

1" hereby certify that the body whose hame is recorded on the reverse side of this.certificate was embalmed
) i1 . - ) .
ro by me, orby .................. SR OO OSSP PP UOPR P +, Student Embalmer No.-,

working under my personal supervision.

TSR e eeeereanreren, :

SEERT PR ) Lice;lséd !fmbalmer No.....Bk568........
' ' .. P. 0. Address SPT1ngfleld, Mo

. . Note:.The above MUST BE.SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure
to comply with the above constitutes prounds for revocation of license).
*~:°2 " If embalmed-by:a STUDENT, he also shall-sign in his OWN handwriting. .= - <. enels
If this-body is not embalmed fact should be so stated above. f

o - - .- & -—- . - - - _— P - . P —_ - -

PP




