THE DLIVISION OF HEALTH OF MISSOUR| —
lfes ED FEB 16 1959 STANDARD CERTIFICATE OF DEATH —SF002191

— Ragillrar’!f*‘_ﬂ-._,../",(-;.z.t........,..

ublic
ervice Registration District No. .........jAAZr,X.....__......,,..Ptimury Regisnclipn District No. |
. PLACE OF DEATH 2. USUA.L RESIDENCE (Whete decoased lived. If institution: Residencs ore
00 & . COUNTY Greene STATE Miggourl & COUNTY Greenédmlmﬁh
-57 chY (If outside corporate limits, give TOWNSHIP only) Inside Limits c. CITY c 3% é Ingide Limits
v o
rom  Springfield Yes [ Ne O] Tom  Springfield el Yol® e[
FULL NAME OF (If NOT in hospital, give location) | Lepgth of stay in 1b d. STREET (I ive Io tieg) Reside on Farm
" HOSPITAL OR ADDRESS qf-f dII °AVE .
l HOSPITAL OR - Burge Hosplite 80 years 823 8. Yes [ No [
3. NAME OF DECEASED First Middle Last 4, DATE Month Day Yeor
(Type or prim SARAH FLORENCE N o
L IX peati Feb. 8, 1959
5 SEX | 4. COLOR OR RACE] 7. MaRRIED] JNEVER MARRIED[ ] 8. DATE OF BIRTH 9. AIGE :.,. :;,,, :ﬂuu:srtgvim |: UNDER '.':‘HRS.
1 birs 1 in,
Female | White wioowen[X ). pivor¢en[ ] 12 Sept. 1884 ?l} o birthday) [Monthe | Days e I "
10a. USUAL OCCUPATIDN (Give kind of wark dons | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE {City and sfate of country) 12. CITIZEN OF WHAT COUNTRY?
d - ven if reticad) INDUSTRY
s HBUEEN Y Home Iowa d U.8.4A.
13a. FATHER'S NAME 13b. MOTHER®S MAIDEN NAME l 14. NAME OF HUSBAND OR WIFE
| William DeWitt TN AT 1 John Nix
3 # :3 ’w.\s UEE,?SED,E(Y,E“ N 1IJ 5. ARMED FDR’CES?_ ) 16. SOCIAL SECURHTY NO.| 17. INFORMANT 0? ]_and Dr ]_ve
b ©“ L 1V W w3, Qiw os of sarvice
2 pfe] | v N d” ——~—  Mrs. J.C.Mahoney, Spr ngf eld, Missouri
E 18. CAUSE OF DEATH (Enter only one cause par line for {a), (b), and (¢}.) INTERVAL BETWEEN
3 uw PART I. DEATH WAS CAUSED BY: . \—\ ONSET AND DEATH
[ w IMMEDIATE CAUSE () Subavach noid cwrovyhaae/ hys
o J
=
I Canditions, if any, DUE TO (b}
> which gave riss o
Lt above couss (a),
4 stating the wunder- }
g g lying cowss lasth DUE TO (c)
. DOE PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to tha terminal disecss condition given in PART 1 (a) 19. WAS AUTOPSY
EE B PERFORMED
3 Of= 33rx YES[ ] NO
;; z E 20. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. {Enter naturs of injury in PART | or PART If of item 18.) A
ST U 0 O
X j Q 2¢. TIME OF Heur  Month, Day, Year
& afa INJURY  am.
; E : ES p.m.
2 € Z 204. INJURY OCCURRED 200. PLACE OF INJURY (e.g., in or abauthome,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
i ow WHILE ATD NOT WHILE D farm, octory, street, office bldg., etc.)
b 4 WORK AT WORK
B E 21. | ottended the deceased from f - '? 7/2 ro__R-F-57F ond last saw lI:i.:."li"' on rj - 755
% 5 Deoth occurred at 6 m on the date srai‘ed above; and to the best of my knowledge, from the causes stated.
;‘_; 220. SI N&RE {Degree or title) 22b. ADDRESS . 22c. QATE SIGNED
0 . ¢ . 1 ‘
i< o M. D, , Vo sg
Z3a. BURIAL, CREMATION, | 23b. DATE 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (Clty, town, or county) (State)
e} if:
BuryaT™ | 2-7)-51 , Springfield, Mlesouri

24. FUNERAL DIRECTOR 1200 Boﬁﬁvill e Ave - 25. DATE RECD. BY LOCAL,-REG- 8. REG) R ?GNATUR
alph Thieme,gpringfield, Miesounl.oR /0 - 7 % & m
(74K /4 .

{Licensed Embolmer's Stotement on Reverse Sida}




STATEMENT BY LICENSED EMBALMER

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

Student Embalmetr No. .........coeveeinns

by M, OF DY i e e e e e ra e PSP .

working under my personal supervision.

Student .o e ree e Signed ...

to comply with the above constituies grounds for revocatien 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.




