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voctor, coroner, atc. must yse only standord nomencloture in item 18. No symptoms will be listed.

All diseoses in Part | must be cousally related.

USE ONLY BLACK INK OR RIBBON TYPEWRITE 1F POSSIBLE

Dr. Elkins

THE DIVISION OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH

99-013019

STATE FILE NUMBER

Sl Fﬂ A DR 2 7 1gﬁgrmian District No. {I'J"X Primary Registration District No.. g_o O- ‘).......__ Registrar's w[ué __________
1. PLACE OF DEATH 2. USUAL RESIDENCE {Where deceosed lived. If institution: Residence pofore
a. COUNTY GREENE o STAFTSSOURT b, COUNTY C‘REEN"E‘W
b. CITY (If outside corporate limits, give TOWNSHIP only) Inside Limits c. CITY O 3 9 ; Inside Limits
1ows _ SPRINGFIELD Yes 3 e row _ SPRINGFIELD 7| Yo N[
c. EgIS-FL’-I'I}:‘AE%ROF {lf NOT in hospital, give location} | Length of stay in 1b d. STREET (It outside, give location) Reside on Farm
INsTITUTIoN 610 STATE 76 YRS. ADDRESS 610 STATE Yos [ No[X
3. HAME OF DECEASED First Middle Lass 4. DATE Manth Day Year
{Type or print) HARVE w. TURNER DEOAEI'H APRIL 22 1959
5 SEX 6. COLOR OR RACE| 7. MARRIED VER MARRIED] 8. DATE OF BIRTH 9. AGE {In yeors IF UNDER i YEAR| IF UNDER 24 HRS.
MALE o WHITE wIDOWED[ ] mvorcen[]] JAN. 22 1883 '“"7' g'hd“) Months ) Days { Hours Min.
10a. usl:lAL OCCUPATIPN (Fiivc kind_of w?rk dones | 1Gb. KIND OF BUSINESS OR 11. BIRTHPLACE (City and s1ate ar country) d 12. CITIZEN OF WHAT COUNTRY?
| REFIREPOWELL “BRos TRUER LINES SPRINGFTELD, MO. USA
130. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
C.C. TURNER SARAH GAULT LAVRA TURNER
15. WAS DECEASED EVER IN U. 5. ARMED FORCES? 1. SOCIAL SECURITY NO.[ 17. INFORMANT Address
(Y..,No. ..num.m.;I (If yas, give war or dates of service} h9 1-03-01 14 MRS. LAVRA TURNER SPRINGFIELD, MO.

PART I. DEATH WAS CAUSED BY:

IMMEDIATE CAUSE (o)

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

¢

INTERYAL BETWEEN
ONSET AND DEATH

—dads

g.

Condltions, if any, DUE TO (b) »
which gave rise 1o }
obove couse f{a),
stating the wunder-
g lying cauvse last. DUE TC €3]
= PART (1, OTHER $IGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but net related 12 the terminal diswase cendition given in PART | {a) 19. WAS AUTOPSY
' PERFORMED,
g S-24 YEs[] Nod 2
2| 20a. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART Il of item 18.)
w
o O O |
S| 2. TIME OF Hour Menth, Day, Year
H p m.
20d. INJURY OCCURRED 0. PLACE OF INJURY {e.g., inor abouthome,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE ATD NOT WHILE 0 farm, factory, street, office bldg., etc.)
WORK AT WORK X
x T
21. I attended the deceosed from M , 10 e and last sa\wt alive on
Deoth occurred ot B_gM - m on the dote stated cbove; and to the best of my knowledge, from the couses stated.
. TURE or ;ille) o ¥2b. ADDRESS ~ 22e. QATE SIGNED
230, BURIAL, CREMATION, | 23b. DATE 23c. NAME OF CEMETERY OR CREMATOR LOCATION (City} tawn, or county) T (sate)
BURLAT™ | 4/24/59 |WHITE CHAPEL SPRINGFIELD, MO.

24. FUNERAL DIRECTOR ADDRESS

H.H. LOHMEYER

SPRINGFIELD, MO

25. DATE RECD. BY LOCAL REG.

L-R3- 7

(Licensed Embalmer's Ktatement on Reversa Side)

%- R T, ‘s SIGNATg
.
[74




STATEMENT BY LICENSED EMBALMER

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

, Student Embalmer No, ...................

DY M@, OF DY etvriiiiiniieie it e riie it stssene s trsesnraemnsrnsnsssassearnnstasstosarrrassanes

working under my personal supervision.

Student ..o e
Signature of Student Embalmer

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN[IFANDWRITING. (Failure
to comply with the above constitutes grounds for revocation of license).

If embaimed by a STUDENT, he also shall sign in his OWN handwriting.

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




