RI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH H60-010523
E"-ED v§eunru ion §u§tl1l§oa-_ .}Z__-__anary Ragistration District N:azc _______________ Registrar’s No. 2_,_¥ _________ STATE FILE NUMBER

. PLACE OF DEATH 2. USUAL RESIDENCE {Where deceased lived. If institvtion: Residence before
a. COUNTY Greene a. STATE MiSSOUrib' COUNTY Greene admision)
b. C(I)‘LY {If outside corporate limits, give TOWNSHIP only) Length of stay in b ¢. CITY Inside Limits

0
TOWN Springfield, 4 years TowN Springfield, Yes X No

. FULL NAME OF (If NOT In hospital, glve location) Inside Limits d. STREET {If cutside, give location) Reride on Farm
HOS5PITAL OR ADDRESS

INSTITUTION Springfield Baptist HOSP. Velm No 1908 w‘ water Yes J No[x
. NAME OF DECEASED First Middls Last 4. DATE Menth Day Year

{Type or print) OF
PHYLLIS EKAY ALLEN 0EAT™H March 19, 1960
5. SEX 6. COLOR OR RACE 7. Married []  Naver Married [J [8. DATE OF BIRTH | 9. AGE {last birthday) | IF UNDER 1 YEAR | IF UNDER 24 HR

Female White Widowed [] Ovorced O |gotober 31, 1954 5 |"%™| °yB ["™ | "~

10a. USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY| 1i. BIRTHPLACE (City and state or country) | }2. CITIZEN OF WHAT COUNTRY

during t of working life, aven if retired) n . P s
Child ven et In Home FofttLeonardiWood;iMo,]  USA
138, FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14, NAME OF HUSBAND OR WIFE

—— BAYITEpiRt A en Emily Baker None
15. WAS DECEASED EVER IN U.5. ARMED FORCES? 16. SOCIAL SECURITY NO. 17. INFORMANT Address

Yes, no, ki If yes, d 1 i . . s .
(Yes, no, or unknown) ,( ye3 ﬁ]aonwear or dates of service) none MI‘. Ph:l.ll:l.p K. Allen Sprlngfleld, Mo‘
18, CAUSE OFPDEATH {Enter only one cause per lina for (2), (b}, and {c). INTERVAL BETWEEN

ART . DEATH WAS CAUSED BY: — ONSET END DEATH
IMMEDIATE CAUSE (o) u

Conditions, if any, DUE TO (b)
which gave rise to
sbove causs {a),
stating the under-
lying cavse last. DUE TO [¢)

PART (1. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the terminsl PART 111, if deceased was femala was
discase condition given in PART | (&) these & pregnency in last 90 days.

¥
I“ig! W g!! < a ID e:] KNo I O Unknown
19. WAS AUTOPSY 20a. ACCBENT 5U|CD|DE HOMnlchE . DESCRIBE Hi INJURY OCCURRED. {Enter nature of injury in PART | or PART Il of item 1B.)

PERFO) D7?
R

20c. TIME OF Hour Month, Day, Year
INJURY a.m.
+ p.m.

—
P4
uw
2
3
o
Q
!

MEDICAL CERTIFICATION

x

20d. INJURY QCCURRED - » $~-miu 2De PLACE OF INJURY {e.g., in or sbout hams, | 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT WORK [ farm, factory, street, office bldg., etc.)
NOT WHILE AT WORK (O

.
21, | attended the decessed frorﬂ__g-m3 —.éo !o_tlm—nnd last uwcnngalivu on_ﬁluo__

Deaath occurred at 1:15 P Y m on the date stated above, and to the best of my knowledge, from the causes stated.

22a. SIGNATURE {Degree or title) 22b. ADDRESS 22. DATE SIGNED

MMD cgr\uo'pte d. Mma I~2/~60

23s. BURIAL, CREMATION, | 23b. DATE 23¢. NAME OF CEMETERY OR CREMA 23d L.OCAT!ON [City, town, ar county) {5tate)
MOVAL {Specify) . . .
Bur A e March 22, 196 Memorial Park Lebanon, Missouri

24.,. FUNERAL DIRECTOR ADDRESS 25. DATE RECD. BY LOC REG. 26. SIGNATU
Gorman-~Scharpf Funeral Home 7 24 3 & é,z —-—-—~2
— Springfield, Missouri —_ ez 5 .

{Licensed Embalmer's Statement on Raverse Side)

BY AFFIDAVIT OF




o -

L SROR DT moat T

- .

. a4 8 Buissait s A

STATEMENT BY LICENSED EMBALMER

]

. | hereby certify that the body whose name is recorded on the reverse stije of this certificate was embalmed by
" e .,..M' RS NS h,\;.r L

K

or by hd Student Embalmer No.

L}
working under my personal supervision. y
}
¢ OM-——D i}m
Student Signedz et /

Signatyre of Student Embalmer

.~ oo ~ - .
et ey, . ety e Licensed Embalmer:No¢

[ . S
.

. [
Ax g art g i i3, v abd
Nofe: The above MUST BE SIGNED BY THE LICENSED EMBALMER in hlS N- HANDWRIT . (Failure to cor.
- with the above constitutes grounds for revocation of license).
If embalmed by a STUDENT, he also shall sign’in his OWN handwriting.
If this body is not embalfned fact should be so stated above.-




Rl DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH .")()-01()")23
PILED VS" N B,'"Jga___/‘ag oy Regivretion Disirics e 209 = 9—._.-3"" . 3 ‘( 37 STATE FILE NUMBLR

1. pu";. OF DLATH “ L URUAL RESIDANCT (Where decsawed Ined. I imtitution: Residence batore
s COUNTY Greene o SIATE  M{ggourf €O Greene sdmission)
b. CITY (1} ovivde corporate limits, give TOWNSHIP only) Length of ata; v b [ cé“ Irsde | imits
|  §
TOWN Springfield, 4 vears ToWN Spriugfield, Yoo (Y Ne O
« FULL NAME OF (1f NOT in hospiral, give location) Inude Limity d. STREET {H wurede, give locstion! Brrche on Farm

HOSPITAL OR ADORELS
INTITUTON G uringfield Baptist Hosp, [YR *©O | 1908 W, Water Yn O b X

Mo rh Oay Your

3 NaML OF DACEASID T M-adls 3. OATE

fres o PHYLLIS KAY ALLEN o™ March 19, 1960

3 sEa I—& COLOR OF RACE 7. Warred [ MNever Marriad [ [0, DATE o pipte | % AGE (lsat binshday)

¥ UNDER | YREAR | IF UNDER 24 MR

Female white Weaew2 O onrsd O |netober 34, 1954 5 |3 "1g ™| *

10s, USUAL OCCUPATION (Give hind ¢f work done | 100, KIND OF BUSINESS OR INDUSTRY] 11, BIFTHPLACE (City end sfats o owntry) | 12, CITIZEN OF WHAT COUNTRY

e ?fﬁf‘l?“" fite, wwen { retiend) In Home Fort: baonard ‘Iood Mo. Usa

13 FATHER'S NAME 136. MOTHER'S MAIDEN NAME i 14,  NAME OF HUSBAND OR WIFE

i 3132 ElAYlan Eicly-Bokers i None
15, WAL Dloiasly eVEER iN US. ARMED FORTES? . 1s. SOCIAL SECURITY NO. 17. INFORMANT Address
Yes, no, o unlno—'-lll" "'.ﬂ’;;r;" or detws of rservice) none Mr. Phillip K. Allen Sprlngfield, Mo.

10 CAUSE OF GEATH [Enter only one cavie per line tor {s), (b), and i) SHIERVAL BETWEEN
PART ¢, DEATH WAS CAUSED BY: —— CNSET t‘lD DEATH
IMMEDIATE CAUSE (o)

Conditions, if sy, DUE 1O )
whech gove rhwe W0
bove cause  [4),
1ating The under.
lyng  coust  laat. DUE 10 ()

PART N. CQIHKER SIGNIFICANT CONDITIONS CONIRIECTING TO DEATH but not related 10 e wemina! FART 111, 1l  Gecessec was Ferma's wae
disesse condition given in PART [ [#) thets s pregnancy in last 90 days.

I“ !! < |DT¢||KN°IDMM~|\
Te. WAS AUTOPSY | 20a. ACCEINT sm%nt Koncr]cmi . IRJURY OCCURRED. [Enter nature of mmjury i PSRT | or PART I of item 18.)

PERIMO, 0
TEs NO (O3
2. TIvE OF Hour Manth, Day, Tew

INJURY m,
p.m.

20d. INJURY OCCURRED T0u. PLACE OF INJURY (a.g., in nr acout homs, | 207, CITY, TOWN, GF LOCALION COUNTY STATE
WHILE AT WDRY farmn, foctory, street, office bldg,, .}
NOT WHILE AT WORK C]

-;.-J sitended the deceried From -0 “to— 3;[3_-_(:_0__“ last K;’Q.uu .,._5_"&_:‘_Q*_

Death occurred ..r 7 1:15 P % M on the date ated sbove, and 10 the bes? of my Anowledge, from rhe taures 1Tated.
|

{Degres or title} 2%, AGURESS 22c. DATE SIGA .3

"'M MD cgﬂho“:le 4, Ma 3-2/~%0

234, BURIAL, cnmuou, 2x. NAME OF CEMETERY OR CREMAT 23d LDCATIOIN (Ciry, town, o county) {3tare)

BaRTai™" |March 22, 19 Memorial Park Lebanon, Missouri

24, FUNERAL DIRECTOR ADDRESS 25. DATE RECD. &Y LOC REG. 2, SIGNATY
Gorman-Scharpf Funeral Home ? ’2 2 A . é —
_Spr.lngﬂe.lLHLxmuurl = r - /4 ZI.Z,QM

{Licensed Embalmer’s Staternen) on Reversa Side)

ome 3 ﬂ'ﬁ'/"e?"

DOCUMENT

et e a L

amended| item 13b By atfidavit for :uﬁera

MEDICAL CERVIFICATION

il

L

BY AFFIDAVIT OF







